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The Artwork:  The title of the artwork on the front page is Kitarika it means Turtle Dreaming in Tiwi language. It teaches us 

how to survive; care for each other and live a heathy life. In summary Turtle Dreaming helps us in daily life: 
 

Turtle Dreaming 
Navigating through unchartered waters 

adapting to changes, 
working around obstacles. 

The Artist: Naomy Briston  

 
Naomy has cultural connections to Larrakia, on her mother’s side and to the Tiwi Islands on her father’s side. Naomy’s 
passion to develop her own art portfolio is inspired by the influences of her spiritual connections to country, being close to 
nature on hunting trips, encouragement from a young age to develop creative talents and admiration of the Tiwi screen 
printing designs of her father’s people.  

Over the years Naomy has developed a substantial portfolio of artwork designs which have been transferred onto screen-
prints and stencils to produce cards, posters, t-shirts and textile products that can be worn or installed as gallery objects in 
their own right. 

Naomy currently delivers art classes and workshops for both children and adults. She also facilitates classes for various 
organisations and cultural events. She is passionate about her culture and art and is committed to sharing her knowledge, 
skills and experience to increase understanding, promote awareness and skills in others. 

In 2016 Naomy won the Top End NAIDOC Committee’s competition with her artwork titled ‘Footprints of Our Ancestors. Her 
design was about sharing our songlines, knowledge, culture, dance and art. Songlines are the paths taken by ancestral 
spiritual beings during the Dreamtime as they moved across the land creating plants, animals, rivers, lakes, and waterholes. 

Naomy was also awarded the Chief Ministers Award at the 2008 Northern Territory Fashions Awards. 
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Forward 
The Australian Disease Management Association (ADMA) and the Chronic Disease Network Northern Territory (CDN NT) is pleased to 
welcome you to the 2017 National Conference. This event offers a valuable opportunity for health care providers working with people with 
chronic conditions to gather and share their expertise and experience. This year’s event includes a post-conference workshop, 
international and Australian keynote speakers, two panel discussions and many abstracts submitted for oral presentation and a poster 
session. It is exciting to see the breadth of information that is being shared by delegates from a range of programs and areas.  

ADMA and CDN NT would like to thank all the invited speakers, presenters and delegates who submitted abstracts for presentation, for 
sharing their work and experience. We would also like to thank all our sponsors and supporters and in particular our Bronze Sponsor -the 
Fred Hollows Foundation, the Heart Foundation for sponsoring the Breakfast Seminar, Cerner for sponsoring Dr William Feaster, Philips for 
sponsoring Dr Aart Van Halteren, Colgate for sponsoring Dr Kostas Kapellas and CARPA (Central Australian Practitioners Association Inc) for 
sponsoring the Monday morning tea.  

This year we are very pleased to include a panel discussion on Digital Health and Technology and the conference will end with a longer 
panel discussion session on Local Solutions to Local Problems- A Place Based Approach.  The panel participants include Dr Christine 
Connors, General Manager (Primary Health Care), Top End Health Service and Mr Eddie Mulholland, CEO, Miwatj Health Aboriginal 
Corporation, Nhulunbuy as well as the following keynote speakers: Prof Kerry Arabena and A/Prof Don Palmer.  

We welcome to Australia the international keynote speakers: Dr William Feaster, Chief Health Information Officer (CHIO), Children’s 
Hospital Orange County, USA; Clinical Professor, Anesthesia and Pediatrics, Stanford University School of Medicine, USA and Dr Aart Van 
Halteren, Principal Scientist, Philips Research; Professor of Health Behaviour Informatics, Vrije Universiteit, Amsterdam, The Netherlands. 

 

We would also like to thank the Australian keynote speakers: 

Prof Kerry Arabena, Executive Director, First 1000 Days Australia; Director, Indigenous Health Equity Unit; President, 
International Association of Ecology and Health, The University of Melbourne, VIC 

Prof Don Campbell, Director, General Medicine, Monash Health, VIC 

Prof Mary Foley AM, Managing Director, Telstra Health 

Prof Michael Georgeff, Founder and Chief Executive Officer, Precedence Health Care, VIC 

Dr Heather Gibb, Principal Research Fellow, Northern Institute, Charles Darwin University, NT 

Dr Kostas Kapellas, Early Career Fellow and Deputy Director, Indigenous Oral Health Unit, Australian Research Centre for 
Population Oral Health, Adelaide Dental School, The University of Adelaide, SA 

Prof Ines Krass, Professor in Pharmacy Practice, Faculty of Pharmacy, The University of Sydney, NSW 

Dr Tony Lembke, GP, Chair, North Coast Primary Health Network, NSW; GP and Executive Director of the Australian Centre 
for the Medical Home 

Prof Meredith Makeham, Chief Medical Advisor, Australian Digital Health Agency, Australian Government 

Prof Kerin O’Dea, Honorary Professor, University of Melbourne, VIC; University of South Australia, SA; Menzies School of 
Health Research, Darwin, NT 

A/Prof Don Palmer, Tjungurrayi, CEO, The Malpa Institute NSW 

Tanya Sewards, Principal Program Manager, Integrated Care for Chronic Disease, Victorian Department of Health and 
Human Services, VIC 

Prof Sven Silburn, Centre for Child Development and Education, Menzies School of Health Research, NT 

Dr Bradley Simpson, Research Fellow, National Institute of Complementary Medicine, School of Science and Health, Western 
Sydney University NSW 

Prof Elizabeth Sullivan, Distinguished Professor Public Health, Director, Australian Centre for Public and Population Health 
Research, University of Technology Sydney, NSW 

Dr Aart Van Halteren, Principle Scientist, Philips Research; Professor of Health Behaviour Informatics, Vrije Universiteit, 
Amsterdam, The Netherlands 

Prof Joseph Ibrahim and Prof Maximilian de Courten 

Co-Chairs of ADMA 
 

Dr Christine Connors  

Chairperson, CDN NT 
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About ADMA 
The Australian Disease Management Association (ADMA) is a self-funded, not-for-profit resource centre. ADMA provides a forum for health 
care professionals providing services to promote programs that improve outcomes and quality of life for patients with chronic conditions 
and reduce avoidable acute healthcare utilisation and costs.  

ADMA resources include:  

 an Integrated Chronic Disease Management Online (ICDM) Clearinghouse in association with the Victorian Department of Health  

 the ‘DM Line’ – an electronic information exchange forum 

 distribution of a monthly newsletter – the DM News 

 the collation of a comprehensive database of relevant publications from a large range of literature sources 

 distribution of a quarterly publication that summarises the recent relevant literature from peer reviewed journals – the DM Review 

 a range of seminars and workshops that are run throughout the year as well as the Annual National Conference. 

ADMA is grateful for the support from our corporate partners and members and our individual members. We rely on membership 
commitment to support programs to improve services for chronic illness management and prevention. This includes inviting international 
innovators to share their expertise. Please consider joining ADMA, we would welcome you and your colleagues and any suggestions for 
future speakers and topics. The membership period is 1 July 2017 - 30 June 2018 and is tax deductible. Membership entitles you to access 
the members’ area of the ADMA website, a copy of the monthly newsletter and quarterly DM review, as well as a reduced rate to attend 
the national conference. 

A special thanks to our past co-Chair A/Prof Caroline Brand who retired early this year for her valuable input. We would also like to thank 
Prof Joseph Ibrahim and Prof Maximilian de Courten for their advice and input into ADMA’s activities and for being the honorary ADMA co-
Chairs. Thank you also to Adj. Prof Lisa Demos for her expertise and work in reporting and reviewing the literature on disease management 
and her assistance with the many and varied tasks involved in running ADMA including organising the National Conference. 

ADMA is also grateful to Sharron Jacobsen for her assistance. I would also like to acknowledge the support and assistance of the ADMA 
Advisory Committee: Adjunct Prof Lisa Demos, Prof Maximilian De Courten, Prof Joseph Ibrahim, Prof Brian Oldenburg, Prof Elizabeth 
Sullivan and Justine Waters. Their time, participation and guidance are invaluable.  

ADMA also gratefully acknowledges the support of the Victorian Department of Health and Human Services. 

ADMA gratefully appreciates the time and effort of the nominated staff from CDN NT and the ADMA conference committee members in 
designing the conference program as well as reviewing the submitted abstracts and chairing conference sessions. 

 

Kaylene Ryan 

Executive Director, Australian Disease Management Association 

ADMA Conference Committee 
 Dr Stephen Bunker, Medibank Private 

 Adj Prof Lisa Demos, ADMA 

 Lyn Dimer, Heart Foundation WA 

 Jennifer Fry, Department of Health & Human Services, Victoria  

 Joanna Goodenough, NSW Agency for Clinical Innovation 

 Liz Kasteel, David Scholz, Lisa Fereday, Deborah Butler, Susan Wong, Leanne Drury, Northern Territory Department of Health  

 Prof Ines Krass, Pharmacy Practice, Sydney University 

 Assoc Prof George Margelis, University of Western Sydney 

 Prof Brian Oldenburg, Melbourne School of Population & Global Health, The University of Melbourne  

 Alyson Ross, Gold Coast PHN 

 Kaylene Ryan, ADMA 

 Justine Waters, University of Technology Sydney 

 

 

Further Acknowledgments 
ADMA would like to thank the conference supporters, sponsors and exhibitors. We would also like to thank all the staff who assisted by 
chairing sessions including Prof Maggie Jamieson, Toni Thomson, Rus Nasir, Dr Kate Raymond, Breanna Ellis, Lisa Fereday, Anthony Castro, 
Dagmar Schmitt and the post-conference workshop speakers: Prof Brian Oldenburgh from The University of Melbourne and Prof David 
Peiris from the George Institute for Global Health in NSW. 
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About CDN NT 
The Chronic Diseases Network (CDN) is an unincorporated network of health professionals and organisations from government and non-
government sectors, committed to addressing the rising challenge of chronic conditions in the Northern Territory. For the period 2017-
2020 the key priorities of the CDN are improving prevention measures and helping achieve progress in collective action on the social 
determinants of health. 

CDN aims to support and facilitate the communication, coordination, collaboration and collective memory of its members by: 

 Acting as a clearing house to facilitate the exchange of information and news on NT, national and international projects, 
innovations and related activities in the field of chronic conditions; 

 Engaging members, stakeholders and those with a vested interest in chronic conditions to play key roles in the implementation 
and development of the Chronic Conditions Prevention and Management Strategy; and 

 Working in partnership towards the prevention and reduction in the rates of chronic conditions and its complications in the NT. 
 

The CDN is governed by a Steering Committee with a mix of senior government and community stakeholders with a commitment to 
reducing the impact of chronic disease. Secretariat support is provided by the Chronic Conditions Strategy Unit in the Northern Territory 
Department of Health. 

As part of distributing news and information on chronic condition prevention and management, the CDN produces two regular 
publications: 

 A monthly eCDNews Bulletin that promotes upcoming conferences, training opportunities, new resources and research in the 
field of chronic conditions; and 

 A quarterly newsletter called The Chronicle which features curated articles from members highlighting practical operational 
efforts by service providers as well as summary articles of key reports and publications. 

 

Our annual CDN conference is a key event on the calendar of NT health professionals, with a major focus on challenges and innovation 
in chronic disease prevention and management. It has a strong Aboriginal and Torres Strait Islander health focus. 

In addition to the learning about new research and strategies, the conference is an opportunity for stakeholders to come together to 
communicate, coordinate, collaborate, network and promote their services and activities. 

Membership of the CDN is free to all individuals and organisations with an interest in chronic condition prevention and management.  The 
enrolment process can be started by sending an email to: ChronicDiseasesNetwork.THS@nt.gov.au 

 

CDN NT Conference Committee Secretariat 
 Deborah Butler, Northern Territory Department of Health 

 Liz Kasteel, Northern Territory Department of Health 

 David Scholz, Northern Territory Department of Health 

 Susan Wong, Northern Territory Department of Health  

 

CDN NT Conference Aboriginal Reference Group 
 Lisa Fereday, Chairperson 

 Anthony Castro 

 Toni Thompson 

 Rus Nasir 

 Julie Cook 

 Natalie Panquee 

 Shorna Dowling  

 

Further Acknowledgments 
The CDN would like to thank our steering committee members for their support in developing the conference program and for all members 
who have agreed to chair conference sessions.  We would also like to thank the Australian Government of Health for their support for 
sponsoring Aboriginal and Torres Strait Islander delegates as well as Healthy Living NT continuing support as funds-holder. 

Thanks are also extended to the Office of Aboriginal Health Policy and Engagement Branch in the NT Department of Health for their strong 
support of the conference. 

 

mailto:ChronicDiseasesNetwork.THS@nt.gov.au
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Floor Plan-Ground Floor Darwin Convention Centre 

Meeting Rooms 1, 2, 3, 4 

 

 



 

 

Monday 11 September 2017 – Day 1 

 

7.00-07.45 HEART FOUNDATION WALKING- assemble outside at the front of the Convention Centre 

07.30-08.15 REGISTRATION 
08.15-08.30 Welcome and Opening Session  

Prof Joseph Ibrahim, Co-chair, ADMA 

Dr Christine Connors, Chairperson, CDN NT 

Waterfront 1 & 2 
08.30-08.40 Welcome to Country 

James Parfitt on behalf of his uncle (Richard Fejo Larrakia Salt Water man) 

08.40-09.00 NT Minister of Health’s Address   

The Hon Natasha Fyles, MLA, Minister for Health, NT 

NT Department of Health Chief Executive Address 

Prof Catherine Stoddart, Chief Executive, NT Department of Health 

 Opening Plenary 

Chair: Prof Maggie Jamieson 

Waterfront 1 & 2 

09.00-09.30 First 1000 Days Australia: An Indigenous led model for all Australian children 

Prof Kerry Arabena, Executive Director, First 1000 Days Australia; Director, Indigenous Health Equity Unit; President, 
International Association of Ecology and Health, The University of Melbourne, VIC 

09.30-10.00 Whether you believe you can or whether you believe you can’t, you are right: grass roots solutions unblocking top down 
failures.  

A/Prof Don Palmer, Tjungurrayi, CEO, The Malpa Institute 

10.00-10.10 QUESTION TIME 

10.10-10.35 TEA BREAK AND POSTER VIEWING 

Morning Tea Sponsor: CARPA 

 Digital Health and Technology Plenary & Panel Discussion 

Chair: Prof Brian Oldenburg 

Waterfront 1 & 2 

10.35-11.00 Supporting Integrated Care with Digital Health in Australia 

Prof Meredith Makeham, Chief Medical Adviser, Australian Digital Health Agency, Australian Government 

11.00-11.25 Delivering a Patient-Centred Integrated Model of Care in Australia 

Prof Mary Foley AM, Managing Director, Telstra Health 

11.25-11.50 Digital Health Solutions for Coordinated Care and the Health Care Home 

Prof Michael Georgeff, Founder and Chief Executive Officer, Precedence Health Care, VIC 

11.50-12.05 QUESTION TIME AND PANEL DISCUSSION 

 

12.05-13.00 LUNCH BREAK AND POSTER VIEWING 
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12.05-13.00 LUNCH BREAK AND POSTER VIEWING 

 Concurrent sessions 

 Aboriginal Health Stream 

Chair: Toni Thomson 

Waterfront 1 & 2 

Programme 
Development Stream 

Chair: Prof Ines Krass 

Meeting Room 1 

Integrated Care 
Stream 

Chair: Elizabeth 
Sullivan/ Justine 
Waters 

Meeting Room 2 

Care Management 
Stream 

Chair: David Scholz 

Meeting Room 3 

Respiratory Care 
Stream 

Chair: Joanna 
Goodenough 

Meeting Room 4 

13.00-13.20 Low uptake of Aboriginal 
interpreters in 
healthcare: exploration 
of current use in 
Australia’s Northern 
Territory 

Assoc Prof Anna Ralph, 
Menzies School of 
Health Research, Charles 
Darwin University, 
Darwin; Royal Darwin 
Hospital, Darwin, NT 

Asking the Right Way - 
Implementing Patient 
Reported Outcome 
Measures – Rewards & 
Challenges 

Liz Lucas, Grand Pacific 
Health (GPH), Illawarra 
Shoalhaven, NSW 

Patient Reported 
Measures: 
Outcomes that 
matter to patients  

Nicole Cook for 
Melissa Tinsley, 
NSW Agency for 
Clinical Innovation, 
NSW 

Difficult 
Conversations:  
Australian 
Indigenous Patients’ 
Views on Kidney 
Transplantation  

Prof Alan Cass, 
Renal Unit, 
Wellbeing and 
Preventable Chronic 
Diseases Division, 
Menzies School of 
Health Research, 
Charles Darwin 
University, Darwin, 
NT 

The Merit of 
Accurately 
Measuring Breath 

Judy Murrells, 
Chronic Disease & 
Post-Acute 
Programs, DEMS, 
Gold Coast Health, 
QLD 

13.20-13.40 First Bites: Timely 
Introduction of Tucker to 
Reduce Growth Faltering 
and Anaemia in 
Aboriginal Infants 

Therese Dumoo, 
Bronwyn Nankervis, 
Primary Health Care 
Branch, Top End Health 
Services, Northern 
Territory Department of 
Health, Darwin, NT 

Utilising a Co-Design 
Approach to Inform 
Commissioning of 
Services for Those Living 
with Chronic Condition/s 
in Rural Victoria  

Lucy Spanswick, 
Western Victoria 
Primary Health Network, 
Geelong, VIC 

WellNet Integrated 
Care Program – 
Supporting Chronic 
Disease 
Management 
through a Patient 
Centred Medical 
Home Model 

Dr Eleanor Chew, Dr 
Amit Vohra, Sonic 
Clinical Services, 
Sydney, NSW 

Analysis of 
Longitudinal Clinical 
Data to Evaluate 
Changes in the 
Screening for and 
Management of CKD 
in Select NT Primary 
Health Services 

Gillian Gorham, 
Menzies School of 
Health Research, 
Darwin, NT 

The Impact of 
Cognitive 
Impairment on Self-
Management in 
Chronic Obstructive 
Pulmonary Disease: 
A Systematic Review 

Chelsea Baird, 
Subacute Service, 
Queen Elizabeth 
Centre, Ballarat 
Health Service;  
Department of 
Forensic Medicine, 
Monash University, 
VIC 

13.40-14.00 Meeting the information 
and support needs of 
heart attack patients. 
Where does technology 
fit? 

Breanna Ellis, Health 
Director, Heart 
Foundation, Darwin, NT 

Using Evidence to Build a 
Systematic Standardised 
Well Child Health 
Program for Children 
Birth to 5 Years in the NT 

Alex Wetten, Child 
Youth Health Strategy 
Unit, Department of 
Health, Northern 
Territory Health, Darwin 
NT 

Integrated Care the 
Patient Experience 
of Barwon Health’s 
Personalised Health 
Care: A Home Tele-
Monitoring Program 
That Aims to 
Support the Self-
Management of 
Their Chronic 
Disease 

Jo Stevens, 
Community Health 
and Rehabilitation 
Barwon Health, VIC 

Linking of Health 
Administrative and 
ANZDATA Registry 
Data of Northern 
Territory (NT) Renal 
Replacement 
Therapy (RRT) 
Recipients to Explore 
Various Treatment 
Models: The Dialysis 
Models of Care 
Project 

AM Shamsir Ahmed, 
Renal Unit, 
Wellbeing & 
Preventable Chronic 
Diseases Division, 
Menzies School of 
Health Research, 
Darwin, NT 

Development of an 
Integrated Care 
Breathlessness Clinic 
for Patients with 
Chronic Obstructive 
Pulmonary Disease 
(COPD) – A 
Feasibility Study 

Mary Roberts, 
Department of 
Respiratory and 
Sleep Medicine, 
Westmead Hospital; 
Ludwig Engel Centre 
for Respiratory 
Research, The 
Westmead Institute 
of Medical 
Research, NSW   

14.00-14.10 Stretch Break  
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 Chair: Anthony Castro 

Waterfront 1 & 2 

Chair: Prof Ines Krass 

Meeting Room 1 

Chair: Justine 
Waters 

Meeting Room 2 

Chair: David Scholz 

Meeting Room 3 

Chair: Adj Prof Lisa 
Demos 

Meeting Room 4 

14.10-14.30 Vision to reality: 
implementing Aboriginal 
cultural security in the 
Northern Territory 

Rus Nasir, Office of 
Aboriginal Health Policy 
and Engagement, 
Department of Health, 
Northern Territory 
Government, NT 

Reducing Hospital Use: 
An Argument for 
Focusing on Key Risk 
Factors Instead of 
Disease  

Sara Mason, Pulmonary 
Long Term Management 
Service, Community 
Nursing, Hawke’s Bay 
Memorial Hospital, 
Hastings, NZ   

Navigating the 
Healthcare 
Neighbourhood: 
How Public Health 
Can Respond to the 
Opportunities of 
Patient Centred 
Medical Homes 

Rhiannon Beck, 
NSW Agency for 
Clinical Innovation, 
NSW 

Contextualisation of 
Practice, interviews 
with primary health 
care professionals 
for undergraduate 
health students 

Angela Sheedy, 
Nicole Norman, 
School of Health,  
Charles Darwin 
University, NT 

Nurses Confidence 
and Competence in 
Providing Inhaled 
Medication 
Education to 
Patients 

Mary Roberts, 
Department of 
Respiratory and 
Sleep Medicine, 
Westmead Hospital; 
Ludwig Engel Centre 
for Respiratory 
Research, 
Westmead 
Millennium 
Institute, NSW 

14.30-14.50 Effective Communication 
– improving health 
literacy and cultural 
safety in healthcare 

Gemma Harwood, 
Brendon Sherratt, Office 
of Aboriginal Health 
Policy and Engagement, 
Department of Health, 
NT 

Making a Difference: 
Patient Centred 
Integrated Care: Nib 
Health Funds Discharge 
Support Service in 
Partnership with Vitalis 
Health Care 

Voni Leighton, Vitalis 
Health and Home Care, 
Sydney, NSW; Donal 
Byrne, nib Health Funds, 
Newcastle, NSW 

Personalised 
Telehealth 
Intervention for 
Chronic Disease 
Long-Term 
Management: A 
Randomized 
Controlled Trial 

Jo Stevens, 
Community Health 
and Rehabilitation 
Barwon Health, VIC 

Validation of the 
Patient Activation 
Measure (PAM-13) 
among Adults with 
Cardiac Conditions 
in Singapore  

Bi Xia Ngooi, 
National University 
Hospital, Singapore; 
Dalhousie 
University, Canada 

COPD Integrated 
After Hours Care: 
The Power of 
Partnership 

Rose Costa, Chronic 
Disease & Post-
Acute Programs, 
Gold Coast Hospital 
and Health Service, 
QLD; Michael Kwan, 
Care Support 
Officer, Blue Care 
QLD 

14.50-15.15 TEA BREAK AND POSTER VIEWING 

 Integrated Care Across the Ages Plenary 

Chair: Prof Joseph Ibrahim 

Waterfront 1 & 2 

15.15-15.40 Improving the Health of Vulnerable Women with Chronic Illnesses in Pregnancy  

Prof Elizabeth Sullivan, Distinguished Professor, Public Health & Assistant Deputy Vice Chancellor Research, University 
Technology Sydney, NSW 

15.40-16.05 Integrating community based services for older people in rural and remote contexts: An approach based on the ‘social 
determinants of health’ model  

Dr Heather Gibb, Principal Research Fellow, Northern Institute, Charles Darwin University, NT 

16.05-16.15 Question Time 

 Concurrent sessions 

 Patient Management 
Stream 

Chair: Lyn Dimer 

Waterfront 1 & 2 

Consumer Engagement 
Stream 

Chair: Justine Waters 

Meeting Room 1 

Indigenous Disease 
Management 
Stream 

Chair: Rus Nasir 

Meeting Room 2 

Whole of Life Care 

Chair: Liz Kasteel 

Meeting Room 3 

Chronic Disease  

Stream 

Chair: Prof Ines 
Krass 

Meeting Room 4 

16.15-16.30 E-Wellbeing: Introducing 
New Ideas in Busy 
Practice Settings – 
Challenges and Support 
Strategies  

Assoc Prof Tricia Nagel, 
Menzies School of 
Health Research, NT 

 

Consumer Enablement 
Framework: Working 
Towards a Person 
Centred, Collaborative 
Partnership in Health  

Joanna Goodenough, 
NSW Agency for Clinical 
Innovation, Chatswood, 
NSW 

‘Ngandugadial’ 
Project– an 
integrated model of 
smoking cessation 

James Begley, 
Amanda Semaan, 
Integrated Care 
Unit, South Eastern 
Sydney Local Health 

Palliative Care and 
Patient Choice: An 
Innovative Model for 
Improving End-of-
life Care 

Christine Pollicino, 
Health Programs and 
Quality, Bupa HI Pty 
Ltd, Sydney, NSW; 
Dr Phillip Good, 

Getting CareFirst 
right: Evaluation of a 
complex “real 
world” chronic 
disease 
management 
intervention 

Rebecca Tinning, 
School of Public 
Health and 
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WITHDRAWN District, NSW Director of Palliative 
Care, St Vincent’s 
Private Hospital, 
Brisbane, QLD 

Community 
Medicine UNSW 
Australia; Medibank 
Private 

16.30-16.45 The Effect of Patients 
Beliefs, Self-Efficacy and 
Locus of Control on the 
Management of Chronic 
Conditions 

Dr Abdullah Alshehri, 
Prince Sulatan Armed 
Forces Hospital, 
Madinah, Saudi Arabia 

Consumer Driven 
Integrated Care-planning 

Karen Oliver, Barwon 
Health, Geelong, VIC 

Rumbalara Chronic 
Disease Program 

Rebecca Kelleher, 
Jennifer Smith 
Moor, Rumbalara 
Community Health 
Service, Mooroopna, 
VIC 

“I Wanted to Eat a 
Bullet” But Care 
Coordination from 
HARP “Has Given Me 
Back My Dignity and 
Made Me Want to 
Get Out There and 
Live Again” 

Linda Kar, Hospital 
Admission Risk 
Program (HARP), 
Barwon Health, 
Geelong, VIC 

Coordinating 
Veterans’ Care – The 
challenges and 
opportunities from a 
large scale Chronic 
Disease 
Management 
Program 

David Cross, Health 
Services, Bupa, VIC 

 Oral Health Plenary 

Chair: Kate Raymond 

Waterfront 1 & 2 

16.45 17.10 Indigenous Australian oral health through the ages: prevalence and prevention of chronic oral diseases  

Dr Kostas Kapellas, Early Career Fellow and Deputy Director, Indigenous Oral Health Unit, Australian Research Centre for 
Population Oral Health, Adelaide Dental School, The University of Adelaide, SA 

 Healthlinks Plenary 

Chair: Prof Joseph Ibrahim 

Waterfront 1 & 2 

17.10-17.30 Healthlinks Chronic Care: A Hospital Funding Approach to Incentivise Better Value Care for People with Chronic and Complex 
Conditions  

Prof Don Campbell, Director, General Medicine, Monash Health, VIC 

Tanya Sewards, Principal Program Manager, Integrated Care for Chronic Disease, Victorian Department of Health and 
Human Services, VIC 

17.30-19.00 NETWORKING SESSION AND COCKTAIL RECEPTION 
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Tuesday 12 September 2017 – Day 2   

 

07.30-08.45 REGISTRATION 

 HEART FOUNDATION SPONSORED BREAKFAST SESSION 

07.30-07.45 BREAKFAST 

 Chair: Breanna Ellis, Health Director, Heart Foundation Northern Territory 

Meeting Rooms 3 & 4 

07.45-08.15 Putting the patient at the centre of care in the cardiac recovery journey 

Panel: Prof Timothy Skinner, Dr Marcus Ilton, Hugh Ackerman, Liz Sweetman, Lyn Dimer 

08.30-08.40 Welcome 

Plenary Chair: Prof Joseph Ibrahim, co-chair, ADMA 

Prof Maggie Jamieson, Executive Director, System Policy & Planning, NT Department of Health 

Waterfront 1 & 2 

 Opening Plenary: International Perspectives 

Chair: Prof Joseph Ibrahim 

Waterfront 1 & 2 

08.40-09.15 Leveraging population health technology to improve the health of children  

Dr  William Feaster, Chief Medical Information Officer (CMIO), Children’s Hospital Orange County, USA; Clinical Professor, 
Anesthesia and Pediatrics, Stanford University School of Medicine, USA 

09.15-09.45 Health Behaviour Profiling - A Data Driven Approach to Patient Activation 

Dr Aart Van Halteren, Principal Scientist, Philips Research; Professor of Health Behaviour Informatics, Vrije Universiteit, 
Amsterdam, The Netherlands  

09.45-09.50 QUESTION TIME 

 Concurrent Stream: Submitted Oral Abstract Speakers 

 Evaluation Indigenous 
Programmes Session 

Chair: Lisa Fereday 

Waterfront 1 & 2 

Behaviour Change Session 

Chair: Adj Prof Lisa Demos 

Meeting Room 1 

Perinatal Wellbeing Session 

Chair: Justine Waters 

Meeting Room 2 

Staff Safety Session 

Chair: Lyn Dimer 

Meeting Room 3 

09.50-10.10 Economic Evaluation of 
Indigenous Healthcare 
Programs in Northern 
Australia: A review 

Michael Stephens, 
Australian Institute of 
Tropical Health & Medicine, 
James Cook University, 
Townsville, QLD; National 
Aboriginal Community 
Controlled Health 
Organisation (NACCHO), 
Canberra, ACT 

Bringing the Behaviour 
Change Wheel to Life  

Leva Azadi, Remedy 
Healthcare Pty Ltd, VIC 

MUMMATTERS: A Digital 
Tool Promoting Early 
Intervention for Perinatal 
Depression 

Susannah Newman, Health 
Content Solutions, Bupa 
Australia and New Zealand  

Remote Area Nurse Safety – 
Implementation Update 

Janet Anderson, Deputy 
Chief Executive, NT 
Department of Health, NT 

10.10-10.40 TEA BREAK AND POSTER VIEWING 

 Nutrition and Health Plenary  

Chair: Dr Christine Connors 

Waterfront 1 & 2 

10.40-11.05 Contemporary Australian Bush Medicine Research: Benefits Arising from the Integration of Traditional Knowledge with 
Western Science 

Dr Bradley Simpson, Research Fellow, National Institute of Complementary Medicine, School of Science and Health, 
Western Sydney University, NSW 

11.05-11.30 Nutrition and the prevention of type 2 Diabetes and Cardiovascular Disease: impact of the traditional diet of Australian 
Aborigines 

Prof Kerin O'Dea AO, Honorary Professor, School of Population and Global Health, University of Melbourne VIC; School of 
Health Sciences, University of South Australia, SA; Menzies School of Health Research, Darwin, NT 
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11.30-11.40 QUESTION TIME 

 Concurrent Streams: Submitted Oral Abstract Speakers 

 Aboriginal Health Stream 

Chair: Anthony Castro 

Waterfront 1 & 2 

 

Managing Change & 
Resources Stream 

Chair: Joanna Goodenough 

Meeting Room 1 

Mental Health & 
Evaluation Stream 

Chair: Adj Prof Lisa Demos 

Meeting Room 2 

Workforce, Mentoring Stream 

Chair: Dagmar Schmitt  

Meeting Room 3 

11.40-12.00 Improving Food and Drink 
Provision in Remote Top End 
Schools 

Khia De Silva, Top End 
Health Service, Primary 
Health Care Outreach, 
Darwin, NT 

St Vincent’s Heart Health 
Website – A Culturally 
Appropriate and Accessible 
Web Based Resource for 
Aboriginal Patients, Families 
and Health Workers to 
Improve Heart Health 

Tamra Langley, Cardiac 
Rehabilitation Program, St 
Vincent’s Hospital, Sydney, 
NSW   

Consuming Vitamin B Rich 
Spreads Improves Anxiety 
and Stress Scores but Not 
Depression: Healthy Child 
to Healthy Ageing 

Prof Vasso 
Apostolopoulos, Centre 
for Chronic Disease, 
College of Health and 
Biomedicine, Victoria 
University, VIC 

 

Implementation of a Multi-
Disciplinary Workforce 
Development Program 
Focussing on Cardiac Health in 
the Northern Territory 

Margaret Williams for 
Natasha Murray, Heart 
Foundation Northern Territory, 
Darwin, NT 

12.00-12.20 Trachoma Programs in 
Australia are Gaining Cross 
Departmental Collaboration 
to Support Elimination by 
2020 

Emma Stanford, Indigenous 
Eye Health, The University of 
Melbourne, VIC 

Eating is Not Just About the 
Food 

Elizabeth Rhook, Health 
Promotion Team, Hepburn 
Health Service, Daylesford, 
VIC 

The Effects of Vitamin B 
on the Immune / Cytokine 
Network and Their 
Implications in Depression 

Prof Vasso 
Apostolopoulos, Centre 
for Chronic Disease, 
College of Health and 
Biomedicine, Victoria 
University, VIC 

The Aboriginal Health 
Practitioner Diabetes 
Mentoring Project  

Elleni Thorbjorsnsen, Leanne 
Kuchel, Healthy Living NT, 
Darwin, NT 

12.20-13.10 LUNCH BREAK AND POSTER VIEWING 

12.40-13.05 HEART FOUNDATION WALKING- meet at Registration Desk 

 Community Based Initiatives Plenary  

Chair: Prof Joseph Ibrahim 

Waterfront 1 & 2 

13.10-13.35 The Person Centred Health System - Lessons from the trenches in building ‘one team’ around people with chronic disease 

Dr Tony Lembke, GP, Chair, North Coast Primary Health Network, NSW; GP and Executive Director of the Australian Centre 
for the Medical Home 

13.35-14.00 Role of Pharmacy in Screening and Prevention of Chronic disease  

Prof Ines Krass, Professor in Pharmacy Practice, Faculty of Pharmacy, The University of Sydney, NSW 

14.00-14.10 Question time 

 Concurrent Streams: Submitted Oral Abstract Speakers 

 Aboriginal Health Stream 

Chair: Toni Thomson 

Waterfront 1 & 2 

Other Chronic Conditions 

Chair: Justine Waters 

Meeting Room 1 

Evaluation Quality & 
Safety Stream 

Chair: Prof Brian 
Oldenburg 

Meeting Room 2 

Cardiac Care 

Chair: Lyn Dimer 

Meeting Room 3 

14.10-14.30 One Disease: Eliminating 
Crusted Scabies Via Care 
Coordination  

Michelle Dowden, One 
Disease, Menzies Building, 
Royal Darwin Hospital, NT 

Self-Reported Impact of 
Exercise on Suffering 
Associated with Myalgic 
Encephalomyelitis/Chronic 
Fatigue Syndrome. 

Nanette Gerlach, Federation 
University Australia, 
Ballarat, VIC 

The Heroism of 
Incrementalism 

Mike Hutton-Squire for 
Prof Nancy Huang, 
Remedy Healthcare, 
Melbourne VIC 

Lighthouse Hospital Project – 
Improving Cardiac Care for 
Aboriginal and Torres Strait 
Islander People 

Claire Bekema, Australian 
Healthcare and Hospitals 
Association, ACT  

 

14.30-14.50 The invisible Homeless – 
exploring the challenges of 
crowded and insecure 
housing for families with 

Care Coordination Four 
Years after a Traumatic 
Brain Injury 

Dr Sandy Braaf, Monash 

Patient Experience Survey 
Pilot Project: Improving 
the Quality and Safety of 
Services within our 

Anaemia Management in the 
Northern Territory 

Dr Thérèse Kearns, Menzies 
School of Health Research, 
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young children in a remote 
community 

Assoc Prof Lawurrpa 
Maypilama,  Prof Lyn Fasoli,  
Charles Darwin University, 
NT and partners  

University, VIC Healthcare Environments 

Gemma Harwood, Kelly 
King, Office of Aboriginal 
Health Policy and 
Engagement, Department 
of Health, Northern 
Territory Government, NT 

Charles Darwin University, 
Darwin, NT 

14.50-15.15 TEA BREAK 

 PANEL DISCUSSION 

Chair: Rus Nasir 

Waterfront 1 & 2 

  15.15-16.05 Local Solutions to Local Problems– A Place Based Approach 

Prof Kerry Arabena, Executive Director, First 1000 Days Australia; Director, Indigenous Health Equity Unit; President, 
International Association of Ecology and Health, The University of Melbourne, VIC 

A/Prof Don Palmer, Tjungurrayi, CEO, The Malpa Institute 

Dr Christine Connors, General Manager (Primary Health Care), Top End Health Service, NT 

 

16.05-16.15 CLOSING, ORAL AND POSTER PRIZES 
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POST-CONFERENCE WORKSHOP  

Implementation science: What is it and how can you use it 
to improve health outcomes?   

Prof Brian Oldenburg and Prof David Peiris 

9.00am-12.30pm Wednesday 13 September 2017  

Venue: Territory Conference & Freshwater Meeting Room 

Development House 

78 The Esplanade, Darwin 
 

Implementation research “is the scientific study of methods to promote the systematic uptake of research findings and 
other evidence-based practices into routine practice, and, hence, to improve the quality and effectiveness of health 
services.” The scope of implementation science is broad, ranging from observational studies seeking to characterize and 
understand quality gaps, to proof-of-concept studies of potential solutions, to large-scale trials of complex interventions. 
In this workshop we will take a practical approach to understanding how implementation science methods can be used to 
tackle the challenges of improving health care delivery and health outcomes. We will present our own experiences with 
implementation projects from Australia and abroad and work with participants to apply an implementation framework to 
the design and evaluation of their own projects. 

  

About the presenters: 

Brian Oldenburg is Chair of Non-Communicable Disease Control and Director of the Centre for 
Health Equity in the Melbourne School of Population and Global Health, University of 
Melbourne. He is a behavioural scientist and an expert in the prevention and control of chronic 
conditions. Brian has extensive experience in research training and capacity building programs 
in Australia and other countries, particularly in the Asia Pacific and African regions. He has 
been an advisor to the World Health Organisation and many other (inter)national NGOs and 
governments about public health, health systems and health policy issues.  

 

 

 

 

David Peiris is Director of Health Systems Science at the George Institute for Global Health. He 
is a Professor in the Faculty of Medicine at the University of New South Wales and an NHMRC 
Australian Primary Health Care Fellow. He was the 2015-2016 Australian Harkness Fellow in 
Healthcare Policy, based at the Harvard School of Public Health studying changes to health care 
delivery systems associated with President Obama's reforms. David has several years’ 
experience working as a GP in urban and remote Aboriginal Community Controlled Health 
Services. He leads three NHMRC funded studies, exploring the use of innovative strategies to 
improve access to high quality primary health care in Australia, India and China with a 
particular focus on under-served populations. 
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Welcome to Country 
Richard Fejo is a Larrakia Salt Water man. He is a recognised elder of the Larrakia Fejo Clan Group and s 
Richard is a Larrakia traditional owner from Darwin on his father to grandfather’s line culturally this is 
known as Grandfathers Law , his skin name is Balang.  Richard is Warramungu from the Tennant Creek 
region on his mother’s line which he also has a skin name which is Tjapaltjarri. 

In 2009 Richard commenced working for Northern Territory General Practice Education (NTGPE) as an 
Aboriginal Cultural Educator and in 2011 took on the role of Senior Cultural Educator and Cultural and 
the Co-Chair of the Cultural Mentor Network. Richard manages the team of cultural educators at 
NTGPE, and is involved in developing, organising and delivering cultural education. Richard‘s skill and 
experience in Indigenous cultural education and how that influences the doctor patient relationship is 
valuable and important asset. 

Richards’s knowledge of kinship and how this works both in local and external settings across the Northern Territory has 
enabled him work in the Northern Territory and at National Levels when it comes to diverse cultural understandings, 
practices and communication. He uses use the knowledge given to him with the permission and support of his clan. 

He has extensive knowledge and experience working in remote communities across the Northern Territory. Previous roles 
that Richard has held include working for Northern Australian Legal Aide Service (NALAS) as a Criminal field Officer. As a 
Paralegal in Perth with the Legal Aid Commission. 

Richard has presented a various conferences including the World Indigenous Health Conference,  the National Aboriginal 
Community Controlled Health Organisation (NACCHO) Conference, the General Practice Education and Training (GPET) 
National Convention and locally at the Aboriginal Medical Services Alliances Northern Territory (AMSANT) Leadership 
Program. 

 

Conference abstracts 

Monday 11 September 2017 – Day 1mber 2017 – Day 1 

09.00 – 10.10 Opening Plenary Session 

 

First 1000 Days Australia: An Indigenous Led Model For All Australian Children 

Prof Kerry Arabena, Executive Director, First 1000 Days Australia; Director, Indigenous Health 
Equity Unit; President, International Association of Ecology and Health, The University of 
Melbourne, VIC 

The First 1000 Days Australia Model aims to provide a coordinated, comprehensive strategy to 
support the aspirations of Aboriginal and Torres Strait Islander families and communities for their 
children from pre-conception to two years of age, thereby laying the foundation for their future 
health and wellbeing. Led by Executive Director, Kerry Arabena, the University of Melbourne and 
Save the Children Australia have come together to establish an innovative collaboration to 
support the implementation of this Indigenous-led, family-centred and ecological approach across 
Australia. 

 

 Whether you believe you can or whether you believe you can’t, you are right: grass roots solutions 
unblocking top down failures 

A/Prof Don Palmer, Tjungurrayi, CEO, The Malpa Institute 

The latest Closing the Gap report documents what we all know. Government programs are failing 
on almost every measure. The evidence cries out that government policy and practice are actually 
not informed by evidence. There are no extra funds and no creative ideas in the government 
pipeline for health prevention and health promotion. Simply repeating current activities will 
produce no better result.  

Despair borne of relentless discouragement has disheartened so many who then show little 
enthusiasm for the next bright idea from the back of an envelope from Canberra. If we accept the 
idea that nothing much can happen because of the weight of history and circumstance, then 
nothing will change. If we take heart from those who refuse to settle for this, those who are 
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innovative, courageous and who stand up and take control of their own destiny, then change can come. 

So where can we turn to for innovation and the prospect of a just and equitable Australia? The solutions are to be found at 
the grass roots outside government control. 

The Malpa Institute’s Young Doctors for life project which uses the traditional approach to holistic health, is just one of many 
grass roots, community capacity building models that offer realistic hope for social change. What is it and why does it work 
so well in regional, remote and urban locations? And what are the other projects at the grass roots that are sources of hope 
to strengthen the spirit? 

 

10.35 – 12.05 Digital and Health Technology Session 
 

Supporting Integrated Care with Digital Health in Australia   

Prof Meredith Makeham Chief Medical Adviser, Australian Digital health Agency, Australian 
Government 

In this talk, the Chief Medical Adviser of the Australian Digital Health Agency will provide an 
overview of the Agency and its functions, as well as the My Health Record system. She will 
explain how the My Health Record can support integrated care from multiple providers and the 
management of chronic diseases, due to the ability to allow patients to store their health 
information from different members of their treating team in one secure place, and share this 
information with the healthcare providers of their choice. The My Health Record system is an 
integral part of the ‘Health Care Homes’ trial for patients with chronic and complex conditions, 
improving the coordination of care. 

 

 Delivering a Patient-Centred Integrated Model of Care in Australia   

Prof Mary Foley AM, Managing Director, Telstra Health 

Digitisation of the healthcare sector presents an opportunity to improve how healthcare is 
provided to patients throughout their healthcare journey. Innovations in digital health and 
technology can play a central role in how we can achieve this and we are already making a 
number of inroads. From making up-to-date information about a patient’s medical history 
available to healthcare providers, to enabling patients to access their doctor no matter where 
they are physically located, technology is enabling us to integrate historically fragmented parts 
of healthcare to support better health outcomes. 

In this presentation, the Managing Director of Telstra Health, Professor Mary Foley AM, will 
discuss some of the innovations and technology that can support a more patient-centred 

integrated model of care in Australia. 

 

Digital Health Solutions for Coordinated Care and the Health Care Home 

Prof Michael Georgeff, Founder and Chief Executive Officer, Precedence Health Care, Vic 

This talk will explore the range of digital health technologies and services that practices and 
PHNs will need to support coordinated care and the Health Care Home.  What are the various 
processes identified by the Primary Health Care Advisory Group and how can digital health 
support these processes? How can these technologies reduce administrative overheads, 
simplify care delivery, and improve patient safety and quality of care?  And how can we better 
engage patients in the management of their own care?  This talk aims to help you better 
understand how you can use these systems for improving coordinated care, both in traditional 
practice and within the Health Care Home. 
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13.00 – 15.15 Concurrent Session: Aboriginal Health Stream 
 

Low Uptake of Aboriginal Interpreters in Healthcare: Exploration of Current Use in Australia’s 
Northern Territory 

Anna P. Ralph,
1,2

 A Lowell,
3
 J Murphy,

2
 T Dias,

5
 D Butler,

5
 B Spain,

2
 J T Hughes,

1,2
 L Campbell,

4
 B Bauert,

2
 C Salter,

1
 K Tune,

1
 A 

Cass
1 

1
 Menzies School of Health Research, Charles Darwin University, Darwin, NT; 

2
Royal Darwin Hospital, Darwin, NT; 

3 
Research 

Centre for Health and Wellbeing, Charles Darwin University, Darwin, NT; 
4
 Aboriginal Interpreter Service, Darwin, NT; 

5
Office 

of Aboriginal Health Policy & Engagement, Department of Health, Northern Territory Government, Darwin, NT  

Background: In Australia’s Northern Territory, most Aboriginal people primarily speak an Aboriginal language. Poor 
communication between healthcare providers and Aboriginal people results in adverse outcomes including death. This study 
aimed to identify remediable barriers to utilisation of Aboriginal Interpreter services at the Northern Territory’s tertiary 
hospital, which currently manages over 25,000 Aboriginal inpatients annually. 

Methods: This is a multi-method study using key stakeholder discussions, medical file audit, bookings data from the 
Aboriginal Interpreter Service 2000-2015 and an online cross-sectional staff survey. The Donabedian framework was used to 
categorise findings into structure, process and outcome. 

Results: Six key stakeholder meetings each with approximately 15 participants were conducted. A key structural barrier 
identified was lack of onsite interpreters. Interpreter bookings data revealed that only 7603 requests were made during the 
15-year period, with completion of requests decreasing from 337/362 (93.1%) in 2003-4 to 649/831 (78.1%) in 2014-15 
(p<0.001). Non-completion was more common for minority languages (p<0.001). Medical files of 103 Aboriginal inpatients 
were audited. Language was documented for 13/103 (12.6%). Up to 60/103 (58.3%) spoke an Aboriginal language primarily. 
Of 422 staff who participated in the survey, 18.0% had not received ‘cultural competency’ training; of those who did, 58/222 
(26.2%) indicated it was insufficient. The Aboriginal Interpreter Service effectiveness was reported to be good by 209/368 
(56.8%), but only 101/367 (27.5%) found it timely. Key process barriers identified by staff included booking complexities, time 
constraints, inadequate delivery of tools and training, and greater convenience of unofficial interpreters.  

Conclusions: We identified multiple structural and process barriers resulting in the outcomes of poor language 
documentation and low rates of interpreter bookings. Findings are now informing interventions to improve communication. 

 

First Bites: Timely Introduction to Tucker to Reduce Growth Faltering and Anaemia in Aboriginal 
Infants 

Bronwyn Nankervis, Therese Dumoo, C Callaghan   

Primary Health Care Branch, Top End Health Services, Northern Territory Department of Health, Darwin, NT  

Optimal nutrition, including an enhanced iron intake, supports optimal brain and physical development, which reduces the 
prevalence of growth faltering and anaemia. Despite this understanding, anaemia and growth faltering rates are extremely 
high for children aged 6 to 24 months across the Northern Territory. The delayed introduction of solids and complimentary 
foods in remote Indigenous communities has been identified as a key factor for the high rates of growth faltering and 
anaemia. This delay can be contributed to food security issues, traditional beliefs and cultural approaches to parenting, 
poverty and overcrowding. The First Bites Program seeks to address these issues through the provision of care targeted at 
supporting the broader social context, offering vulnerable families a soft entry point, and reorienting the focus toward 
healthy childhood development. 

The program aims to improve the health and wellbeing of infants aged from 0 to 2 years of age, by reducing the incidence of 
anaemia, growth faltering and skin disease. This is achieved by; building on community understanding of the importance of 
the timely introduction of iron rich solids to infants, through the provision of a safe and supportive environment for families 
to engage in experimental learning; the dissemination of key feeding messages in local language; the promotion of hygiene 
and healthy skin messages; and the opportunity for social and emotional development of infants via engagement, bonding, 
and attachment play therapy. The program works in partnership with multiple community groups, and is delivered by local 
Strong Women Workers and Child Health Nurses. Its design and objectives have been tailored to meet the needs raised by 
local woman, with the aim of empowering families and local community members to take ownership of the program. 

A formal evaluation of the program was conducted in 2016, which measured reach and engagement, stakeholder 
involvement, and changes in growth faltering and anaemia rates. Results concluded the program had good attendance and 
retention rates, with 65% of families targeted attending the sessions. Focus groups conducted with participants found high 
recollection of the sessions, and a demonstrated knowledge of the key program messages. Furthermore, the evaluation 
found the success of the program can be contributed to the involvement of the community based Strong Women Workers, 
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who’s participation has ensured community support, and the programs sustainability. There was no evidence in the long 
term change on the health status of children which could be contributed to the program. However, the evaluation strongly 
indicated continuing the First Bites Program, as well as the recommendation that it should be implementation into other 
Remote Indigenous communities with similar demographics. 

 

Meeting the Information and Support Needs of Heart Attack Patients. Where Does Technology Fit? 

Breanna Ellis,
1
 Rachelle Foreman 

2
 

1 
Health Director, Heart Foundation, Darwin, NT; 

2
 Health Director, Heart Foundation, Brisbane, QLD 

Introduction: With advances in medical technology, more people are surviving their heart attack (45,000 annually) and 
looking to live healthy, productive lives. However, navigating this road to recovery can be difficult with signposts to support 
not always obvious. 

Much of the difficulty faced is from lack of awareness, knowledge and understanding of their condition and recovery. This 
results in survivors struggling to return to their pre-heart attack lifestyle and mental and physical wellbeing which further 
increases their risk of subsequent heart events/conditions. 

Results from our Heart Attack Survivors’ Survey (N=500) identified: 

 1 in 4 patients aren’t able to return to work 

 <33% understand their condition 

 1 in 3 stop taking their medications as directed 

 <25% eligible patients attend cardiac rehabilitation 

 A significant proportion of patients face difficulties with everyday activities 

The Heart Foundation undertook the Heart Attack Survivor Support project to address this information and support gap and 
improve the quality of life of survivors.  

Methods and Results: The project took a consumer-led approach looking at the survivor experience after a heart attack, 
what information they receive, and how they could be better supported based on a range of different recovery journeys. 

Extensive user experience mapping and workshops with survivors and carers identified their core needs and that information 
needs to be provided through different channels (digital, print, phone) and in a way that reflects the different states of 
readiness of consumers to engage with it. It also revealed the need to provide content at a lower health literacy level to 
increase the consumer reach. The states of readiness identified were proactive recoverers, who are aware of their condition 
and motivated, frozen survivors who feel afraid and isolated, and reality avoiders who have a deceivingly positive outlook 
and are in denial. These states can vary throughout the recovery journey. Ways identified to present information include 
small chunks, checklists, interactive and tailored information to meet their needs.  

This resulted in the development of a tailored support system of integrated products including online, in print and over the 
phone by health professionals giving survivors and their carers comprehensive and consistent information to support them in 
their recovery journey. The information will be available via key touch points (e.g. Hospitals, GPs, Pharmacy). 

Conclusions: There is a significant information and support gap for heart attack survivors and their carers.  

Ways identified to provide support and information to address states of readiness include small chunks, checklists, 
interactive and tailored to their needs via multiple channels. Resultant Heart Foundation support offerings will be discussed. 

 

Vision to Reality: Implementing Aboriginal Cultural Security in the Northern Territory 

Rus Nasir, D Butler  

Aboriginal Health Policy, Office of Aboriginal Health Policy and Engagement, Department of Health, Northern Territory 
Government, NT 

The Northern Territory (NT) is a vast area with a relatively small population. Aboriginal and Torres Strait Islander (Aboriginal) 
people make up almost 30 percent of the population and maintain a strong connection to land, culture and languages. It is 
estimated that between 80 -100 Aboriginal languages and dialects are spoken in the NT and many Aboriginal people live 
outside of the city centres of Alice Springs and Darwin. 

The significant gaps in health outcomes between Aboriginal and non-Aboriginal people are well documented; and Aboriginal 
Territorians experience poorer health outcomes than Aboriginal people in other states/territories.

1
 

While there are many factors that affect health such as geography, education, housing and racism, the health system itself, 
by virtue of its accessibility and responsiveness, is a powerful determinant of health. For this reason, NT Health has 
developed and is implementing the Northern Territory Health Aboriginal Cultural Security Framework 2016-2026 (the 
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framework). This strategic policy aims to re-orient the public health system to be more responsive to the rights, values, and 
needs of Aboriginal people and communities. 

This paper/presentation will outline the development and implementation of the framework. The presentation will cover the 
mechanisms that that are supporting implementation such as resource development, training, a fund to trial innovations in 
cultural security and the establishment of a monitoring and evaluation framework. 

The presentation will cover the challenges as well as the early lessons learnt in implementing strategic health policy in a vast 
geographic area and with diverse cultures. 

Reference: Australian Health Ministers’ Advisory Council 2015, Aboriginal and Torres Strait Islander Health Performance 
Framework 2014 Report, AHMAC, Canberra 

 

Effective Communication – Improving Health Literacy and Cultural Safety in Healthcare 

Gemma Harwood, Brendon Sherratt 

Stakeholder Engagement and Consumer Participation, Office of Aboriginal Health Policy and Engagement, Department of 
Health, NT 

The following abstract discusses a body of work that the NT Department of Health, Office of Aboriginal Health Policy and 
Engagement has undertaken in partnership with Charles Darwin University (CDU), School of Health which has resulted in the 
development and trialling of a training workshop titled ‘Effective Communication – improving health literacy and cultural 
safety in healthcare’.   

The aim of the developmental workshops is to support participants to work towards developing effective communication 
strategies that enable them to practice safely in a culturally diverse health service delivery environment.  The training also 
outlines the importance of supporting improved health literacy of staff, service environments and consumers to assist 
consumers to be active participants in their own health care.  The training acknowledges that the key concepts of health 
literacy, effective communication and cultural safety are inter-linked and cannot be addressed in isolation of each other.  

To date, 65 staff from the Department of Health, Top End Health Service, Territory Wide Service and Central Australia Health 
Service have attended and contributed to developmental workshops in Darwin, Alice Springs and Katherine. The final of the 
four developmental workshops will be held in July 2017. 

The training reflects the principles of the cultural safety in health care training (offered by the School of Health, CDU) as well 
as the DoH Strategic Plan 2014-17, NT Aboriginal Health Plan 2015-18, NT Aboriginal Cultural Security Framework and the 
Australian Commission on Safety and Quality in Health Care Statement on Health Literacy. 

Effective communication and improved health literacy assists in empowering consumers to more actively participate in their 
own health care and support an increase in effective self- management of chronic conditions to improve health outcomes. 

 

13.00 – 15.15 Concurrent Session: Programme Development Stream 
 

Asking The Right Way - Implementing Patient Reported Outcome Measures – Rewards & Challenges 

Liz Lucas,
1
 K Robinson,

1
 S Sadler,

1
 S Jones,

2
 S Harvey

1
 

1
 Grand Pacific Health (GPH), Illawarra Shoalhaven, NSW; 

2
 Illawarra Shoalhaven Local Health District (ISLHD), NSW 

Introduction/background: The Chronic Disease Management Program (CDMP), a partnership between ISLHD and GPH, was 
established to provide an integrated care service for community dwelling people with chronic disease. Previously used 
methods for collecting and measuring patient outcomes were ad hoc and unreliable. These tools were not specific to the 
needs of the patients and were often completed sporadically. The ACI Patient Reported Outcome Measures (PROMS) allow 
clinicians to collect direct, timely feedback from program participants about their health related outcomes to enhance 
communication and promote shared decision making. 

Methods: Newly enrolled and re-referred patients in CDMP since August 2016 had PROMS collected at their initial 
assessment visit. This was facilitated by GPH clinicians and supported by the Agency for Clinical Innovation (ACI) with data 
collated using the RedCap data management system. Tablet devices were provided for this purpose. Validated tools such as 
the PROMIS 10, DASS21 and COPD CAT were utilised as deemed appropriate by the attending clinician. Repeat PROMS were 
collected several months later on patients who were well enough to do so. 

Results: 88 patients had a PROMS attended / collected between August 2016 and March 2017. 12 of these patients identified 
as Aboriginal (13.6%). 47 were female (53%). The most common chronic disease listed was heart disease (69%), others 
included COPD (39%), diabetes (34%), back pain (19%), osteoarthritis (16%) and osteoporosis (4.5%). Each patient had a 
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PROMIS 10 collected (n=88). 60 DASS21s and 40 COPD CATs were obtained. The tablet device was used for 42% of patients. 
Reasons for non-use included poor dexterity or vision, fear of technology, and cognition or language barriers. To overcome 
this, resources such as magnifying glasses or stylus’ were used and a paper copy was provided for patients who preferred this 
method. In some instances, the clinician read out the questions and entered the patient’s answers accordingly.  

Conclusion: Using PROMS routinely during clinical assessment provided vital real-time information for clinicians and 
encouraged meaningful discussion with patients. Using a tablet device proved challenging for some patients, however if 
clinicians were prepared and responsive to individual needs, they were able to support or assist their patients to complete 
the tools. 

 

Utilising a Co-Design Approach to Inform Commissioning of Services for Those Living with Chronic 
Condition/S in Rural Victoria 

Elyse Baker, Lucy Spanswick, J Bourke, N Haugh, M Murnane 

Western Victoria Primary Health Network, Geelong, VIC 

Introduction/Background: Western Victoria Primary Health Network (PHN) utilised a co-design approach with a range of 
stakeholders to identify ways to improve the health and wellbeing of people in rural and regional communities with one or 
more chronic conditions, reduce potentially preventable hospitalisations and re-design local service systems for chronic 
condition management. This informed the commissioning of services for chronic condition models of care across Western 
Victoria using the Chronic Care Model developed by Wagner (Wagner, 1998) as an evidence based framework.   

Methods: Co-design was undertaken with health providers, general practices, stakeholders and community members via two 
rounds of consultation forums within 11 defined geographical zones a 

 Western Victoria. The first round delivered separate forums for service providers and consumers with a focus on identifying 
and prioritising key health issues within the community and exploring the barriers and enablers to service access and 
availability for these health issues. The second round encouraged service providers and consumers to attend together and 
focussed on applying Wagner’s Chronic Care Model to the local region and service system.  

Results: Across the 11 geographical zones, 23 first round consultation forums were held with 130 participants and 11 second 
round consultation forums were held with 54 participants. The three main themes identified through the consultation and 
co-design process were; access, care co-ordination and communication and local services. Western Victoria PHN identified 
Wagner’s Chronic Care Model as an evidence based framework for delivering improved care for people with chronic 
conditions. This model was identified to address these three main themes and inform the commissioning of chronic condition 
models of care across rural areas within Western Victoria. Thirteen suppliers have been commissioned to deliver chronic 
condition models of care between 1 July 2017 and 30 June 2018. 

Conclusions: Key learnings through the co-design and commissioning process were used to inform future commissioning 
activities of Western Victoria PHN and include; the need to develop a robust consumer engagement framework that 
considers a variety of methods for engaging consumers specifically those living in rural areas; the benefits of engaging with a 
range of different service providers and consumers within a region using a joint forum; the importance of using an evidence 
based framework to inform service system re-design; and the importance of transparent and timely communication to 
stakeholders. A process and impact evaluation will be undertaken during the funding period to understand whether the 
services commissioned improved the health and wellbeing of people in rural and regional communities who are living with 
one or more chronic condition. 

Reference: Wagner E H. Effective Clinical Practice 1998; 1(1):2-4. 

 

Using Evidence to Build a Systematic Standardised Well Child Health Program for Children, 

Birth to 5 Years in the NT 

Alex Wetten, Child Youth Health Strategy Unit, Department of Health, Northern Territory Health, Darwin, NT 

Background: Well child health services in the Northern Territory (NT) within the DOH, are provided by two different well 
child health programs – one for children and families in remote settings and one for children and families in urban settings. 

With evidence demonstrating that more effective and systematised child health services deliver measurable improvements 
in outcomes for children, the use of different well child health assessments and schedules created a lack of consistency in 
what constitutes ‘best practice’ in child health services, and for clients about what is most important in terms of health 
care for infants, toddlers and young children. 

In June 2014, a single, standardised, systematised and evidence-based well child health program for the NT was endorsed 
with key performance measures to include program coverage, compliance with program schedules and protocols, and 
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timeliness of delivery of program services. 

Methods: A systematic review was undertaken to identify the current research in the field; evidence-based practice and core 
elements of a well child health program. 

With the understanding that evidence-based practice overlaps best evidence, practitioner expertise and client 
values; the systematic review also considered: 

 What are the unique health needs of the NT population? 

 What child surveillance elements research has been demonstrated to optimise the health of children? 

 What are the desired health and wellbeing outcomes? 

The outcome was the ‘Healthy Under 5 Kids-Partnering with Families’ (HU5K-PF) program. 

Results: In order to assess the effectiveness of this universal schedule in meeting the health outcomes for children, a number 
of process and outcome measures will be monitored to provide information on program impact. 

Conclusion/implications: The development of a systematic standardised approach in the delivery of child health for all 
children (birth to five years) will enable a quality, safe and consistent universal well child health service in the NT. 

 

Reducing Hospital Use: An Argument for Focusing on Key Risk Factors Instead of Disease  

Sara Mason,
1
 K Munday,

2
 O Maclaren

2
 

1
 Pulmonary Long Term Management Service, Community Nursing, Hawke’s Bay Memorial Hospital, Hastings, NZ; 

2
Eastern 

Institute of Technology, Hastings, NZ  

Background: The Pulmonary Long-term Management (PLTM) community nursing service provides a one-hour assessment 
intervention to all patients referred to the service. This assessment also provides an opportunity for patients to learn general 
self-management and health literacy to learn what is needed to improve overall health. General practices are provided with 
any suggestions for any changes in health management and an overview of the health literacy education that was provided. 
This offers an opportunity for a continuation of health education on subsequent contacts with the patient either in primary, 
secondary or tertiary care. Expanding on education in the ten-week intervention, coupled with exercise begins the patient 
journey into improving health behaviours.  

Methods: Quantitative, retrospective, three group design of 287 participants. Presentations and admissions to hospital were 
analysed for both respiratory disease and long term conditions (LTC) with general linear models, corrected for age, gender 
and ethnicity.    

Results: The ten-week intervention showed 75.7% reduction in emergency room presentations with LTC (p=0.004) and a 
58.9% reduction in hospital admissions (p=0.007) with LTCs compared to the non-intervention group. The one-hour 
intervention had a larger participation of participants who identified as being from Māori (27%) descent, more respiratory 
disease and more LTCs (p=0.003) compared to both the non-intervention and ten-week intervention. Interestingly, no 
significant differences were found between the one-hour intervention and the ten-week intervention.  

Conclusions: People who live with LTCs have complex challenges that effect their capacity for self-management and ongoing 
attendance in LTC management interventions. By providing alternative opportunities for engagement, patients can increase 
ownership of their conditions and actively participate in health. Essential component to Pulmonary Long Term Management 
interventions is the provision of health literacy and self-management that builds on education from subsequent contacts. 
Individualising the interactions with patients using a bicultural approach delivers culturally appropriate care to patients and 
their whānau and enables deeper engagement and consensus of care. The findings in this study provide an argument for 
shifting resources into sustainable systems which will move services away from the focus of disease into broader LTC. By 
reducing hospital use, this is likely to result in considerable healthcare savings. 

 

Making a Difference: Patient Centred Integrated Care: Nib Health Funds Discharge Support Service in 
Partnership with Vitalis Health Care 

Voni Leighton,
1
 J Malone,

2
 Donal Byrne

2
 

1
 Vitalis Health and Home Care, Sydney, NSW; 

2 
nib Health Funds, Newcastle, NSW 

Introduction/ Background: With an ageing population and an increasing number of people living with chronic or complex 
health conditions, people’s health needs are changing and demands on the health system are complex and ever increasing, 
leaving many patients with treatment gaps when going home from hospital. Recurrent and potentially avoidable 
hospitalisations are responsible for in excess of 30% of public and private health care spend. Research shows that a 
significant proportion of readmissions are preventable through effective discharge planning and timely patient follow-up 
prior to the initial presentation to hospital and in the immediate post-operative period. nib and Vitalis have created and 
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implemented a complementary telephonic discharge support service (DSS) for high medical needs nib customers who are 
most at risk of unplanned readmissions. The purpose is to provide telephonic support and connected care directly to the 
patients GP to improve health outcomes post-surgery. The model is integrated to deliver person-centred, seamless and 
effective care. By managing and navigating transition from hospital to home our model reduces readmissions by ensuring 
follow up appointments are made and attended.  This has had the effect of better outcomes for nib customers/ patients, 
over 2,400 bed days have been avoided and in excess of $1.5m in hospital costs have been saved. 

Method: Research indicates a direct correlation between a lack of effective discharge planning including education and 
communication with the patient and their family, and support after discharge and a greater likelihood of readmission (Bayer 
2009). The problem is further exacerbated by the increasing prevalence and severity of chronic disease, which is the greatest 
indicator for readmission (Bayer 2009, Medicare 2004). 

Integrated care involves the provision of services that reflects the person’s health needs; from prevention through to end of  
life, across both physical and mental health, and in partnership with the patient, their family and their carers. Seamless and 
more effective care is achieved with improved communication and connection between health care providers in primary 
care, hospital, and access to community based and Medicare funded services close to their home. An added benefit of 
integrated care is educating the patients and allowing them to manage their own health, keeping them healthy, independent 
and out of hospital longer. People who live alone, those with multiple chronic diseases, the frail elderly, and those at the end 
of life are most likely to benefit from this innovative model of care. 

Results: We would like to present the challenges, successes and lessons learned from our program at the ADMA conference. 
We are constantly re-evaluating the program, developing new clinical protocols and cost effective methods of managing 
chronic diseases, and eliminating potentially preventable hospitalisations. The purpose of the nib DSS is to identify and build 
patient centred strategies to teach patients to self -manage and reduce unnecessary bed days in hospital. We have two 
strong case study examples of early program successes (in addition to the bed days and hospital costs avoided) that we are 
keen to share with the ADMA audience. These case studies demonstrate the successes and clinical outcomes that DSS has 
had in delivering better value healthcare by reducing readmissions, facilitating early discharge, reducing health care spend 
and freeing up beds for patients on public waiting lists. 

Conclusion: We want to improve patient / carer engagement and sustainable health improvements. The nib DSS is proving 
enormously successful. By working together, we can join the dots and close the treatment gap that exists all too often for 
many patients.  As a PHI and private providers, we have proven that we can achieve better value health care and sustainable 
outcomes for the patient. 

 

13.00 – 15.15 Concurrent Session: Integrated Care Stream 
 

Patient Reported Measures: Outcomes that Matter to Patients  

Nicole Cook for Melissa Tinsley, NSW Agency for Clinical Innovation 

Background/Introduction:  The Agency for Clinical Innovation’s (ACI) Patient Reported Measures (PRMs) Program is an 
important enabler of the NSW Integrated Care Strategy. The PRMs Program aims to enable patients to provide direct, timely 
feedback (via tablet devices) in order to drive improvement and integration of health care across NSW. The program has 
focussed on people living with chronic and complex conditions. The PRMs Program enables the collection and use of Patient 
Reported Outcome Measures (PROMs) and Patient Reported Experience Measures (PREMs). The program has used a 
collaborative co-design approach working with a range of consumers and clinicians throughout each phase. The program is 
currently working with 11 proof of concept sites from rural, regional and metropolitan NSW and has facilitated the 
development of strong partnerships between the acute, community and primary health care services.  The program has 
significantly built capability and capacity of the health care system to transform how care is delivered and how people think 
about patient outcomes. This program is a first in the state-wide applicability across care settings focussing on what matters 
most to patients.  

Methods: The PRMs program has successfully transformed the way healthcare is being delivered, focussing on what matters 
most to patients. Clinicians and services are using PRMs to truly plan care and treatment as well as driving improvements in 
service delivery. The Proof of concept for the program is now complete; the ACI is now building PRMs into business as usual. 
An evaluation framework was developed and will guide the program assessment. The evaluation will assess feedback from 
consumers, clinicians and managers from the participating sites and will be collected via a range of different modes including 
questionnaires, focus groups and a series of in depth interviews. Clinical and system reviews will also be conducted and the 
aggregated PRM data set will be analysed.  

Conclusions: The results of the program evaluation will be shared and will highlight the enablers and barriers to embedding 
PRMs into routine clinical practice. Insights will be shared from the clinician and consumer feedback.  
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Wellnet Integrated Care Program – Supporting Chronic Disease Management Through a Patient 
Centred Medical Home Model 

Eleanor Chew, Amit Vohra  

Sonic Clinical Services, Sydney, NSW. 

Background: A medical home based around the patient’s usual general practice must be at the core of the approach to 
better coordinated care.  A GP-led Patient Centred Medical Home (PCMH) run by resources based primarily in general 
practice supported by enabling technology and a changed model of care delivery, offers the right balance between 
maintaining clinical leadership and providing cost effective interventions.  

The WellNet program delivered through a PCMH model aims to shift the way that patients are managed in primary care by 
shifting the epicentre of health care delivery from the clinician to the patient through a redesign of infrastructure, healthcare 
team roles and modes of delivering care led by the GP and centred around the preferences and needs of the patient. 

Method: The WellNet Integrated Care Program is a suite of GP-led programs providing targeted, coordinated and proactive 
chronic disease management.  Developed by Sonic Clinical Services (SCS), its unique elements include: 

 Risk stratification into a program according to patient’s level of risk and complexity:  
o FeelWell & GetWell - complex multi-morbidity 
o BeWell - multiple morbidities  
o StayWell - uncomplicated chronic disease  
o LiveWell - at risk of chronic disease 

 cdmNet, a web-based platform enabling care planning, tracking and management in real time across the entire clinical 
team 

 Dedicated nurse care coordinator  

 Change management support  

 Stepped care approach  

 Data analytics 

 Alternate funding model  

Results: SCS has partnered Sydney North PHN and a number of private health insurers to fund the BeWell program through 5 
general practice ‘demonstrator PCMH’ sites.  This pilot program will be independently evaluated focusing on patient profiles, 
targeting strategies, GP clinic practices, service utilisation and to inform program sustainability. 

Conclusions: The program commenced in November 2016 and preliminary results are anticipated to be available for 
presentation at the Conference. 

 

Integrated Care the Patient Experience of Barwon Health’s Personalised Health Care: A Home Tele-
Monitoring Program That Aims to Support the Self-Management of Their Chronic Disease  

Josephine Stevens,
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J Rolley
2
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 Community Health and Rehabilitation Barwon Health, VIC; 
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 University of Canberra, ACT; 

3
 Deakin University, VIC  

Introduction: In 2013 Barwon Health commenced the delivery of a home tele-monitoring program called Personalised Health 
Care. The service supports the patient’s self-management of their chronic disease using technology and care in the home. 
The two clinical groups recruited into the program were diabetes and Chronic Obstructive Airways Disease (COPD).  

Method: At the conclusion of the PHC pilot patients were offered an opportunity to provide feedback about their 
experiences. This study has been designed as a semi-structured interview that allows the researcher to understand the 
individual patient experience of the tele-health intervention. A continuous comparison of the data was undertaken by the 
researcher during the interview phase. After the thirteenth interview it was concluded that the data had reached saturation 
and no further interviews would be required.  

Themes were identified as part of the data analysis and exemplars provided. 

Results: There were two overarching themes in the data provided by participants during the interview process, knowing and 
relationship. Two distinct sub-themes were identified in each of the themes. In the area of knowing both data and education 
were central to contributing to the patients understanding of their health condition and needs. In the theme of relationship, 
the two sub-themes of interpersonal relationship and oversight were common amongst the majority of the participants.   
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KNOWING RELATIONSHIP 

Data 

Making aware 

Validation   

Empowerment to make choices about their health  

Communication tool between clinical team and 
patient 

Oversight drives routine and adherence 

Interpersonal relationship 

Access, somebody there for them 

Caring   

Education Oversight 

Conclusion: Data was identified as a key component in facilitating patients understanding of their health requirements. The 
submission of the data does more than inform the patients and support their decision making. The data in a tele-health 
world is the communication tool that provides the foundation of a therapeutic clinical relationship. This relationship and 
direct feedback loop in the form of data has the capacity to provide support in the moment, to empower the patient in their 
management of chronic disease, both on an individual basis and as a contributing member of their own health care team. 

 

Navigating the Healthcare Neighbourhood: How Public Health Can Respond to the Opportunities of 
Patient Centred Medical Homes 

Rhiannon Beck, NSW Agency for Clinical Innovation, NSW 

Introduction/Background: The patient centred medical home (PCMH) model has been endorsed by the RACGP, the AMA and 
AHHA as the way of the future for general practice in Australia. PCMH encompasses six key principles for the delivery of 
primary care: 

 Continuity 

 Coordination 

 Comprehensiveness 

 Patient centeredness 

 Accessibility 

 Commitment to quality and safety 

The model is gaining traction across Australia. NSW has three Primary Health Networks hosting ‘Health Care Home’ trial sites, 
and a number of Primary Health Networks have independently initiated PCMH development programs.  

A strong primary health sector is the cornerstone to a strong and efficient health system. As a state-funded pillar of NSW 
Health, the NSW Agency for Clinical Innovation have considered carefully ‘how the public health care system support, 
respond to, and integrate with this new way of working in primary care.’ 

Methods: For public health to interact with the model effectively, it is crucial they understand this emerging model of 
primary care. With this in mind, we developed a capability strategy that will: build awareness, support connections and 
information sharing, build knowledge, provide tools and resources and support implementation. The ‘Navigating the 
Healthcare Neighbourhood’ website has already been launched, bringing together information about PCMH including; 
definitions, articles, case studies, patient stories, and available resources. 

We have also undertaken a literature scan to examine international experience in bringing patient centred medical homes 
together with secondary and tertiary services, which led us to the healthcare neighbourhood. 

We have taken the structure and principles of international healthcare neighbourhoods and consulted with key stakeholders 
across NSW to localise this content. Advice about “how to be a good neighbour’ will be made available to secondary and 
tertiary services to use when talking to their general practice counterparts about how to work better together. 

Next Steps: ACI will continue to develop the website and update it with new features from the capability strategy, including 
the ‘Good Neighbour’ advice, a community of interest, events, podcasts and a social media presence. We are also planning to 
hold a Healthcare Neighbourhood education program in two pilot sites in NSW at the end of 2017. 

 

Personalised Telehealth Intervention for Chronic Disease Long-Term Management: A Randomized 
Controlled Trial 
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Background: The Barwon Health Personalised Health Care Project (PHCP) was conducted between 2014 and 2015 to manage 
chronic diseases at home by using a telehealth monitoring program. The main purpose of the PHCP was to reduce 
unnecessary hospital admissions, increase health literacy and health related quality of life of patients with chronic 
obstructive pulmonary disease (COPD) and/or diabetes with supported disease management in their home environment. 

Methods: The pilot study was a randomised control trial with an economic analysis alongside. The primary economic 
evaluation method was a cost minimisation analysis over 12 months from the perspective of Barwon Health, comparing the 
costs of the PHCP intervention group with a usual care control group. In addition, an incremental cost effectiveness ratio 
(ICER) was calculated based on health related quality of life (HRQoL) measured at baseline and follow-up using the 
Assessment of Quality of Life (AQoL-8D) instrument. 

Results: There were 86 participants randomised to the intervention group and 85 participants randomised to the control 
group. There were no significant differences in demographic characteristics between the 2 groups. Although there was a 
savings of $6,553 (95%CI: -12145; -961) in the cost of hospitalisation in the PHCP intervention group compared to the control 
group, this saving did not offset the higher costs of the PHCP intervention.  The mean difference in total cost was slightly 
higher in the PHCP intervention group compared to the usual care control group (mean difference $714; 95%CI: -4879; 6308), 
though this difference was not statistically significant. There was a statistically significant difference in the change in the 
AQoL-8D over 12 months of 0.079 (p=0.004) in favour of the intervention group. The incremental cost effectiveness ratio 
(ICER) was a cost of $9,038 per quality adjusted life year (QALY) saved.  

Conclusion: The difference in hospitalisation costs was due to both a reduction in the number of acute admissions and a 
reduction in length of stay in the intervention group compared to the control group over 12 months. The high intervention 
costs were due to the higher fixed costs of the intervention and the staffing and equipment required to implement the 
intervention. The savings in hospitalisation costs in the intervention group did not offset the higher PHCP intervention costs. 
However, the improvement in health related quality of life observed in the intervention group compared to the control group 
was likely to have clinical significance; a 0.08 difference is equivalent to an extra month in full health for one person. The ICER 
is below the $50,000 per QALY saved threshold that is generally accepted in an Australian policy context. Sensitivity analysis 
suggests there is capacity to decrease the cost per individual in the PHCP through increasing the number of participants and 
therefore spreading the fixed and variable staffing costs over a larger population. 

 

13.00 – 15.15 Concurrent Session: Care Management Stream 
 

Difficult Conversations: Australian Indigenous Patients’ Views on Kidney Transplantation  
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Background: Indigenous Australians suffer a disproportionate burden of end-stage kidney disease (ESKD) at an earlier age 
than non-Indigenous Australians. However, they are significantly less likely to receive a transplant.  This study reports a 
national study of Indigenous ESKD patients’ views on transplantation as a treatment option.   

Methods: The Improving Access to Kidney Transplants (IMPAKT) research program investigated barriers to kidney 
transplantation for Indigenous Australians. A large interview study elicited illness experience narratives from 146 patients, 
including views on transplant. Interviews were conducted at 26 urban regional and remote sites that collectively treat the 
majority of Indigenous ESKD patients.   

Results: Four inter-related themes were identified in patient commentary:  a very high level (90% of respondents) of positive 
interest in transplantation; patients reported a range of communication difficulties and felt uninformed about transplant; 
family involvement in decision-making was similarly constrained by inadequate information; and patients identified a need to 
negotiate cultural and social sensitivities around transplantation.    

Conclusion: Indigenous ESKD patients demonstrated an intense interest in transplantation.  Patients believe transplant is the 
path most likely to support the re-establishment of their ‘normal’ family life.  Most patients had only a rudimentary 
knowledge of the notion of transplant but no understanding of eligibility criteria, the transplant procedure and associated 
risks. Patients and their families experienced multiple communication barriers that - taken together - undermine their 
engagement in treatment decision-making.  Although cultural sensitivities associated with transplantation were described, 
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these did not constrain patients in making choices about their own health. Transplant units and local treatment providers 
should develop user-friendly, culturally informed and region-specific education programs regarding transplantation for 
Indigenous ESKD patients. Quality improvement cycles, including regular patient feedback, should underpin the development 
of national guidelines for patient education.  There is a need to sensitively create or sponsor opportunities for informed 
transplant-related dialogue with and within Indigenous communities. Noting Indigenous patients’ intense interest in 
transplantation, and nephrologists’ concerns regarding poor transplant outcomes, research exploring predictors of transplant 
outcomes for Indigenous Australians should be prioritised. 

 

Analysis of Longitudinal Clinical Data to Evaluate Changes in the Screening for and Management of 
CKD in Select NT Primary Health Services 

Gillian Gorham, M Chatfield, P Lawton, A Cass 

Menzies School of Health Research, Darwin, NT  

Aim: To identify changes in processes of care and clinical target attainment for people with chronic kidney disease (CKD) 
attending Northern Territory (NT) community-controlled primary health services (PHS) between 2004 and 2014.  

Background: In 2007 the Australian and NT Governments funded nursing positions within NT community and government 
controlled PHS, to improve the identification and management of people with CKD. The resources focussed on the effective 
coordination of an individual’s care across multiple services and sectors utilising a protocol-driven approach. 

Methods: De-identified clinical information for patients over 18 years old with a documented risk factor for kidney disease, 
was extracted from clinical information systems of seven community-controlled primary health services. Data (2004 to 2014) 
from all health services were aggregated and analysed comparing changes in management processes and clinical outcomes 
before and after implementation of the programs.  

Results: There was increased yearly screening for CKD (12% to 28%) and substantial improvements in the diagnosis of CKD 
stage 3 or worse (45% to 85%) from 2006 to 2014, although a considerable proportion of ‘at risk’ people (53%) remained 
unscreened. In 2014, 85% of CKD patients had at least one blood pressure (BP) measurement and 65% of patients with 
diabetes and kidney disease had at least one HbA1c test, results better than the National Aboriginal Key Performance 
Indicators. In 2014, approximately 40% of CKD patients attained clinical targets for BP and HbA1c control across all centres. 

Conclusions: This first analysis of longitudinal, aggregated, de-identified NT primary health data to explore the impact of 
nurse-led programs showed improved identification and management of CKD. However, with the growing burden of chronic 
disease and CKD, substantial evidence-practice gaps persist. 

 

Linking of Health Administrative and ANZDATA Registry Data of Northern Territory Renal 
Replacement Therapy (RRT) Recipients to Explore Various Treatment Models: The Dialysis Models of 
Care Project 

AM Shamsir Ahmed, PD Lawton, G Gorham, M Chatfield, A Cass 

Renal Unit, Wellbeing & Preventable Chronic Diseases Division, Menzies School of Health Research, Darwin, NT  

Background: More than 80% of RRT recipients in the NT are Aboriginal Australians and a majority of them are from remote 
and very remote areas, where there is limited access to facilities for dialysis treatments. With calls from patient and advocacy 
groups in the NT for treatment closer to home, there is a need to explore the effectiveness and sustainability of various 
treatment models in remote Australia. The Dialysis Models of Care (DxMOC) Partnership is a cross-organisational, mixed 
methods study, examining the patient experiences, outcomes and whole-of-government cost of different modalities and 
models of care for patients receiving RRT in the NT. To cover the objectives of the study, the ANZDATA Registry and NT public 
hospitals Admitted Patient Care (APC) datasets for RRT patients, have been linked to compare patient numbers, key dates, 
treatment modalities, care delivery facilities (models) and comorbidities.   

Methods: ICD-9 and ICD-10AM codes were used to identify individuals receiving RRT from NT APC data (1991 to 2015), and 
linked to ANZDATA Registry data for patients receiving maintenance RRT in the NT between 01/01/2000 to 31/12/2014 
inclusive. To further examine variations between the data sets, the prevalent patient cohort was restricted to patients 
commencing post 1 July 1998 to coincide with validation of the ICD AM codes. 

Results: 2,676 patients were identified in either dataset as having received RRT in the NT between 01/01/2000 to 
31/12/2014. 1,363 patients were matched for both of the datasets. Of 1,313 patients in APC data but not in ANZDATA, 144 
had no identifiable reason for not appearing in ANZDATA. Of 23 unmatched patients of ANZDATA, 13 were not in the APC 
dataset; 5 never received RRT and 5 didn’t receive RRT between 01/01/2000 to 31/12/2014 as per APC dataset. 1,142 
matched participants in the prevalent cohort commenced RRT from 1 July 1998. Variation between the datasets in RRT 
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commencement dates and diagnosis codes were examined.  Start date of RRT varied (>±90 days) in 11.3% (129/1142) 
participants. Diabetes had substantial agreement (84.9%, kappa=0.65), coronary artery disease fair agreement (72.6%, 
kappa=0.29) and other comorbidities slight agreements. 

Conclusions: Although variations exist between NT APC and ANZDATA in patient numbers, RRT start date and diagnosis 
codes, the linked datasets allow more detailed analysis than either dataset alone. 

 

Contextualisation of Practice, Interviews with Primary Health Care Professionals for Undergraduate 
Health Students 
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Background: Primary health care (PHC) is at the forefront of undergraduate health student learning. As tertiary health 
educators there is need to convey to students that there is a change in provision of care from acute to primary resulting in 
greater benefits for clients. Students can also recognise the opportunities this has for them as professionals. In response, 
Charles Darwin University nursing academics and learning technologists collaborated to design an open web resource, 
consisting of a series of video interviews with professionals from five different PHC non-government organisations. The aim 
was to ask each PHC provider the same set of questions and capture their response on individual video clips. Exhibiting the 
PHC provider’s perspectives enables students to envisage the challenges within this sector and showcase the professional 
opportunities that exist beyond acute care.  

Methods: The qualitative method of inquiry used semi-structured interviews, which targeted six areas of health: health care 
systems, primary health care provision, preparation of health students, chronic disease, health education [for clients] and 
health promotion. A highly sophisticated open web platform consisting of a single web page that is visually attractive, 
interactive, accessible and responsive was designed. This web resource can be viewed on all devices and has passed the Web 
consortium accessibility guideline (WCAG 2.0) Level AA accessibility standards. 

Results: The development of the interactive open web based platform and the hosting of its video interviews provides a rich 
interactive learning experience for students and professionals to explore the multidisciplinary nature of PHC. The PHC key 
informants came from diverse workplaces which translated into various professional perspectives and so providing the end 
user with maximum coverage of topics. The willingness of key informants to contribute to this project shows the 
collaborative nature of the tertiary health education sector and the PHC industry. 

Conclusion: The PHC project demonstrates to undergraduate health students, professional opportunities and innovations 
that exist beyond the acute care tertiary hospital sector.  The web resource provides a rich interactive learning experience 
that makes education accessible to all. 

 

Validation of the Patient Activation Measure (Pam-13) Among Adults with Cardiac Conditions in 
Singapore  
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Introduction/Background: The Patient Activation Measure (PAM-13) measures patients’ knowledge, skill and confidence in 
chronic condition self-management. The purpose of this study was to assess the validity of PAM-13 (English version) among 
English speaking adults with cardiac conditions in Singapore.   

Methods: A cross-sectional study was conducted in a convenient sample of 270 heart clinic patients. Using the unitary 
concept of validity, evidence of 1) internal structure via data quality, unidimensionality, differential item functioning and 
internal consistency,2) response process through item difficulty and item fit using Rasch modeling, and 3) relationship to 
other variables via correlations with depression and self-efficacy were examined.  

Results: The item response was high with only one missing answer. All items had a small floor effect, but nine out of 13 items 
had a ceiling effect larger than 15%. Cronbach’s alpha was 0.86, and average inter-item correlations was 0.324. Results 
suggested unidimensionality, however, differences in item difficulty ranking were found. A low, negative correlation was 
found with depression while a moderate, positive correlation was found with self-efficacy.  

Conclusion: Evidence in all three areas of validity was mixed. Caution should be exercised when using categorical activation 
“level” to inform clinical decisions. 
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13.00 – 15.15 Concurrent Session: Respiratory Care Stream 
 
The Merit of Accurately Measuring Breath  

Pamela Allen, Judy Murrells 

Chronic Disease & Post-Acute Programs, DEMS, Gold Coast Health, QLD 

Chronic obstructive pulmonary disease (COPD) is a progressive disease of the airways characterised by persistent airflow 
limitation that is not fully reversible. The most reproducible, standardised, and objective way of measuring airflow limitation 
is through Spirometry (i.e. FEV1/FVC ratio < 0.70 with a post-bronchodilator FEV1 < 80% predicted). 

As a major cause of chronic morbidity and the fourth leading cause of death in the world, identification of individuals with 
COPD is important to precipitating proactive and planned care. International guidelines stipulate that spirometry is required 
to make a confident diagnosis of COPD. Assessing the severity of spirometric abnormality is vital to this process; however, a 
major limitation identified by the authors, is in a how a spirometry is interpreted and performed. Such findings on the 
inaccuracy of diagnosis in community settings are not isolated and can be supported in the literature. An important 
consequence of this has been the inappropriate prescribing or under prescribing of inhaled therapies and diagnostic tests. 

Aim: To demonstrate how poor technique or incorrect interpretation of spirometry without clinical examination can 
culminate in a misdiagnosis that leads to over or under treatment of individuals with or without COPD. 

Methodology: Three case studies of clients referred to the Gold Coast HHS– Community Respiratory Service for pulmonary 
rehabilitation. Case 1 and Case 2 demonstrate the merit of accurately performing and interpreting spirometry in assisting to 
prevent an over diagnosis of respiratory function or under diagnosis of underlying comorbidities. Case 3 demonstrates the 
right treatment at the right time when diagnostic investigations are performed in line with the GOLD Guidelines and best 
practice. Tests requested based on clinical examination and spirometric interpretation included: Complex pulmonary 
function test (PFT); 6MWT; Echocardiogram; Pathology 

Recommendations: 

 The choice of investigations for the detection, staging, follow-up, and quantification of 

 lung disease should be based on individual spirometric findings and clinical examination, 

 so that appropriate treatment can be provided without excessive use of diagnostic 

 testing. 

 Specialist management should be sought where clinical examination does not correlate 

 with spirometric findings 

 The person performing spirometry needs to be adequately trained from an appropriate 

 spirometry course designed specifically for test performance. 

 Gold Coast Hospital and 

 Health Service 

 PRP should be considered in patients who remain symptomatic or have decreased functional status despite optimal 
medical management. 

Conclusion: 

 Spirometry represents a valid, simple and inexpensive way of assessing for COPD. 

 Spirometry used alone cannot distinguish among the potential causes of other abnormalities. Clinical examination 
remains an essential tool to determining the need for further diagnostic testing when symptoms do not correlate 
with spirometric findings 

 Technique and clinician coaching are vital to improving the performance of spirometric manoeuvres which are 
required to confirm a clinical diagnosis of COPD. 

 Pulmonary rehabilitation is an important non-pharmacological therapy that can assist with increasing exercise 
capacity and health related quality of life in patients with severe COPD 

References: 
American Thoracic Society & European Respiratory Society (ATS/ERS). Ann Intern Med 2011; 155:79-191. 
Global Initiative for Chronic Obstructive Lung Disease (GOLD) 2016, Global Strategy for Diagnosis, Management and 
Prevention of COPD 2016, http//:www.goldcopd.org/  
Jones RCM et al. Lancet Resp Med 2014; 2(4):267-76. 
Lucas AE et al. Lancet Resp Med 2012; 106:1158-63. 
National Institute for Health and Care Excellence (NICE) 2004, Thorax 2004; 59:1-232 
Zwar NA et al. Med J Aust 2011; 195:168-71. 
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The Impact of Cognitive Impairment on Self-Management in Chronic Obstructive Pulmonary Disease: 
A Systematic Review 
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Introduction: Cognitive impairment is one of the well-recognised non-pulmonary sequelae of Chronic Obstructive Pulmonary 
Disease (COPD).  Multiple cerebral insults contribute to neurotoxicity in COPD, resulting in unique neuropsychological deficits 
in cognitive domains of attention, memory, motor and executive function (Dodd, 2010). Self-management requires 
continuous self-evaluation and timely response to disease states. Therefore, self-management in patients with COPD is likely 
to be compromised by patient’s specific neuropsychological deficits. We undertook a systematic review to determine the 
characteristics of persons with cognitive impairment being able to self-manage in COPD. 

Methods: In accordance with the Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) guidance 
this systematic review examined all studies in English from 1st January 2000 to 20 February 2016, describing the relationship 
between cognition and COPD self-management domains in older community dwelling persons with dementia or cognitive 
impairment. 

Results: Of 4474 studies identified, thirteen studies were eligible for inclusion. No studies differentiated populations into 
recognized dementia subtypes. Study aims were variable; most (n= 7) examined inhaler competency alone. 

Studies identified a link between worsening cognition and the need for assistance in activities of daily living. Only one study 
evaluated the impact of cognition on overall self-management and found no association between cognitive impairment and 
self-rated self-management.  Mild degrees of cognitive impairment were associated with reduced symptom recall.   

Cognitive impairment in COPD was associated with high degrees of inhaler incompetency.  Basic cognitive screening tests 
were able to predict inhaler incompetence with reduced overall cognitive function, dyspraxia, and/or executive function 
identified as predictors of incompetency.  

Conclusions: Multiple measures of disability consistently demonstrated that cognitive impairment in COPD significantly 
increased the need for assistance in many aspects of daily living, treatment adherence, and effective self-management. Given 
the nature of neuropsychological deficits seen in COPD, dedicated screening tools are required. Future research should 
investigate the impact of cognitive dysfunction in COPD and identify how to support those that lack capacity to self-manage.  

Reference: Dodd JW et al. Eur Respir J. 2010; 35(4):913-22 

 

Development of an Integrated Care Breathlessness Clinic for Patients with Chronic Obstructive 
Pulmonary Disease (COPD) – A Feasibility Study 
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Introduction / Background: Many patients with chronic obstructive pulmonary disease (COPD) are breathless despite 
optimal medical care.  Breathlessness becomes more disabling as COPD progresses and may precipitate hospitalisation. 
Proactively managing breathlessness may improve patient outcomes however breathlessness is a complex symptom 
requiring input from multiple healthcare disciplines working together to optimise care and self-management skills. 

Aim: To test the feasibility of an integrated multidisciplinary non-pharmacological Breathlessness Clinic for patients with 
COPD. 

Methods: Patients with a primary diagnosis of COPD and a breathlessness score equal or greater than 2 on the modified 
Medical Research Council (mMRC) scale were enrolled and received the multicomponent, multidisciplinary, non-
pharmacological intervention over an 8-week period. Interventions were individualised to meet the needs of each patient 
and included education on breathing techniques, body positons, pacing, relaxation and diet. All patients were given a hand 
held fan to reduce the sensation of breathlessness and a pedometer to encourage physical activity. Outcomes were assessed 
at the end of the 8-week intervention. The primary outcome was the Chronic Respiratory Questionnaire (CRQ) mastery of 
breathlessness subscale. Secondary outcomes included breathlessness intensity and unpleasantness and confidence 
managing breathlessness measured by a numerical rating scale (NRS), and mood as measured by the Hospital Anxiety and 
Depression Scale (HAD). Descriptive data presented as mean ± SD. P<0.05 was significant. 

Results: We enrolled 10 patients (50% male, 68±5years, median mMRC 3). Mastery of breathlessness improved by a mean of 
1.3±1.43 units p<0.02 (minimally clinically important difference (MCID) is 0.5 unit). NRS breathlessness intensity and 
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unpleasantness reduced by 1.2±2.8 arbitrary units (au) and 1.9±3.9 au (p0.21 and p0.16), respectively whereas the NRS 
confidence in managing breathlessness increased by 4.3±3.9 au (p<0.01). (MCID for NRS = 1). Anxiety as measured by the 
HAD improved by -3.6± 4.5 au (p<0.05) and depression by -1.8±3.1 au (p=0.1) both exceeding the MCID. 

Conclusion: These results demonstrate that an integrated multidisciplinary clinic intervention in patients with COPD and 
breathlessness is feasible. These results also provide support that the intervention is effective in improving mastery of 
breathlessness and reducing anxiety. A planned randomised, single blind, waitlist controlled trial will objectively assess the 
benefit of this intervention. 

 

Nurses Confidence and Competence in Providing Inhaled Medication Education to patients 
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Introduction/Background: Chronic obstructive pulmonary disease (COPD) is a common respiratory disorder. Inhaled 
medications are widely used to control symptoms and improve the quality of life of patients. Studies have shown that up to 
93% of patients with COPD are unable to use their inhaler devices correctly, resulting in inadequate drug deposition. This 
figure could be higher since the influx of new devices over the past 18 months. It is important that nurses are equipped to 
provide education to ensure patients use their devices correctly and get optimal benefit from their prescribed medications.  

Aim: To assess the confidence and competence of nurses working on a respiratory ward in delivering inhaler device 
education to patients. 

Methods: Subjects were given a questionnaire evaluating confidence in providing inhaler device education to patients. 
Subjects were asked if supervision of patients taking inhaled medication is required and how often it should be done. 
Subjects then undertook a competency assessment reviewing the correct steps in using each of the 8 different inhaler 
devices.  

Results: 25 subjects (85% female, 8yrs (±7.9) experience in nursing) were enrolled in the study. 96% of subjects reported that 
patients should be supervised when taking inhaled medications and rated their confidence in inhaler device knowledge as 
‘not confident’ (16%), ‘moderate’ (76%) or ‘extremely high’ (8%). No subject could correctly perform all the steps of use for  
all inhalers. When the steps for all devices were tallied, the average total score of correct steps was 47% (SD ± 17%). There 
was no correlation between total correct steps and years in nursing, or confidence levels.  

Conclusion: Despite confidence, competence and knowledge of the correct steps of inhaler use required to teach inhaler 
technique to patients is poor amongst a group of respiratory ward nurses. There is a need to provide an ongoing educational 
intervention to improve the inhaler device competence of nurses working in respiratory medicine so that patients receive 
education regarding correct inhaler use to optimise disease management.  

 

COPD Integrated After Hours Care: The Power of Partnership 
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Introduction/Background: Chronic Obstructive Pulmonary Disease (COPD) represents an important public health challenge 
(1-3) with COPD projected to be the 3rd leading cause of death within the next 2 years (4). ‘Exacerbations of COPD are 
important events in the management of COPD because they negatively impact health status, rates of hospitalization and 
readmission, and disease progression (5, 6).  

2014-2017 Gold Coast Health (GCH) partnered with Gold Coast PHN and Blue Care to extend care by providing afterhours 
interventions delivered by a non-government generalist team with oversight by a multidisciplinary respiratory service to 
support clients at imminent risk of a potentially preventable respiratory admission to remain safely at home. 

Partnership may be defined as a state of ‘mutual influence, with a careful balance between synergy and respective 
autonomy, which incorporates mutual respect, equal participation in decision-making, mutual accountability, and 
transparency” (1). It was anticipated that a partnership model would generate alternative and flexible work practices, 
compared to an outsourcing model that may run the risk of ‘unchecked and fragmented short term outsource decisions 
being taken’, a risk identified in the research (3) 

Methodology: Indicators for admission risk used include increased shortness of breath, cough/wheeze not responding to 
prescribed medications, increased CAT score (including fatigue impacting ADL), anxiety, change from normal 
symptoms/sputum and difficulty with chest clearance. 
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Clinical components of care included client education in identifying early changing health signs; Respiratory Nursing 
assessment of deteriorating symptoms and admission risk; medical governance from GCHHS Senior Respiratory Physician; 
proactive negotiation of care with the GP/Specialist; clear instruction to NGO of interventions required; NGO autonomy to 
initiate QAS call out; clinical handover next working day. 

Organisational factors included investment in the culture of the partnership joint commitment to service delivery, equal 
accountability for problem solving emerging barriers and a joint expectation of seamless clinical handover. This required 
collaboration in design of work flow processes; roles and responsibilities clearly defined in service agreements; the value add 
of an educational opportunity to build respect/trust for the skill base within both the generalist and the specialist team 
including managerial ‘buy in’; NGO Coordinator organising staff; shared documentation/home risk assessment.  

Client factors attended included active client involvement in the negotiation of service components and gaining of consent, 
clear information about after hours visits, respiratory nurse promotion of the quality of the After Hours service; reassurance 
of QAS call out if required; follow up phone call during the afterhours period; a contact number if concerned; respiratory 
nurse follow up next working day. 

Results: Though high risk of hospitalisation, only 5/336 (1.5%) of referrals resulted in a hospital admission. 90.7% of referrals 
were for timely Physiotherapy chest clearance (an aver 2.5 OOS/week). 94/154 (61%) of consumer experience surveys 
reported that their alternative action would be to present to the Emergency Department. Participants reported that the 
service completely met their need (147/154, 95.5%); (149/154; 96.8%) were completely satisfied with the support to stay at 
home. Consumers explained their experience using highly positive language e.g. ‘Absolutely fantastic’, ‘very impressed’, 
‘excellent’, ‘stirling service’. 

Conclusions: The data available indicates that the afterhours model with its primary demand for timely physiotherapy chest 
clearance by a generalist clinician supported by a respiratory team has a key role in potentially preventable admissions at a 
given point in time. This initiative supports investment in a partnership model. Attention needs to focus on developing a 
further understanding of the client, clinical and organisational factors that influence client decisions about presenting to 
hospital. 

References: 
1. Brinkerhoff JM. Evaluation and Program Planning 2002; 25:215-231.  
2. Seemungal TA et al Am J Respir Crit Care Med 1998; 157(5 Pt 1):1418-22. 
3. Wedzicha JA et al. Lancet 2007; 370(9589):786-96. 

4. Global Initiative for Chronic Obstructive Lung Disease (GOLD) 2016, Global Strategy for Diagnosis, 
Management and Prevention of COPD 2016. www.goldcopd.org/. 
5. Harland C. Internat J Operations Production Management 2005; 25(9):831-850, 
6. Mathers CD, Loncar D. PLoS Med 2006; 3(11): e442. 

 

15.15 – 16.15 Integrated Care Across the Ages Plenary 
 

Improving the Health of Vulnerable Women with Chronic Illnesses in Pregnancy  

Prof Elizabeth Sullivan, Distinguished Professor Public Health, Director, Australian Centre for 
Public and Population Health Research, University of Technology Sydney, NSW 

Preconception and inter-conception care play an important role in improving pregnancy and 
birth outcomes and women’s health. This is particularly relevant for women with chronic 
diseases. Internationally, there has been little research on most chronic disease in pregnant 
women with limited information on the prevalence and outcomes. This has made it difficult 
to quantify the impact on the health system. Individual chronic diseases or illnesses in 
pregnancy have been associated with subfertility, and higher rates of hospitalisation, 
maternal morbidity and mortality as well as adverse infant outcomes.  Notwithstanding, 

there is a spectrum of risk with not all pregnancies high risk in women with chronic diseases. Preconception planning and 
early identification of higher risk pregnancies allows planning of specialised, integrated maternity care and the opportunity to 
address potentially modifiable biomedical, lifestyle and behavioural factors. This presentation will provide an overview of this 
important area from the perspective of the patient, clinical management in pregnancy and maternal and baby outcomes. 
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Integrating Community Based Services for Older People in Rural and Remote Contexts: An Approach 
Based on the ‘Social Determinants of Health’ Model 

Dr Heather Gibb, Principal Research Fellow, Northern Institute, Charles Darwin University 

Managing chronic disease from the perspective of the ‘social determinants of healthy ageing’, 
extends the notion of client-centred health management into the realms of social justice. For 
many people ageing in the remote central or northern regions of Australia, the current 
structures of care seem like services that happen in another country, but not theirs. These 
services include Commonwealth aged care packages, the My Aged Care portal and even 
community based integrated care. The problems of distance and lack of transport; limited access 
to affordable, healthy food; finding affordable housing; even lack of access to support with 
personal care, mean that remaining and growing old where one wants to be, can become an 
insurmountable struggle. The determinants of health and wellbeing can often be identified at a 

community level through the human activity of a common struggle and mutual support. 

To demonstrate the critical need for integrated service delivery to be co-designed with communities, this presentation will 
draw upon two community scenarios. For both scenarios, the key elements are local capacity (especially existing 
volunteerism) and local understandings of how to support community life in remote areas. The first is an Indigenous 
community where service design begins with, and centres around, community and culture. The second is a non-Indigenous 
community in northern Australia. Here, an ageing community sustains itself through individuals supporting each other to 
cope with frailty and chronic disease. In this way, they fill the gaps in services that are needed, but do not exist. When 
community viability is itself seen as a determinant of health, the challenge for practitioners is how to introduce integrated 
care in ways that avoid puncturing the community energy and vitality that are already there through volunteerism. A key 
indicator of the value of integrated care services for all older people, and especially those living in remote communities, is 
whether or not these services facilitate the possibility of self-determined longevity. 

 

16.15 – 16.45 Concurrent Session: Patient Management Stream 
 

E-Wellbeing: Introducing New Ideas in Busy Practice Settings – Challenges and Support Strategies  

Assoc Prof Tricia Nagel, M Sweet, S Puszka 

Menzies School of Health Research, NT 

Introduction: New technology creates almost boundless opportunities for access to new approaches to treatment, especially 
in the field of chronic condition self-management where comorbid wellbeing concerns complicate treatment journeys. E-
mental health is available as on-line treatment, e-clinics, mobile device applications and a host of self-help forums. The 
potential for improved access, along with opportunities for structured and evidence based treatment modes which require 
little training, are key advantages. But the journey from the bright idea to implementation of something new in an individual 
service or practice setting is likely to be bumpy – no matter how credible, evidence based and seemingly practical the idea 
might be. A four-year partnership entitled e-Mental Health in Practice (eMHPrac) is funded by the Australian Government to 
deliver training to services working with Indigenous people, including those with wellbeing concerns, substance misuse and 
chronic conditions. The Menzies team has developed and piloted a simple approach to understanding and addressing 
implementation speed bumps. The findings have the opportunity to be used in broader spheres to assist in change 
management. 

Methods: E-mental health workshops were delivered to three case study organisations (non-government NT-based services 
addressing, mental health, substance misuse and wellbeing) within a 6-month implementation framework. An 8 item e-MH 
index was completed at baseline in collaboration with senior members of the organisation. The index, developed through 
analysis of follow up interviews post training over three years, uses a 10 point Likert-type scale to measure organisational 
readiness to implement e-mental health (eMH). It explores the degree of consultation within the service (including review of 
the evidence for e-mental health), available resources to support the change, systems fit, implementation planning, service 
provision fit (including identification of within organisation trainers), integration of the change through continuous quality 
improvement, and assessment of the current service change climate. Following identification of potential barriers within the 
organisation, facilitation and training follow up and support sessions with service providers and their IT delegates reviewed 
progress and proposed strategies as needed.  

Findings: The case study organisations completed the implementation program, including facilitation sessions, training 
workshops and completion of baseline and follow up eMH index assessments. Index scores ranged between 5 and 10 on each 
item at baseline with lower scores allocated for consultation, systems fit and CQI. Post implementation there was marked 
improvement, and organisations scored highly in all spheres. Each organisation had identified within-organisation trainers 
who had delivered training within newly established supportive organisational protocols. 
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Conclusions: Services are keen to embrace e-mental health resources but struggle to adapt their usual practice to align with 
the opportunities available. Provision of a simple road map with accompanying strategies and support resources, in addition 
to training itself, can assist in readying organisations for change. 

 

The Effect of Patients Beliefs, Self-Efficacy and Locus of Control on the Management of Chronic 
Conditions 

Abdullah Alshehri, Prince Sulatan Armed Forces Hospital, Madinah, Saudi Arabia  

Introduction & Background: Self-management has emerged as an approach to enhance
 
quality of care for patients suffering 

from long term conditions,
 
and to control costs of health services. So far, however, the factors that affect the engagement of 

patients in self-management activities remain unclear. Health behaviour research has contributed significantly in providing 
theories that can be used to explain and predict patients’ behaviours. 

The perceived effectiveness in the Health Belief Model developed (Rosenstcok et al, 1988) suggests that patients who believe 
that the required activities (self-management) produce desired outcomes are more likely to engage in self-management 
(Bond et al, 1992; Aalto & Uutela, 1997). On the other hand self-efficacy theory (Bandura,1970) states that patients with 
higher confidence in their ability to perform an action (self-management) have been more successful in  performing self-care 
activities (Gastal et al, 2007; Trief et al, 2009) and have better health outcomes (King et al, 2010).  

In addition, locus of control theory developed by Rotter in 1954 imply that internals are more likely to take responsibility for 
their own actions, and attempt to exercise more control over their environment, whereas externals blame others such as 
family, doctors, chance or fate (Wallston & Wallston, 1978). 

Objective: The objective of this research is
 
to present a framework for understanding theories that explain the role of 

patients with chronic disease in managing their conditions 

Methods: This research has been conducted between May 2015 and December 2016. A cross sectional survey was 
conducted using a self-administered questionnaire for data collection. Data for this research were collected from chronic 
disease clinics and centres in the main five regions in Saudi Arabia.    

Results: Self-efficacy was the most significant factor influencing diabetes self-management in this study. The largest β weight 
in the model was 0.565 for self-efficacy, followed by (-0.144) for age and by (0.101) for patient’s beliefs implying that self-
efficacy was the most important predictor of self-management. These three variables explain more than 43% of the 
variations in self-management. 

Conclusion: Analysis of data revealed that behavioural theories support the core assumptions of self-
 
management.  
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16.15 – 16.45 Concurrent Session: Consumer Engagement Stream 
 

Consumer Enablement Framework: Working Towards a Person Centred, Collaborative Partnership in 
Health  

Joanna Goodenough, NSW Agency for Clinical Innovation, Chatswood, NSW 

Introduction/Background: Enablement in health describes our confidence, skills, and knowledge to manage our own health 
and wellbeing. Enablement is also influenced by the way health services are delivered and the environment we live in. 
Increasing a person’s involvement in their own care can foster better health, offer opportunities for self-management, and 
avoid unnecessary treatments. The NSW Agency for Clinical Innovation (ACI) Chronic Care Network has sponsored the 
development of a Consumer Enablement Framework in partnership with the Ministry of Health, other NSW Health Pillar 
agencies, Health Consumers NSW, Local Health Districts and Primary Health Networks. 

The Framework aims to 
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 Broaden healthcare providers’ awareness of approaches that support a person to make informed decisions based on 
their needs and preferences for care. 

 Provide easy access to evidence and identify approaches that strengthen a person’s capacity and motivation to manage 
their healthcare, including shared decision making, health literacy, coaching and peer support.  

 Provide tools and resources to support an organisational culture and environment that optimises enablement, health 
and equity.  

 Build workforce capability aligned to the National Safety and Quality Health Service Standards. 

Methods: An ‘Evidence Check’ was undertaken by Deakin University to outline the range of strategies that can be employed 
to optimally enable consumer participation in the management of their healthcare and ongoing treatment decisions.  

The Framework has been co-designed with consumers and health care staff to ensure it is practical and valuable. Ongoing 
engagement with a range of key stakeholders has resulted in broad relevance, and a framework that is applicable to both 
NSW Health and Primary Care.  

Conclusion: Development of the Framework for Consumer Enablement has required explicit recognition of the multiple 
components of enablement and the interaction this has with individual’s strengths and weaknesses. This is a person centred 
approach to the management of health and wellbeing in which the principle aim of healthcare providers is to build upon and 
develop a person’s strengths, resilience and health literacy. This Framework aims to bridge the gap between choice and 
people’s ability to integrate care of their health with the demands of life. 

Consumer Driven Integrated Care-planning 

Karen Oliver, Barwon Health, Geelong, VIC 

Introduction/Background: Barwon Health (BH) had a vision to implement a consumer directed Shared Care Plan (SCP) across 
the Community Health and Rehabilitation Program (CHRP) directorate. Any consumer that entered the organisation would 
have a consistent experience regardless of whether they were coming in for intensive rehabilitation or a community health 
consultation. BH had poor compliance with the current care-planning systems and the processes and tools lacked meaning 
for consumers. As a result, integrated care and consumer focussed health outcomes were negatively impacted. 

Methods: Multiple focus groups occurred with consumers and clinicians around the design of a new SCP tool. We also 
recognised that the conversation around care planning was integral to the process. Clinicians were surveyed around their 
confidence and expertise in care-planning and a tailored education package was developed and facilitated. Ongoing master-
classes and support were offered to staff to support their ongoing SCP expertise with an accompanying audit process to 
enable monitoring of compliance and to be responsive to problem areas in relation to the ongoing education. Additionally, 
we recognised that for SCP to be as effective as possible, consumers also required education in care-planning as culturally 
this was very different for consumers and their health-care experience. In partnership with consumers we developed written 
communication explaining what care-planning is and what they could expect from this process. This letter was sent to all new 
clients pre their appointments. After 2 years of active use of SCP the tool was reviewed formally and involved staff and 
consumer focus groups and broader staff surveys. The tool was modified as a result of the feedback and implemented.  

Results: Audit results demonstrate a significant increase in compliance around all SCP domains. Additionally, staff confidence 
and knowledge in SCP has increased.  We have a significantly higher rate of care-planning quality and compliance than our 
regional peers. 

Consumer feedback was very positive and supportive of SCP.  Statements such as “I have noticed a difference in health care 
over the years.  You are much more involved in your care and asked what your health goals are.” “Through completing the 
SCP the clinician helped me to see the bigger picture about my health. Helped to set longer term goals for my health.” 

BH now has means to identify health outcomes across CH RP through goal attainment that works across all services. 

Conclusion: High quality care-planning requires a consumer and clinician focus. Using tools that are user-friendly, educating 
both clinicians and our consumers and allowing time to develop skill and expertise enable the process. 

 

16.15 – 16.45 Concurrent Session: Indigenous Disease Management Stream 
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James Begley,
1
 Amanda Semaan,

1
 T Chapman,

1
 K Sale,

2
 O Vilshanskaya,

2
 M Broadbent 

3
 

1 
Integrated Care Unit, South Eastern Sydney Local Health District; 

2
 Tobacco Control Program, Health Promotion Service, 

South Eastern Sydney Local Health District; 
3 

Aboriginal Health Unit, South Eastern Sydney Local Health District, NSW 

Introduction/Background: Tobacco smoking remains the leading preventable risk factor for premature morbidity and 
mortality. Within the South East Sydney Local Health District (SESLHD), 5000 hospitalisations and over 500 deaths are 
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tobacco-attributed annually.
1
 Smoking contributes 17% of the health disparity between Aboriginal Australians and the 

general community. The proportion of the Aboriginal community smoking daily (32%) is 19.6% higher than the general 
community (12.4%).

2
 Contributing factors are historic, social norms, early uptake, poor access to culturally appropriate 

healthcare and low socioeconomic status.
3 

 

In light of this, a grant was obtained from the Cancer Institute, NSW to pilot the ‘Ngandugadial’ Project to improve the health 
and wellbeing of Aboriginal people and their families in the Southern sector of SESLHD through smoking cessation initiatives.  

Methods: The project’s primary role is supporting Aboriginal people and their families in the local community to reduce or 
quit smoking. A culturally appropriate service model was developed and promoted in collaboration with the local community. 
The project is a flexible service that is guided by client preference (group clinic, individual support, tele-support, etc.). 
Enrolment in the program provides 12 weeks free Nicotine Replacement Therapy (NRT) for participants and free support 
through their quit smoking journey. Smoking Cessation brief intervention training and referral information was provided to 
Aboriginal health services, Aboriginal Health Workers and staff working with Aboriginal clients in the local district. The model 
of care has been integrated into an existing Aboriginal Healthy Living program to ensure sustainability.  

Results: We would like to present two case studies as part of our results: 

 55 year old female who has successfully quit smoking with the support of Ngandugadial 

 26 year old female who continues to find her quit smoking journey challenging but remains motivated by the 
support of the Ngandugadial program to keep trying. 

Conclusions: The success of Ngandugadial lies within the cultural competence of the model – unique flexible service delivery 
(choice of clinic, home visit, etc.), the provision of free NRT, and the trained staff. A further funding request has been 
submitted and is pending to start a social media campaign to target Aboriginal community members who do not engage with 
local community services and to expand the project into local high schools.  

References: 

1. South Eastern Sydney Local Health District, Directorate of Planning and Population Health (2014). Strategic Plan for the 
Prevention of Smoking and Harm from Smoking 2014-2017. Sydney: SESLHD. 
2. Commonwealth of Australia, Department of Health (2015). Tobacco Key Facts and Figures. Canberra: Commonwealth of 
Australia. www.health.gov.au/internet/main/publishing.nsf/Content/tobacco-kff. 
3. Johnston V et al. BMC Public Health 2012; 12(1): 963-977. 

 

Rumbalara Chronic Disease Program 

Rebecca Kelleher, C McGee, H Briggs, Jennifer Smith-Moor 

Rumbalara Community Health Service, Mooroopna, VIC 

Introduction/ Background: Many Government statistics are available about the Aboriginal Population, including the health 
data around the health gaps between Indigenous and Non-Indigenous Australians. Within this presentation the speakers will 
discuss the findings from research done within the Rumbalara Aboriginal Health Service. These findings helped to build upon 
the Chronic Disease Program. Using 7 key Health Determinants, the Chronic Disease Program aims to improve outcomes that 
can help to close these gaps for the patients and furthermore, the local community.  

Methods: Rumbalara conducted qualitative research which compared and contrasted health indicators found in Australian 
Bureau of Statistics data with data found in the Rumbalara Health Service database. The data was in three groupings: 
Indigenous Australian population, Non indigenous Australian population, and the indigenous population of Greater 
Shepparton. The 7 key areas for data collection were; Cardiovascular Disease and Hypertension, Diabetes, Kidney Disease, 
Smoking, Obese/ Overweight, Asthma, Mental Health/Mental Illness. From this data a general profile of Aboriginal and 
Torres Strait Islander health in the Greater Shepparton area was compiled.  Using these results the Chronic Disease Program 
at Rumbalara Health are working towards closing the Chronic Disease Health Gap. Our presentation will focus on diabetes. 
Implementation of the Diabetes Unit is well underway and Rumbalara patients will also be part of an Australian wide study 
for Aboriginal people for the new Libre BGL monitoring system.  

Results: The research found that ATSI people in the Greater Shepparton area have high chronic disease rates in the 7 areas 
examined, and in some instances alarmingly higher rates of chronic disease compared to the general ATSI population. 

Conclusions: From the results of the study Rumbalara was able to make some changes in its structure to try and assist with 
closing the gap in the 7 examined areas.  A streamlined intake service has been implemented to make a more seamless 
service for patients, and is now operating and will continue to become more effective. The chronic Disease area is also under 
a restructure and has become a team of staff to assist patients with their chronic disease at Rumbalara Health Service. The 
team consists of a chronic disease nurse, Care Coordination worker and is currently in the process of employing an outreach 
worker. 



 

40 

 

16.15 – 16.45 Concurrent Session: Whole of Life Care 
 

Palliative Care and Patient Choice: An Innovative Model for Improving End-of-life Care 

Christine Pollicino,
1
 Phillip Good,
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 C Kilkenny,

1
 D Shotton

4
 

1
Health Programs and Quality, Bupa HI Pty Ltd, Sydney, NSW; 

2
Director of Palliative Care, St Vincent’s Private Hospital, 
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3
Community Specialist Palliative Care Service, St Vincent’s Private Hospital, Brisbane, QLD; 

4
Health Programs 

and Quality, Bupa HI Pty Ltd, Adelaide, SA 

Introduction:  In the next 25 years the number of Australians who die each year is predicted to double.Ŧ Improving end-of-
life care to give people dignity, respect and choice is imperative.  

Of the 70% of Australians who expressed a wish to die at home, only about 14% did so (Swerissen et al, 2014). Bupa and St 
Vincent’s Private Hospital Brisbane (SVPHB) have partnered to pilot an innovative model to overcome key challenges and 
deliver patient choice.   

The Bupa Palliative Care Choices Program represents a Queensland first, empowering Bupa patients with a life-limiting 
condition, to choose where to die (and be cared for) as the end of life approaches. Participants are supported to identify and 
implement their choices. Personalised specialist intensive palliative care support services are offered at home or in hospital 
accordingly.     

It is anticipated this program will lead to improved patient experience, more personalised care, and contribute to a more 
cost-efficient health dollar expenditure. 

Methods: The program evaluation will assess: 

 Efficiency: Does the program represent a more efficient use of funds?   

 Effectiveness: Is the program more cost-effective than care delivered in a hospital setting? Does it lead to more 
appropriate care being delivered? The end-of-life experience of participants will be compared with a similar cohort 
of Bupa patients regarding health service utilisation, medical treatment and benefits paid. 

 Choice: Where do patients choose to receive palliative care? Does their preference change as end of life 
approaches?  

 Achievement of Preferred Place of Death (PPD): What percentage of patients died in their PPD? 

Results: At 6 months, a total of 58 patients had been accepted into the program. Preliminary results indicate that of the 29 
patients who have died, PPD was known for 24 patients (83%), and was met for 20 of the 24 patients (83%). In 50% of these 
patients, PPD was in hospital (12 patients). Lower cost per patient compared with baseline estimates has also been observed, 
and will continue to be monitored.  

Conclusions: The Program demonstrates private partners working successfully together to deliver patient-centred palliative 
care that empowers end-of-life care choices. The results and insights explored will contribute to a better understanding of 
patient preferences regarding both end-of-life care and place of death, and improving patient outcomes and experience in an 
affordable way. 

Reference: Swerissen H et al. Dying Well. Grattan Institute. 2014. ISBN: 978-1-925015-61-4 

 

“I Wanted to Eat a Bullet” But Care Coordination from HARP “Has Given Me Back My Dignity and 
Made Me Want to Get Out There and Live Again” 

Linda Kar, Hospital Admission Risk Program (HARP), Barwon Health, Geelong, VIC 

Introduction: HARP provides a client focused approach of care by listening to the client’s story.  HARP is a regional care 
coordination outreach service for people living with complex needs. The interdisciplinary health team visits clients in their 
own home and promotes collaborative care. HARP supports self-management by creating an environment which enables a 
client to work towards positive health behaviour and actively manage their own health needs.  The HARP care coordination 
model enabled an individual to achieve her health goals while driving change to the organization. 

Method: The Barwon Health Strategic Plan aligns with the Australian Commission on Safety and Quality in Health Care 
requirements for Partnering with Consumers.  The Consumer Centred Care policy defines care that is planned, delivered and 
evaluated in partnership with consumers, carers and the community.  Heather shared her story through an organisational 
wide system that captures consumer stories to engage with and learn from consumer experiences. Heather was the first 
HARP story captured and used for service development and education. 
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Results: Heather was 45, morbidly obese and suffering a range of crippling health issues which meant she had not left her 
home in the past three years. As well as having reduced mobility, Heather suffered social isolation, depression, anxiety and 
functional decline without regular medical review.  

At referral to HARP, Heather: weighed 212 kg, did not have any underwear or clothes that fitted, could not reach her feet to 
put on her own shoes, was too large to fit in a car, her teenage daughter was her carer. Watch VIDEO of Heather’s Story  

After 14 months of support, Heather was discharged from HARP: lost over 70 kg, able to walk to her backyard and hang 
clothes on the washing line, able to go shopping to Kmart and the supermarket, bought a car, recommenced driving and was 
teaching her daughter to drive, enjoys walking the dog, socialising and visiting friends at their home. 

Conclusions: Heather achieved her care plan goals of significant weight loss, increased mobility, ability to self-care and 
accessing the community.  Heather’s Story is available for education on the Barwon Health online learning module for all 
staff, shown in staff training sessions and was presented to the Executive. Governance Committee and Board of Directors.  
This led to organizational change and now inpatients over 160kg have new equipment available and are prioritized to 
specialized areas.  Heather is aware that her feedback has resulted in improved safety and quality of care for bariatric clients 
in the future and increased awareness of the success of the HARP care coordination model. 

Reference: Australian Commission on Safety and Quality in Health Care (2012). Standard 2: Partnering with Consumers. 

 

16.15 – 16.45 Concurrent Session: Chronic Disease Stream 
 

Getting CareFirst Right: Evaluation of a Complex “Real World” Chronic Disease Management 
Intervention 

Rebecca Tinning,
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3
 R Bell

4
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2
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3
School of Medicine, UOW, NSW; 

4
Medibank Private 

Background: As the number of people living with one or more chronic conditions continues to rise, the burden on individuals, 
families, communities and healthcare providers increases too. The provision of high quality chronic disease management 
programs in primary care has been identified as central to reducing the impact of chronic disease on patients and the health 
care system. The CareFirst pilot sought to establish if a dedicated program that supports and enhances usual chronic disease 
management in primary care could improve patient experience, self-management capability and quality of life, leading to 
improved disease control and risk of hospitalisation. 

Methodology: Evaluating complex “real world” interventions such as CareFirst using traditional epidemiological approaches 
is not only problematic but has limited value. The pilot wanted to test not only the efficacy of the program, but also the 
feasibility of working in partnership with General Practitioners to deliver the program.  Therefore, the study design for the 
CareFirst Pilot was a mixed methodology approach which included both quantitative (pre and post intervention study) and 
qualitative methods (structured surveys and semi-structured interviews).   The framework for the evaluation of the pilot 
included three distinct phases 

 Processes: Was the program implemented effectively, did it improve the delivery of chronic disease management 
programs in participation practices and were patients and clinicians receptive to the program  

 Impacts: Did CareFirst improve the health status and self-management capabilities of participants? 

 Outcomes: Did CareFirst improve disease control and reduce risk of hospitalization? 

Results:  Participants responded very favourably to CareFirst; the program was well received by GPs and embraced by their 
practice nurses and facilitated best practice and meaningful use of MBS CDM items. Self-management capability and 
enduring self-confidence was greatly improved. There were positive trends in all clinical indicators, with significant 
improvements in several of them and decreased risk of hospitalisation. 

Discussion: There were a number of limitations to the study – there was a small sample size, no control group, and some 
issues with data quality. However, the design and evaluation process allowed the researchers to successfully test the efficacy 
and feasibility of the pilot.  

The GP led, practice nurse delivered program gave participating clinics the ability to revolutionise the way chronic disease 
services were delivered to their patients. 
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Coordinating Veterans’ Care – The Challenges and Opportunities from a Large Scale Chronic Disease 
Management Program 

Jane Gallagher,
1
 David Cross

2
 

1 
Health Programs, Department of Veterans Affairs, ACT; 

2
 Health Services, Bupa, VIC 

Introduction/Background: In May 2011 the Department of Veterans Affairs implemented the Coordinated Veterans Care 
(CVC) program, a targeted chronic disease management program focused on delivering enhanced levels of care to Veterans 
who are at increased risk of admission to hospital. The program is delivered through a Veteran’s treating General Practitioner 
and their Practice Nurse, and focuses on creating collaborative care plans between the service providers involved in the 
veterans’ care. The CVC program is delivered in partnership with Bupa as the primary service provider, Flinders University 
(2011-2016) and Australian Catholic University (2016-current) as the training and education providers. In the five years since 
launch the program has delivered services to over 30,000 veterans managed by 12,000 General Practitioners. Given the 
accumulation of information from this significant volume of participants it is appropriate to review the progression of the 
program, identifying the learnings and highlighting areas for further enhancement.  

Methods: The CVC program is a collection of several discrete service elements which are each designed to improve the 
effective delivery chronic care to program participants. Several of these program components use of the significant volume 
of health data (collected by DVA) to better inform practitioners regarding the services received by their patients. 
Components of the program include: Targeting - a selective targeting program to identify “at-risk” patients and communicate 
to their providers regarding eligibility for the program; Patient Treatment Reports - delivery of comprehensive patient 
treatment reports which detail to services provided to each veteran over the last 6 or 12 months; Program Monitoring – 
ongoing participant tracking and program level reporting and evaluation that provides DVA with real time information to 
manage the program. Five years on from the start of the program each of these components can be reviewed both in terms 
of the contribution they have made to the success of the program, and the success (or not) of their individual 
implementation. 

In addition to the operational knowledge of the CVC program, DVA along with its service partners has used findings from 
formal and informal evaluations of the CVC program to create a plan for a new and improved CVC program. This oral 
presentation will examine each of the key components of the CVC program and discuss the challenges of implementing a 
large scale chronic disease management program in a complex health system. We will discuss the effectiveness of patient 
targeting, along with the uptake and impact of the Patient Treatment Reports. The presentation will also discuss the 
opportunities which have been uncovered over the last six years and will present the next phase of the CVC program to be 
implemented over the next two and a half years.    

 

16.45 – 17.10 Oral Health Plenary 

Indigenous Australian Oral Health through the Ages: Prevalence and Prevention of Chronic Oral 
Diseases  

Dr Kostas Kapellas, Australian Research Centre for Population Oral Health, Adelaide Dental 
School, The University of Adelaide, SA 

The two most common chronic oral health diseases are dental caries and periodontal disease. Dental 
caries is the process of sustained mineral loss of tooth structure that, over time, leads to cavitation. 
Untreated caries may lead to chronic pain and loss of function in the affected area. Treatment, depending 
on caries severity may involve conservative restorations or in the worst case, extraction. In young 
children, premature extraction of teeth can impact speech, development of the jaw bones and result in a 
crowded dentition. Periodontal disease is caused by a chronic infection and inflammation of the tissues 
surrounding teeth. It has been associated with chronic conditions including Type II diabetes mellitus, 
cardiovascular disease, rheumatoid arthritis and even contributing to pre-term birth. Treatment of this 

condition often requires repeated appointments to physically remove tartar and dental plaque from above and below the gums. In severe 
cases, periodontal disease will cause teeth to become mobile leading to tooth loss. 

This presentation will report on Indigenous Australian oral health research of infants, children and adults that has been conducted over the 
past decade. Risk factors and strategies to prevent early childhood caries of toddlers will be discussed via results of the Baby Tooth Talk 
randomised trial. Selected findings from the National Child Oral Health Survey 2012-2014 will highlight differences in dental decay rates 
among a representative sample of 24,664 children across Australia. Results from the PerioCardio randomised trial will report on the 
association between periodontal disease and arterial stiffness and also the effect of periodontal therapy on arterial function. Finally, results 
from several systematic reviews will summarise the current evidence connecting periodontal disease to diabetes and chronic kidney 
disease. 
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17.10 – 17.30 HealthLinks Plenary 
 

HealthLinks Chronic Care: A Hospital Funding Approach to Incentivise Better Value Care for People 
with Chronic and Complex Conditions  

Prof Don Campbell, Director, General Medicine, Monash Health, 
VIC 

Tanya Sewards, Principal Program Manager, Integrated Care for 
Chronic Disease, Victorian Department of Health and Human 
Services 

Introduction/Background: We know: 

 people who are frequent users of hospital inpatient 
services often have chronic and complex conditions 

 the number of people living with chronic and complex 
conditions are increasing 

 a mix of integrated community, primary and tertiary health services can improve the outcomes and experience of 
people living with chronic and complex conditions and may reduce the need for inpatient care 

 current activity based hospital funding systems offer little incentive for, and may be a barrier to, hospitals 
collaborating in integrated community-based care and active management between hospital care episodes.  

Methods: The HealthLinks funding model: 

 identifies patients at risk of 3 or more unplanned admissions in a 12-month period using a standardised computer 
search of mandatory emergency and Inpatient episode administrative data. 

 creates capitation grants that: 
o cover the costs of inpatient care 
o can be used to design models of care with the potential to reduce demand for inpatient services - inclusive 

of services that reach beyond the traditional hospital walls 

 offers health services the flexibility to design their intervention(s) to align with business models and strategic 
directions. 

Results: Five major metropolitan health services have entered into HealthLinks funding agreements. Based on the experience 
of the HealthLinks pilot at Monash Health Service (Monash Watch – Keeping an eye on vulnerable patients at home), the 
learnings to date suggest: 

 more flexible funding arrangements and incentives can drive the provision of a mix of primary, secondary and 
tertiary care within health services 

 it may be possible to reduce the need for inpatient care for patients through earlier and more coordinated 
community-based support  

 further study of care models is required to determine improvements in patient experience and outcomes through 
the provision of integrated services can also align with reductions in overall costs for patient care. 

 there are a range of existing services that could be better targeted to support patients with chronic and complex 
conditions (i.e. health independence program) 

 there is a need to shift away from medical management approaches for people with chronic and complex conditions 
to better understand social risk factors and how to better integrate health and social services. 

Conclusions: The early experience of HealthLinks Chronic Care has demonstrated that there is an opportunity to use funding 
levers to encourage the implementation of more integrated service provision that can improve patient outcomes and may be 
more cost effective. Participating health services have demonstrated a strong interest in cross-learning and reflection, 
facilitated by monthly and ongoing clinical collaboration meetings. The program is being independently evaluated for both 
funding and patient outcomes. 

 

 

 

 

 

 

 

 



 

44 

 

Conference abstracts 

Tuesday 12 September 2017 – Day 2 

07.30 – 08.15 Breakfast 

Putting the patient at the centre of care in the cardiac recovery journey 
Panel: Prof Timothy Skinner, Dr Marcus Ilton, Hugh Ackerman, Liz Sweetman, Lyn Dimer  
Panelists will explore how patient centred care and principals underpin the delivery of cardiac services across Australia. The 
panel will examine the practical ways policy makers and health professionals can implement and ensure that service delivery 
focuses on placing the patient front and centre of the cardiac care. The panel will include cardiologists from NT Cardiac, 
cardiac nurses, health professionals from the acute and primary health areas, and chronic disease policy personal and 
community members who have had treatment for heart disease.  
 

08.40 – 09.50 International Keynote Speaker Plenary 

Leveraging Population Health Technology to Improve the Health of Children 

Dr William Feaster, Chief Health Information Officer (CHIO), Children’s Hospital Orange County, 
USA; Clinical Professor, Anesthesia and Pediatrics, Stanford University School of Medicine, USA 

For the past twenty years, Children’s Hospital of Orange County, California, has been managing 
the care of 150,000+ Medicaid (low-income, government funded) patients for which CHOC 
receives full-risk capitated payment (per member per month).  Keeping the well well and the ill as 
well as they can be has been CHOC’s goal for all these years, but until recently, CHOC did this 
without population health analytics and tools.  Some basic reporting off claims data was useful, 
but provided limited data for disease management.  In 2014, CHOC decided to adopt Cerner’s 
HealtheIntent population health platform, and as the first children’s hospital to do so, became 
Cerner’s development partner for pediatric disease-specific registries, a care management 

platform, descriptive analytics from the platform and advanced data science based tools for prescriptive analytics.  This 
presentation will describe the development and implementation of these population health tools, their current usage, and 
provide examples of how we’ve improved the care of patients with common pediatric diseases like asthma, accompanied by 
substantial financial benefits to the organization and affiliated physicians. 

 

Health Behaviour profiling – A Data Driven Approach to patient Activation 

 Dr Aart Van Halteren, Principal Scientist, Philips Research, Professor of Health Behaviour Informatics, 
Vrije Universiteit, Amsterdam, The Netherlands 

Chronic disease management programs and specifically ambulatory care programs aim to improve the 
quality of life by patient centric care. Smart algorithms can identify the persons at risk for one or more 
chronic conditions, followed by a systematic approach that  promotes self-management by patients and 
address the illnesses or conditions with maximum clinical outcome. 
 Unfortunately, not every patient benefits from these programs. The variation is huge, although on 
average patients benefit from these programs, for some patients it seems to have very little impact. A 
patients’ capability to self-manage, the level of activation and engagement are important pre-requisites 
for a patient to benefit from a program. 

 How can a patient be optimally engaged to yield the most benefit from a care program? 
 Delivering personalized and continuously tailored psycho-social care will enable a patient and their care team to jointly achieve the care 
program objectives. In this talk we discuss the establishment of Health Behavior Profiles as an important step for personalized and 
continuously tailored psycho-social care. Health Behavior Profiles are individualized data structures that can be used to indicate non-
adherence risk and barriers to self-management. Health Behaviour Profiles can also be used to develop personalized plans that address 
these risks and barriers. 
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09.50 – 10.10 Single Concurrent Sessions 
 

Economic Evaluation of Indigenous Healthcare Programs in Northern Australia: A Review 

Michael Stephens,
1,2

 EJ Callander
1
 

1 
Australian Institute of Tropical Health & Medicine, James Cook University, Townsville, QLD; 

2
National Aboriginal Community 

Controlled Health Organisation (NACCHO), Canberra, ACT 

Government healthcare spending for Indigenous Australians is higher than for non-Indigenous Australians yet it does not 
appear to be impacting health outcomes equitably, especially in remote areas.  Northern Australia is flagged for future 
investment and has a high concentration of Indigenous people compared with southern Australia. Validated economic 
evaluation of healthcare is critical to deliver the best allocation of scarce resources for Indigenous communities in Northern 
Australia however Australian standards for economic evaluation do not relate well to Indigenous people.  We present a 
systematic review of recent economic evaluations of healthcare-related interventions involving Indigenous people living 
within Northern Australia.   The review uses Preferred Reporting Items for Systematic Reviews and Meta-Analyses guidelines 
and includes peer-reviewed and grey literature from Northern Territory, Queensland and Western Australia published 
between 2010 and 2016.  Sixteen evaluations meeting inclusion criteria were reviewed.  These studies used disparate 
methods for evaluation.  Eleven records involved full economic evaluations and thirteen studies took a strong state or 
territory service focus.  Only 2 studies used a comprehensive societal perspective.  Seven studies captured patient health 
service use that extended outside of a state/territory hospital environment.  Consideration of patient perspective was low.  
Northern Australian Indigenous healthcare evaluations in this region have not been conducted consistently or in sufficient 
depth.  A number of valid reasons are identified for why this may have occurred.  There is general focus on state and territory 
health systems and national patient-linked data are underused.  Heterogeneous economic evaluation methods mean that 
decision makers may have difficulty in comparing interventions within, and outside the health sector.  A greater focus 
unifying evaluation methods including consumer and societal perspectives may be useful in this context. 

Acknowledgement: The authors recognise that there many Aboriginal and Torres Strait Islander peoples in Australia, 
however for economy of language and readability the word ‘Indigenous’ is used to represent all Aboriginal and Torres Strait 
Islander peoples throughout this article. 

 

Bringing the Behaviour Change Wheel to Life  

Leva Azadi, N Huang 

Remedy Healthcare Pty Ltd, VIC 

Introduction/Background: Evidence for effective chronic illness care is accumulating, establishing self-management support 
as a core tenet for better outcomes (Thoesen Coleman et al., 2005; Harris et al., 2008). Notwithstanding this, efforts to 
translate this evidence into effective self-management support for patients are variable (Harris et al., 2008). Healthcare 
systems are being challenged to assume a greater role in supporting people to better care for themselves (Ryan, 2009) and 
health coaching is one option for partnering with patients to build self-management capabilities (Lawn et al., 2010). 
However, there is uncertainty regarding its ability to achieve effective self-management and clinical outcomes (Lawn et al., 
2010; Olsen et al., 2010).  One suggestion is that programs have been designed without an established theoretical framework 
to guide behaviour change (Olsen et al., 2010).  This paper outlines the steps taken to design a coaching program grounded in 
behavioural theory, using the Behaviour Change Wheel (BCW) (Michie et al., 2011).  It identifies plausible mechanisms for 
desired changes within the delivery context, ensuring program content will work for intended target conditions and patient 
groups. 

Methods: A desktop review of evidence identified a range of behavioural requirements related to effective self-management 
in chronic conditions. These behaviours were mapped against the three BCW domains of capability, opportunity and 
motivation to ensure each element leading to behaviour change was covered. This was reviewed by a panel of clinical experts 
and combined with behaviour targets and outcomes for measurement.   

Results: Seventeen requirements for effective self-management were identified. These were integrated as content into eight 
modules of care for Remedy health coaching delivery. Capability requirements include: disease understanding and ability to 
monitor symptoms, risks and triggers. Opportunity requirements include: access to a healthcare team; attend scheduled 
appointments and connection to social supports.  Motivational requirements include: confidence; beliefs; action planning 
and managing emotions. Patients select modules that are most important to them, based on personal health goals and 
discussions with the coach.  Data are collected throughout episodes of care to support flexible delivery, as well as the 
measurement of change mechanisms along with clinical outcomes.  

Conclusion: Not all coaching programs are equal. Program design grounded in a credible theoretical framework provides for 
greater confidence in fidelity of delivery and its likely success. Matched with a strong evaluation component, this will 
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ultimately allow for specific understanding of what worked for whom and in what context, to acknowledge the complexity 
and non-linear nature of health interventions and its impacts in the health system.     

References 
Harris M et al. MJA 2008; 189:S17–S20. 
Lawn S et al. Patient Educ Couns 2010; 80(2):205-11. 
Michie S et al. Implement Sci 2011; 6:42. 
Olsen JM et al. Am J Health Prom 2010; 25(1). 
Ryan P Clin Nurse Spec 2009; 23:161-72. 
Thoesen Coleman M et al. Am Fam Physician 2005; 72:1503-10. 

 

Mummatters: A Digital Tool Promoting Early Intervention for Perinatal Depression 

Susannah Newman, E Green, J Ngai 

Health Content Solutions, Bupa Australia and New Zealand 

Introduction/background: In complex conditions that are best managed with the support of a healthcare team, technology 
that facilitates self-monitoring and help-seeking can help bridge gaps in interdisciplinary care.  

mummatters is a free online mobile health tool that enables women to self-assess for symptoms of depression or the 
presence of psychosocial risk factors, and supports them to seek help if needed. The tool targets women who are pregnant or 
have recently had a baby with the purpose of preventing or mitigating the impact of perinatal depression. mummatters also 
encourages women to create a tailored wellness plan and to regularly ‘check-in’ to monitor their emotional health. Summary 
reports can be generated directly from mummatters for women to share with their health care provider. 

With an estimated 1 in 8 women experiencing perinatal depression, mummatters meets a need for increased awareness and 
early intervention. 

Methods: An external evaluation is being conducted by the University of NSW. The mummatters evaluation will examine the 
impact of this online tool on women’s mental health. Data will be collected from consenting women at 1-month, 3-months, 
and 6-months in addition to the mummatters self-assessment measures.  

Results: Data from the first 200 women enrolled in the evaluation will be presented.  

Preliminary results are: 

 In the six months since mummatters has been ‘live’, nearly 2,000 women have signed up and are receiving monthly 
support.  

 50% of users are antenatal and 50% are postnatal.  

Over half of the users either have symptoms or risk factors of depression. Thirty-six percent of these women report having 
seen a healthcare provider after being prompted by mummatters. 

Conclusion: New and expectant mums may be reluctant to disclose psychological distress, even to members of their 
healthcare team, because of concerns about being regarded as ‘not coping’. mummatters is a valuable digital tool for women 
to get regular support for mental wellness throughout the perinatal period. It is promoting awareness and early intervention 
for women at risk or experiencing symptoms of depression during this life stage, through increasing help-seeking behaviour 
and facilitating communication with healthcare providers. 

 

Remote Area Nurse Safety – Implementation Update 

H Keighley, Janet Anderson  

NT Department of Health, NT 

In 2016 the death of Remote Area Nurse (RAN) Gayle Woodford triggered widespread concern about the safety and security 
of nurses and midwives working in remote communities across Australia.  In response to these events the Northern Territory 
(NT) Department of Health initiated a review into safety policies and practice across NT Health services.  This paper will 
discuss the process followed and the implementation of recommendations to date for this important review.  

In April 2016 a project management team and steering group was established within the Department of Health (DoH) to 
oversight and direct the review process.  External consultants were engaged to work collaboratively with the project team to 
conduct interviews with NT Health service staff employed in all 51 remote Primary Health Care (PHC) services across the NT.  
The external consultants provided an ‘arm-length’ independence to the project.   In addition, the internal project team 
reviewed documentation including Work Health and Safety policies, callout practices, orientation/induction and equipment 
safety and quality checks.  The review built on previous research and findings in the literature and considered contributors to 
staff safety such as cultural awareness and preparation for clinical practice in the remote environment with particular 
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consideration of orientation and induction procedures in the context of high levels of staff turnover.  Other major 
considerations in regard to staff security relate to clinical governance and policy development, safety equipment available 
and infrastructure issues.  The presentation will also include progress to the time of the conference in the implementation of 
the review recommendations. 

 

10.40 – 11.40 Nutrition and Health Plenary 

 

Contemporary Australian Bush Medicine Research: Benefits Arising from the Integration of Traditional 
Knowledge with Western Science 

Dr Bradley Simpson, Research Fellow, National Institute of Complementary Medicine, School 
of Science and Health, Western Sydney University NSW 

Aboriginal peoples’ relationship and connection to country (traditional homelands) is known to 
play an important role in their overall health and wellbeing. They possess significant 
awareness and intimate knowledge of their environment, tying together land, flora, fauna and 
people. This indigenous cosmology as it is referred to by some groups/communities, including 
the Kuuku I’yu (Northern Kaanju) people that I collaborate with, is the underlying driver of 
sustainable land management, ecological and social restoration and preservation of traditional 
knowledge. 

The importance of preserving natural resources including plant (bush) medicines and associated traditional knowledge was 
identified by the Kuuku I’yu people as a priority area in fulfilling their biocultural conservation agenda. To do this, they 
initiated the Kuuku I’yu Medicinal Plants project with a group of university-based scientists to help establish research on 
homelands with the long-term view of developing sustainable plant-based medicinal products. After more than ten years of 
research, our program has become a recognised model for collaborative research between Aboriginal communities and 
university researchers. While a number of benefits have arisen from this work, including protection of indigenous intellectual 
property our journey has paradoxically highlighted the inadequacies of current legal and regulatory frameworks pertinent to 
the ongoing success of this work. 

 

Nutrition and the Prevention of Type 2 Diabetes and CVD: Impact of the Traditional Diet of Australian 
Aborigines  

Prof Kerin O’Dea, Honorary Professor, University of Melbourne, University of South Australia, 
Menzies School of Health Research, Darwin. 

When Indigenous Australians lived traditionally they were lean and fit and free of the chronic 
lifestyle-related diseases that plague them today, including type 2 diabetes and related 
conditions. The prevalence of these conditions has risen sharply since the early 1980’s and 
affects disadvantaged Australians most seriously. One of the primary drivers has been the 
deteriorating quality of the food supply, and the powerful promotional activities of the 
processed food and beverage industries. 

We have previously reported that Aboriginal people with type 2 diabetes reverted to their 
traditional hunter-gatherer lifestyle for just 7 weeks, all of the metabolic abnormalities of 

diabetes were greatly ameliorated or reversed, as were the major risk factors for cardiovascular disease.  Three factors were 
likely responsible for these striking improvements: low energy intake; high protein diet; and elevated physical activity. 

 

11.40 – 12.20 Concurrent Session: Aboriginal Health Stream 
 

Improving Food and Drink Provision in Remote Top End Schools 

Khia De Silva, A Barnes, E Chan, L Stoll 

Top End Health Service, Primary Health Care Outreach, Darwin, NT  

Introduction/Background: The school setting is often identified as playing a pivotal role in childhood obesity prevention; 
particularly the school canteen and other school meal programs (WHO, 2012). Foods purchased at, or provided by schools 
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make a significant contribution to a child’s daily nutritional intake. Working with schools to ensure healthy foods and drinks  
are available, and unhealthy foods and drinks are limited is an important childhood obesity prevention strategy. To date 
there has been limited evaluation of food provision in NT schools to determine if mandated school nutrition policies have 
been successfully implemented; particularly in the remote setting. The Top End Health Service (TEHS), Primary Health Care 
Outreach Public Health Nutritionists (PHN) set out to review the implementation of the NT Department of Education’s 
Canteen, Nutrition and Healthy Eating Policy in remote NT schools and work with schools to increase healthy food and drink 
provision if needed.  

Methods: 

1. Develop a process and suite of resources to assess foods and drinks being provided at Top End schools.  

2. Identify remote schools within the TEHS service delivery area and invite them to participate in the assessment process.  

3. Conduct initial and review menu assessments at participating schools. 

Results: 

• Eighty-five percent of eligible schools agreed to participate in the menu assessment process (n=28) – reaching 
approximately 5,000 students.  

• All participating schools completed the initial assessment (n=28) and 86 percent of these schools completed review menu 
assessments (n=24).  

• As per the NT Department of Education’s Canteen, Nutrition and Healthy Eating Policy, schools were classified as 
successfully implementing the policy if green items dominated the menu and there were no red items provided. The initial 
assessment found 3.5% of participating schools were successfully implementing the policy (n=1).  This increased to 25% 
following the review menu assessment (n=6).  

• The average proportion of green menu items increased by 15%, while the average proportion of amber and red menu items 
reduced by 3% and 12% respectively.   

Conclusion: Through the implementation of a menu assessment process, the project goal of increasing the provision of 
healthy foods and drinks across remote Top End schools was achieved. Ongoing monitoring and support is needed to ensure 
all schools are able to overcome barriers that prevent them from successfully implementing the NT Department of 
Education’s Canteen, Nutrition and Healthy Eating policy.  

Reference: World Health Organisation. Population-based approaches to childhood obesity prevention. 2012. Accessed 
17/4/17: 
http://www.who.int/dietphysicalactivity/childhood/WHO_new_childhoodobesity_PREVENTION_27nov_HR_PRINT_OK.pdf. 

 

Trachoma Programs in Australia Are Gaining Cross Departmental Collaboration to Support Elimination 
by 2020 

Emma Stanford,
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1
 Indigenous Eye Health, The University of Melbourne, VIC; 

2 
Centre for Disease Control, NT Department of Health, Alice 

Springs, NT; 
3
Environmental Health Public Health Division, Department of Health, Shenton Park, WA; 

4 
Department of 

Education NT, Darwin, NT; 
5
Central Australian Aboriginal Congress, Alice Springs NT; 

6
Department of Environmental Health 

NT, Alice Springs, NT 

Background: Australia is the only developed country to still have endemic trachoma, in some remote Indigenous 
communities. The WHO SAFE Strategy (Surgery, Antibiotics, Facial cleanliness, Environmental improvement) guides trachoma 
elimination. In addition to screening and treatment programs (S+A) concerted effort is required in facial hygiene and 
environmental improvements (F+E) to stop transmission and eliminate trachoma. Around 150 or 200 episodes of reinfection 
are needed to cause blindness so stopping transmission and reinfection is the key. However, with current allocation of 
resources (predominantly S and A) sustainable elimination of trachoma by 2020 is unlikely (1). Facial cleanliness (without 
infected eye or nose secretions) and safe, functional bathrooms are critical (2).  Population wide behaviour change for 
trachoma requires sustained clear and consistent messages and widespread engagement across sectors to support facial 
hygiene and environmental improvements.   

Methods: Jurisdictional teams undertake screening, treatment and health education. Multi-media and community-based 
health promotion activities have also helped. Culture and language is embedded in resources and community involvement 
and ownership are crucial for sustainable elimination. Inter-departmental collaboration has been developing in the last two 
years. The NT Department of Education enacted policy change when ‘clean faces’ was included in the National Curriculum. In 
2017, progress is well underway to operationalise support for trachoma elimination through NT schools. The WA Department 
of Environmental Health has supported trachoma elimination significantly for a number of years and recently began work on 
ensuring bathrooms are safe and functional to provide the environmental improvements critical for trachoma elimination. 

http://www.who.int/dietphysicalactivity/childhood/WHO_new_childhoodobesity_PREVENTION_27nov_HR_PRINT_OK.pdf
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Results: Trachoma rates in children in the endemic areas have fallen from 21% in 2008 to 4.6% in 2015. Trachoma-related 
knowledge, attitudes and practices have increased in communities and in clinic and school staff and the “Clean Faces, Strong 
Eyes” message and Milpa the trachoma goanna is widely recognised. However, to have clean faces children need safe and 
functional washing facilities at home and at school. The essential cross departmental collaboration between health, 
education, and housing is beginning to make progress.   

Conclusion: Trachoma rates have reduced dramatically with the current programs of antibiotic treatment, health promotion 
and community involvement. But to have the sustained elimination of trachoma intra-departmental silos need to be broken 
down to provide “Clean Faces and Safe (functional) Bathrooms” to stop future transmission. There is some good progress 
being made that has brought fresh commitment from education and environmental health sectors. 

References: 
1. Shattock AJ et al. PLoS Negl Trop Dis. 2015; 9(4): e000347               
2. Taylor HR. Trachoma: A Blinding Scourge from the Bronze Age to the Twenty-first Century. Melbourne, Centre for Eye 
Research Australia, 2008. 

 

11.40 – 12.20 Concurrent Session: Managing Change & Resources Stream 
 

St Vincent’s Heart Health Website – A Culturally Appropriate and Accessible Web Based Resource for 
Aboriginal Patients, Families and Health Workers to Improve Heart Health. 

Tamra Langley,
1
 C Holloway,

2
 P Deweerd

3
 

1 
Cardiac Rehabilitation Program, St Vincent’s Hospital, Sydney, NSW; 

2
Cardiology Department, St Vincent’s Hospital, Sydney, 

NSW; 
3 

Aboriginal Health Unit, St Vincent’s Hospital, Sydney, NSW 

Background: Cardiovascular disease (CVD) is the leading cause of death in Australia. Compared with non-Indigenous 
Australians, Aboriginal and Torres Strait Islander people are: 

 1.3 times as likely to have cardiovascular disease (AIHW, 2004) 

 Three times more likely to have a major coronary event, such as a heart attack (AIHW, 2006)  

 Twice as likely to be readmitted or die within the first 2 years of a heart attack (Katzenellenbogem et al, 2015) 

 Known to have a higher prevalence of risk factors for CVD (AIHW, 2004)   

Currently, the majority of education material provided to Aboriginal patients consists of written information which may be of 
poor quality, costly, outdated and reliant on competent patient literacy. Despite proven benefits of cardiac rehabilitation 
(Briffa, 2009), less than 5% of eligible Aboriginal and Torres Strait Islander people attend (Lea, 1999). Barriers include 
transport difficulties, limited access to culturally appropriate services and inflexible session times.  

To overcome this, a web based resource is being developed to improve outcomes for Aboriginal people by: 

 Reaching out and engaging with Aboriginal communities to clearly define their needs  

 Providing early access to information – available 24/7  

 Offering a flexible model for delivering cardiac rehabilitation (CR) 

 Enabling access to CR information 

Methods: Feedback was sought from Aboriginal stakeholders (patients, families, Elders and health workers) during outreach 
visits to understand the requirements to successfully implement an online cardiac resource for Aboriginal people. Feedback 
indicated a strong preference for culturally appropriate education using visual tools such as simplified images, animations 
and videos to illustrate cardiac risks, conditions, treatments and cardiac rehabilitation guidelines. Written content needed to 
be in familiar language, and when possible in story telling format.  

The next steps involved: 

 Scoping and designing the website 

 Securing funding   

 Ensuring access to the website via computers, digital tablets and smart phones 

 Marketing of the resource – social media, ambassadors, partnerships and outreach 

 Collaboration and engagement with Aboriginal stakeholders to provide training on using the website     

Though live now via https://svhhearthealth.com.au, the Aboriginal component will be completed mid-2017. It will then be 
available on a USB stick for Aboriginal health workers across Australia to assist with patient education in areas with no 
internet access. 

Results: Anecdotal evidence suggests that the microsite is already having a profound impact on the delivery of cardiac 
education and support for Aboriginal stakeholders by: 
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 Enabling health workers to direct patients and families to education prior to their hospital admission  

 Improving patient awareness and understanding 

 Up-skilling staff in local, regional and remote communities  

Within the first 12 months https://svhhearthealth.com.au has over 18,000 users and continues to grow globally. The 
Aboriginal microsite https://svhhearthealth.com.au/aboriginal is linked to this resource. 

Conclusion: The website is viewed by Aboriginal people, from a variety of communities, as a valuable resource for improving 
the heart health amongst Aboriginal people. 

References: 
AIHW. Cardiovascular disease and its associated risk factors in Aboriginal and Torres Strait Islander peoples 2004 05, Cat No. 
CVD 29, June 2008 
Mathur S, Moon L, Leigh S. 2006. Aboriginal and Torres Strait Islander people with coronary heart disease: further 
persprectives on health status and treatment. Cardiovascular disease series no.25. Cat. No. CVD 33. Canberra: AIHW 
AIHW. Heart, stroke and vascular diseases Australian facts 2004. AIHW Cat. No. CVD 27. Canberra: AIHW and National Heart 
Foundation of Australia (Cardiovascular Disease Series No.22).  
Briffa TC et al. Med J Aust 2009; 190:683-86.  
Katzenellenbogen JM et al. Information for Action: Improving the Heart Health Story for Aboriginal People in Western 
Australia (BAHHWA Report). Perth: Western Centre for Rural Health, University of Western Australia, 2015. 
Lea T. Report on GP based Cardiac Rehabilitation, Outreach Program for Aboriginal and Torres Strait Islander. Townsville: 
Townsville Division of General Practice, 1999. 

 

Eating Is Not Just About the Food 

Elizabeth Rhook, Health Promotion Team, Hepburn Health Service, Daylesford, VIC 

Background: A few passing comments alerted the chef at the local Senior Citizens Centre that perhaps some, maybe many of 
the members were not eating very well.  

This concern led to discussions between Hepburn Health Service (HHS) and Hepburn Shire Council (HSC), resulting in a 
partnership project designed to identify and address factors contributing to poor nutrition in this population group.    

Healthy Eating is a key priority health promotion area for both HHS and HSC, and therefore it was appropriate that the 
project was conducted across the three Senior Citizens Clubs in Hepburn Shire.  

Method: Seventy-four senior citizens were surveyed across the Hepburn Shire to ascertain the factors contributing to the 
poor eating habits. Common themes included constipation, dental problems, changes to taste and swallowing.  

The working group decided to provide feedback to the target group using a meal that was prepared and served to highlight 
some of the ways to address the issues identified in the survey – e.g. slow cooked meat for people with dental problems.  

Eating alone was identified as a barrier to eating well, hence the Senior Citizens group were invited to a “A Warm Lunch On A 
Cold Day” to enjoy a social gathering, be entertained and be provided with information and resources which could be of 
assistance with food preparation.  

Staff from both HHS and HSC were seated at each table to facilitate discussion, provide information, and gain anecdotal 
feedback to inform the evaluation of the event. 

Results: Evaluation results highlighted the need for socializing and the benefits of sharing a meal, the lack of knowledge of 
local services in particular public dental services, and the lack of awareness of aids available to assist in the kitchen. 

The evaluation on the day was followed up with a post-event evaluation three months later. 

The Project Outcomes:  

 110 people attended the luncheon on a very cold day   

 14 referrals to allied health and shire services were made on the day  

 130 tips (advice) sheets were requested  

 an additional barrier was identified, namely that issues with continence affect people’s eating and drinking habits.  

Outcomes for Service Providers:  

 reinforced the importance of person centred care   

 opportunity for allied health team building, and partnership building between HHS and HSC 

 promotion of local services.  

Conclusion: The project highlighted the issues which prevent senior citizens from eating well.  The luncheon proved to be an 
appropriate platform to address these issues and the post-evaluation indicated a sustained use of the advice provided.  
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11.40 – 12.20 Concurrent Session: Mental Health & Evaluation Stream 
 

Consuming Vitamin B Rich Spreads Improves Anxiety and Stress Scores but Not Depression: Healthy 
Child to Healthy Ageing 

Vasso Apostolopoulos, K Mikkelsen, K Hallam, L Stojanovska  

Centre for Chronic Disease, College of Health and Biomedicine, Victoria University, VIC 

Introduction/Background. Vitamins are dietary components other than carbohydrates, fats, minerals and proteins that are 
necessary for life. B vitamins are required for proper physical functioning through monamine oxidase production. The 
methylation cycle manages a wide range of crucial bodily functions including detoxification, immune function, mood 
balancing and controlling inflammation. Lowered methylation function has been implicated to contribute to chronic 
conditions including those of mental health. Yeast based spreads such as, marmite, vegemite and promite are made from 
leftover brewer’s yeast extract and are one of the world’s richest source of B vitamins including B1 B2 B3 B6 B9 and B12. The  
objective of the study was to evaluate anxiety, stress and depressive scores in participants who consume or do not consume 
yeast based spreads 

Methods: Individuals participating in the study were directed to complete an online survey consisting of 70-94 questions 
relating to the consumption of yeast based spreads, dietary and lifestyle habits and current mental and emotional state. The 
questionnaire included the depression, anxiety and stress score (DASS) questionnaire.  

Results: The final sample size of 520 participants was derived from a total of 678 surveys begun by participants. A one-way 
ANCOVA was used to determine whether there was a statistically significant difference between people who did and did not 
consume yeast based spreads on depression scores whilst controlling for gender, what type of diet the person usually ate, 
what supplements they consumed, consumption of soy milk, consumption of alcohol and a history of depression or anxiety 
as covariates. The results of the analysis indicated no significant effect of yeast based spread consumption on depression 
scores between groups. However, a significant impact of eating yeast based spreads on anxiety and stress scores were noted. 
Furthermore, those who consumed vitamin B12 fortified yeast based spreads showed further significant improvements in 
stress levels. 

Conclusion: People who eat yeast based spreads report better anxiety and stress levels than those who do not. Depression 
was not effected by whether a person consumed yeast based spreads. In relation to yeast based spreads fortified with B12 
specifically, a further significant impact on stress levels were noted. Consuming yeast based spreads (marmite, vegemite, 
promite, with added vitamin B12) from a very young age may lead to healthy ageing.  

 

The Effects of Vitamin B On the Immune / Cytokine Network and Their Implications in Depression 

K Mikkelsen, L Stojanovska, Vasso Apostolopoulos 

Centre for Chronic Disease, College of Health and Biomedicine, Victoria University, VIC 

Introduction/Background: Increasing evidence indicates that there are various interactions between the nervous system and 
the immune system, and that the immune system plays an important role in the pathogenesis of depression. Pro-
inflammatory cytokines (such as IL-1, IL-6, TNF- ve been implicated in the neurobiological manifestations of depression. 
The immune-cytokine network has powerful influence over the brain. In addition, deficiency in B vitamins has been linked to 
depression.  

Methods: The effects of vitamin B derivatives on cell surface markers, proliferation and cytokines of immune cells were 
determined.  

Results: Vitamin B derivatives induce immune cell changes.  

Conclusion: Understanding the immune cell changes in the presence of vitamin B derivatives could aid in a better 
understanding of how immune changes may correlate to depression, all of which will be presented. Finally, the information 
may lead to improved clinical outcomes, add-on vitamin B supplementation and a healthier ageing population. 
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11.40 – 12.20 Concurrent Session: Workforce, Mentoring Stream 
 

Implementation of a Multi-Disciplinary Workforce Development Program Focussing on Cardiac Health 
in the Northern Territory 

Natasha Murray, B Ellis 

Heart Foundation Northern Territory, Darwin, NT 

Background & Introduction: Heart disease is the single leading cause of death in the Northern Territory (NT), with it being 
the cause of death in one in nine Territorians, equating to two deaths from heart disease every week (ABS 2015). Over 3,500 
Territorians have heart disease, with Indigenous peoples having higher rates than non-Indigenous, and being more likely to 
experience significant barriers to services across the continuum of care, further impacting outcomes. Health professionals 
working with closely Territorians are uniquely placed to assist with overcoming some of these barriers; the Promoting Action 
on Research Implementation in Health Services Framework (PARiHS) (NCCMT, 2011) recognises that nurses are respected 
change agents at a local and system level. 

The Heart Foundation Nurse Ambassador Program is an initiative of the South Australian (SA) Division and has been in 
operation for 12 years, connecting with 225 nurses from across the state. This program has expanded to other Australian 
states and territories, including a pilot program in 2016 in NT. 

Method: The program was run as four full day workshops held quarterly including topics on cardiovascular health and project 
development. The first and last workshops were held in Darwin for all participants, and the second and third were held in 
both Darwin and Alice Springs, with local presenters at each location. Ambassadors also planned, delivered and evaluated 
Workplace Projects, based on current evidence based guidelines and/or Heart Foundation resources. 

Results: The program had a retention rate of 85% with 30% of those completing coming from Central Australia and 70% from 
the Top End. This program was the first in Australia to include participants who were Aboriginal Health Practitioners and 
Paramedics. 

All participants who completed the evaluation survey rated the overall program as Above Average (41%) or Excellent (59%). 
Networking and increased knowledge were overwhelmingly reported as the most useful parts of the program. 

Conclusion: The Heart Foundation Ambassador program is a valuable addition to professional development opportunities 
available to health professionals in the NT. It provides support to implement changes based on evidence based practice in the 
workplace to improve outcomes for patients with cardiovascular conditions. 

The program was well received by participants with overall positive feedback; the main area for improvement is with 
workplace projects. 

Ongoing support for Ambassadors also needs to be established to ensure appropriate advances in knowledge are passed on 
and networking opportunities remain. 
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Reference: National Collaborating Centre for Methods and Tools (2011). PARiHS framework for implementing research into 
practice. Hamilton, ON: McMaster University. (Updated 30 March, 2011) Accessed at 
http://www.nccmt.ca/resources/search/85  

 

Healthy Living NT, Darwin, Northern Territory, The Aboriginal Health Practitioner Diabetes Mentoring 
Project  

Elleni Thorbjorsnsen, Leanne Kuchel  

Healthy Living NT, Darwin, NT 

The high level of chronic disease present in remote Indigenous populations is indisputable. The successful delivery of health 
messages to these communities cannot be achieved through a siloed approach and a culturally sensitive client centred 
approach is paramount. 

The Aboriginal Health Practitioner (AHP) works as part of a multi-disciplinary primary health care team.  A large proportion of 
AHPs are employed in very remote clinics, where there is limited access to health care professionals (HCP) such as doctors 
and Credentialled Diabetes Educators (CDEs).  The unique role and respect for AHPs in their community enables provision of 
effective delivery of key health messages. (AIHW, 2015) 

The AHP Mentoring Partnership Program is funded by the National Diabetes Services Scheme (NDSS) started as a pilot 
program over the first half of 2016, since then ongoing and dually aims to upskill AHPs based in remote clinics and strengthen 
cultural competence of CDEs.  The objective of this partnership is for the AHP and CDE from Healthy Living NT (HLNT) to build 
a strong relationship where knowledge is shared. 

The project aims are twofold: 

 Improving health outcomes by changing existing communication frameworks from didactic to a collaborative 
mentoring  

 To achieve a more culturally receptive model of delivering health information to remote Indigenous clients in the 
Northern Territory (NT) 

Since January 2016 HLNT staff have engaged with AHPs with an existing service relationship from remote communities to 
form a mentoring partnership between CDEs and AHPs for a six-month period. The CDE live in the community for two periods 
of one week duration buddying with the AHP at work. Contact continues via email and phone outside these times. 

Since the commencement of this program HLNT credentialed diabetes educators have successfully engaged in three 
partnerships with AHPs from Yirrkala, Jabiru and Wurli Wurlinjang. The success of this program is highlighted by the 
responses and outcomes of the AHPs and CDEs. 

AHPs reported that they were feeling more confident when speaking with clients about their diabetes and had noticed 
changes in their mentor’s behaviour and understanding on what AHPs deal with in various people, on living conditions, how 
these mob survive with no proper housing, overcrowding and ignorance amongst other family members. 

CDEs reported they had a change in practice and approach in clinical contact with ATSI communities and the experience was 
positive as it enabled a two-way learning approach allowing the opportunity to see through each other’s eyes. 

 

13.10 – 14.10 Community Based Initiatives Plenary 

 

The Person Centred Health System - Lessons from the trenches in building ‘one team’ around people 
with chronic disease 

Dr Tony Lembke, Dr Tony Lembke, GP Alstonville Clinic, Chair, North Coast Primary Health Network, 
NSW; Executive Director of the Australian Centre for the Medical Home. 

Managing multi-morbidity is tricky.  

General practices and Aboriginal Medical Services are the specialists in the field of managing 
people with multiple long term medical conditions. How do you deliver evidence based, person 
centred care to each person who entrusts your practice to be their 'medical home'? 

This session explores the model of the Person Centred Health System, and outlines some of the 
successful improvement ideas that have been implemented by high performing primary care 
practices in Australia. 

These improvements fall into five main Change Principles: 

http://www.nccmt.ca/resources/search/85
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 engaging the whole practice team  
 data management  

 better systems for delivering care  

 a focus on self-management  

 integrating care throughout the health system 

 

Role of Pharmacy in Screening and Prevention of Chronic disease 
 

Prof Ines Krass, Professor in Pharmacy Practice, Faculty of Pharmacy, the University of Sydney, 
NSW 

Type 2 diabetes and cardiovascular disease (CVD) are leading causes of global morbidity and mortality, 
with a growing burden of disease in many developing and developed countries. Most of this burden is 
attributable to modifiable risk factors. Screening has been advocated as a means of identifying those at 
high risk in primary care, to enable early implementation of cost-effective lifestyle and pharmacological 
interventions for risk reduction. Community pharmacies are ideally placed to assist in the detection, 
education and referral of individuals at risk of diabetes and CVD. They are widely accessible and able to 
access an apparently healthy segment of the population who infrequently come into contact with primary 
care. This presentation will provide an overview of the role community pharmacy in secondary prevention 

of chronic diseases including type 2 diabetes and coronary heart disease. In particular it will focus on Australian studies investigating the 
feasibility, efficacy and cost effectiveness of community pharmacy screening programs in diabetes and CVD. 

 

14.10 – 14.50 Concurrent Session: Aboriginal Health Stream 

 

One Disease: Eliminating Crusted Scabies Via Care Coordination.  

Michelle Dowden, M Scolyer, I O’Meara, H Woerle   

One Disease, Menzies Building, Royal Darwin Hospital, NT  

Introduction/Background: One Disease is a non-government, not-for-profit organisation that aims to eliminate Crusted 
Scabies from Australia. Crusted Scabies has been classified by the World Health Organisation as a Neglected Tropical Disease. 
To control and eliminate Crusted Scabies, this infectious disease must be managed at the local level as a Chronic Disease.  

Methods: One Disease is working to eliminate Crusted Scabies in remote Indigenous communities in the Northern Territory 
by improving processes for the detection and management of the disease. A key strategy is to provide education and support 
for local health services, staff, and communities across the Top End.  

One Disease understands that people who have had Crusted Scabies must have lifelong follow-up including regular skin 
checks; and live in a ‘Scabies Free Zone” to prevent reinfection.  A major component of our work is to embed case 
management within Clinical Information Systems at the local level via an electronic Care Plan to ensure ongoing care of 
Crusted Scabies clients. 

Results: After undertaking an audit of files across Top End Health Service district, One Disease staff have determined the 
exact number of people suffering from Crusted Scabies. In addition to the audit results providing prevalence and disease 
burden data; our baseline information will also be used for education purposes; and for the development of an electronic 
care plan embedded in Clinical Information Systems.   

The findings of the audit revealed more education is needed around detection, diagnosis and long-term management of 
Crusted Scabies. 

One Disease believes the inclusion of prompts for skin checks and household Scabies Free Zone management within local 
Clinical Information Systems will assist health service staff to provide appropriate, comprehensive, coordinated, and timely 
care.  

Conclusions: In partnership with local health services, staff, and communities across the Top End; One Disease is working to 
improve systems for better management of Crusted Scabies. To eliminate this debilitating chronic disease, One Disease is 
working to improve knowledge in detection, diagnosis and long-term management of Crusted Scabies, while also embedding 
Care Plans into local electronic Clinical Information Systems.  
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The Invisible Homeless – Exploring the Challenges of Crowded and Insecure Housing for Families with 
Young Children in a Remote Community 
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Insufficient, insecure and/or inadequate housing are serious and enduring problems for remote Aboriginal families in the 
Northern Territory (NT) and social, health, educational and economic consequences are extensive. We will share the 
experiences and concerns of young families participating in a broader longitudinal study of child development and child 
rearing (2013-2018) being conducted in a remote region of the NT. Public housing is the only option in the study community 
as there is no private rental or house ownership. Most young families rely on extended family to provide accommodation. At 
best, parents and all their children share one room or an already crowded space in a living area. Sometimes the only option is 
a tent in the yard. Some move from house to house and never find a secure and stable space in which to bring up their 
children. In effect they are homeless. 

Participants described the consequences of this homelessness for their children and how it impacts on the families’ capacity 
to ensure the health and wellbeing of their children. Food security is a serious challenge and days without food are common. 
In the midst of their own hardship these families feel compassion for others in the house so they help them when they are 
hungry – and then their own food is gone. Living in crowded conditions generates conflict within families and sleep 
disturbance due to noise throughout the night impacts on work and school attendance. Often others in the house don’t take 
responsibility for paying rent, buying food, cleaning or paying for power – relying on the few who work hard. They also worry 
about sickness spreading due to many people in a small space, sharing one bathroom and kitchen. The negative influence of 
other, often older children – swearing, teasing, playing day and night – and no opportunity for young families to spend time 
together and with their children in their own space are also concerns. Crowding and housing insecurity must be addressed if 
Aboriginal children are to have the opportunity to develop their full potential. 

 

14.10 -14.50 Concurrent Session: Other Chronic Conditions Stream 

 

Self-Reported Impact of Exercise on Suffering Associated with Myalgic Encephalomyelitis/Chronic 
Fatigue Syndrome 

Nanette Gerlach,
1 

C Büsst,
2 

A Kelly
3
   

1 
Federation University Australia, Ballarat, VIC; 

2
Diabetes Victoria, Melbourne, VIC; 

3
Girl Guides Australia, Melbourne VIC 

(formerly of Emerge Australia) 

Myalgic Encephalomyelitis, also known as Chronic Fatigue Syndrome (ME/CFS) is a complex, highly debilitating illness which 
can lead to significant reduction in biopsychosocial functioning. The prevalence of ME/CFS has been estimated to be between 
0.4-1% (ME International Consensus Panel, 2012) It has been suggested that graded exercise may help improve ME/CFS 
symptoms, yet controversy has surrounded research into this approach. The current study asked participants suffering from 
ME/CFS about the effect of exercise on their symptoms. Preliminary results and possible implications will be presented. 

Reference: Carruthers BM et al. Myalgimyalgic Encephalomyelitis – Adult & Paediatric: International Consensus Primer for 
Medical Practitioners 2012. 

 

Care Coordination Four Years After a Traumatic Brain Injury 

Sandy Braaf,
1 

S Ameratunga,
2
 J Ponsford,

1
 A Nunn,

3
 B Gabbe,

1,4
 on behalf of the RESTORE Investigators and Steering 

Committee 
1
 Monash University, VIC;

 2
University of Auckland, Auckland, NZ;

 3 
Victorian Spinal Cord Service, Melbourne, VIC;

 4 
Farr 

Institute, Swansea University Medical School, Swansea University, Swansea UK 

Introduction/Background: Severe traumatic brain injury (TBI) is a devastating injury which can compromise a person’s ability 
to organise their own healthcare. The long-term effects of severe TBI can persist for years or indeed a lifetime, indicating it 
can be a chronic condition. To optimise recovery, complex care requirements often need to be coordinated by another. This 
study explored care coordination following severe TBI, including who was responsible, what it involved, and the challenges 
encountered four-years post-injury. 
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Methods: This qualitative study, nested within a population-based longitudinal cohort study, included 25 purposively 
sampled major trauma patients with severe TBI recruited from the Victorian State Trauma Registry. The patient or a proxy 
were interviewed at four years’ post-injury. All interviews were audio-recorded and transcribed, and a thematic analysis was 
performed.  

Results: Care coordination was predominately performed (albeit with some ambivalence) by family members. Health 
professionals and some insurers provided assistance more generally, but occasionally case managers and court appointed 
guardians coordinated care, particularly if the patient had concomitant mental health issues. Care coordinators reported the 
need for considerable skill and confidence to navigate the healthcare system including effective communication, information 
seeking, and decision-making. Common challenges encountered included fragmented service delivery, inadequate 
information provision, and a lack of health professional and insurer interest and expertise in severe TBI and integrated care.  

Conclusion: Care coordination following a severe TBI is vital to ensure patients’ unique, changing and ongoing needs are met, 
and their recovery and quality of life optimised. The findings highlight the need for greater attention to organisational health 
literacy, the need for support for people coordinating care, and the involvement of consumers in co-designing more 
responsive and integrated services across the continuum of trauma care. 

 

14.10 – 14.50 Concurrent Session: Evaluation, Quality and Safety Stream 

 

The Heroism of Incrementalism 

Mike Hutton-Squire for Prof Nancy Huang,
 
Remedy Healthcare, Melbourne VIC

 

Introduction/Background: Worldwide, healthcare is in the midst of significant change, primarily driven by needs for: better 
population outcomes, efficient use of available resources and better experiences of care (Triple Aim).  Significant resources 
continue to be invested to launch chronic disease management (CDM) initiatives, but evaluation results have generally failed 
to live up to the promise of clinical trial evidence in Australia.  This paper presents a review of Remedy CDM programs 
targeting people who are predominantly privately insured.  This analysis is nested within a complex adaptive systems 
framework recognising specific features such as the ability to learn, self-organise, adapt and emerge through non-linear and 
unpredictable mechanisms.  

Method: Since 2008, Remedy Healthcare has innovated to provide targeted, evidence-based chronic disease management, 
rehabilitation, re-ablement and hospital substitution programs across Australia.  Routine administrative data, patient 
reported outcomes and clinical biometric data collected from telephone and home-based programs are reviewed to identify 
mechanisms of change and their relative effectiveness in producing intended outcomes within the contexts of interventions.  
The working assumption is that an intervention triggers contextualised mechanisms of change, and can be more or less 
effective in producing intended outcomes. 

Results: Remedy programs have reached over 110,000 people across Australia over the last ten years with telephone, digital, 
home and community based interventions.  Data from six Remedy programs designed to support self-management in people 
with the highest burden chronic illnesses, mental health and/or an episode of hospitalisation show some effectiveness with 
varying effect sizes. Overall, these programs have achieved significant biomedical risk, functional improvements and plausible 
cost savings.  However one-off evaluations of outcome is insufficient to ensure ongoing program relevance and success.  
Moreover, a continuous process of measurement where lessons learnt are acted upon iteratively to improve the outcomes 
specific to target groups, acknowledging that different delivery and system contexts are critical.  Four simple ‘rules’ of design 
to underpin successful initiatives of the future, acknowledging that these ‘rules’ may play out variably for different contexts.    

Conclusions: Australia is moving towards policy alignment and transformation toward value-based care and an integrated 
health care system.  More than ever, evidence to tackle features of a complex adaptive system is needed to inform our 
progress and ensure we build on four decades of investment.  With the advent of Health Care Homes, Primary Health 
Networks and commissioning of initiatives towards value-based healthcare, there is now an opportunity to apply these ‘rules’ 
to support flexible and person-centred care that is designed, delivered and evaluated incrementally rather than episodic 
funding of large programs.  The road to success will be lined less with single heroic initiatives and more with a number of 
stepwise initiatives that adapt to incremental successes and sustained momentum over a longer term.   

References: 
1. http://www.ihi.org/Engage/Initiatives/TripleAim/Pages/default.aspx  
2. https://grattan.edu.au/wp-content/uploads/2016/03/936-chronic-failure-in-primary-care.pdf 
3. https://pdfs.semanticscholar.org/697e/a2e072f5a8fd7043f7777f5a587b14e243dd.pdf 

 



 

57 

 

Patient Experience Survey Pilot Project: Improving the Quality and Safety of Services within our 
Healthcare Environments 

Gemma Harwood, Kelly King 

Office of Aboriginal Health Policy and Engagement, Department of Health, Northern Territory Government, NT 

Health consumers play an integral role in improving the quality and safety of services within our healthcare environments. 
The use of technical innovations to capture consumer experiences is one of many ways in which health services are actively 
engaging with the community to implement improvements, monitor and evaluate services. 

Studies show that patient experience measures and the volume of services ordered are not correlated. In fact, increased 
patient engagement leads to lower resource use and greater patient satisfaction. 

In the Northern Territory (NT), the Department of Health (DoH) is investigating options to inform the development of a 
Territory wide approach to capturing patient experience, with a particular focus on identifying a culturally appropriate tool to 
engage a multicultural population base.   

The following abstract discusses a body of work that the NT DoH, Office of Aboriginal Health Policy and Engagement is 
undertaking in collaboration with the South Australia Department of Health to a trial a patient feedback software developed 
in the United Kingdom. The National Patient Toolkit (NPT) is a unique, hand held survey tool which easily engages with 
children, young people, non-English speakers, visually impaired consumers, consumers with low levels of literacy, learning 
difficulties and certain challenging motor skills.  

The Patient Experience Survey Pilot Project aims to increase the level of participation of consumers in providing patient 
experience feedback in order to reflect the diversity of the community and improve the quality of service provision across the 
NT Health system.  

For the purpose of seeking proof of concept and to determine if the tool is appropriate for capturing patient feedback from 
NT Aboriginal consumers a total of four Aboriginal languages have been incorporated into the software. The trial survey is 
available in English and a plain English version and accompanies an Aboriginal audio interpretation.  

In consultation with the Top End Health Service and the Central Australia Health Service the following Aboriginal languages 
have been incorporated within the survey tool: Burarra and Kriol (Top End Region) and Pitjantjatjara and Arrernte (Central 
Australia Region). 

The NPT software is currently being piloted within targeted service delivery areas within the health service environment. 

 

14.10 – 14.50 Concurrent Session: Cardiac Care Stream 

 

Lighthouse Hospital Project – Improving Cardiac Care for Aboriginal and Torres Strait Islander People 

Claire Bekema,
1
 S Killion,

1,2
 K Silk

1
 

1
 Australian Healthcare and Hospitals Association ACT; 

2
Deeble Institute for Health Policy Research, ACT 

Background: The burden of heart disease is unequally distributed in Australia. Aboriginal and Torres Strait Islander people 
are three times more likely to have a heart attack and are dying from cardiovascular disease at almost twice the rate of non-
Indigenous Australians. They are more likely to be admitted to hospital with acute coronary syndrome, die in hospital or 
leave against medical advice. 

Best practice healthcare for Aboriginal and Torres Strait Islander people requires culturally safe integrated services, with a 
visible Aboriginal and Torres Strait Islander workforce, to ensure continuity and delivery of patient-centred care. 

The Lighthouse Hospital Project is a joint initiative of the Australian Healthcare and Hospitals Association and the Heart 
Foundation funded by the Australian Government aiming to improve health outcomes for Aboriginal and Torres Strait 
Islander people with coronary heart disease (CHD). The project has been running in successive phases from 2012 and is now 
in its third phase.  

Aims: The Lighthouse Hospital Project aims to drive change in the acute care setting through implementation of quality 
improvement activities that improve care and outcomes for Aboriginal and Torres Strait Islander people with CHD. 

Method: A quality improvement toolkit was developed to provide a mechanism to evaluate systems and processes to ensure 
minimum standards of care, cultural safety and quality were being met and to identify practices and/or actions that should 
be improved. 

Four domains were identified as key to establishing best practice hospital care for Aboriginal and Torres Strait Islander 
people. These included appropriate governance, cultural competence, clinical care pathways and a skilled workforce. A 
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quality improvement methodology was used to plan, test and evaluate practice changes across eight pilot sites. A project 
officer and Advisory Committee with representation from the Aboriginal and Torres Strait Islander community were 
established at each site to ensure local needs were addressed. 

Results: The project has resulted in better identification of Indigenous patients, improved relationships with patients and 
communities, recognition of the importance and value of Aboriginal Liaison Officers, improved confidence of hospital staff in 
delivering culturally appropriate care, greater commitment to follow-up after discharge and reduction in discharge against 
medical advice (DAMA). 

Conclusions: Phase II outcomes have improved our understanding of providing culturally appropriate hospital care for 
Aboriginal and Torres Strait Islander people. Phase III will focus on reducing the incidence and impact of DAMA and building 
closer connections with Aboriginal and Torres Strait Islander communities and primary health organisations. 

Eighteen hospitals from across Australia will participate in Phase III and together represent almost 50% of CHD separations 
for Aboriginal and Torres Strait Islander people allowing the project to increase its reach and create systemic change to 
improve health outcomes and the patient journey across the care continuum. 

 

Anaemia Management in the Northern Territory 
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Background: Anaemia is a critical public health problem in Aboriginal and Torres Strait Islander children (NT government 
2015) with immediate and long-term implications affecting health, development, cognition, learning ability and economic 
productivity (Engle 2007). We conducted an evaluation of an ‘Anaemia Prevention Program’ (APP) that had reported a 
substantial decrease in anaemia prevalence over a four-year period. 

Method: Informed consent was obtained from mothers who had a child born between 2010-2014 to extract electronic data 
from the mother’s antenatal record pertaining to the child and the child’s first two years of primary health care 
presentations. The records were linked to provide health care data on the first 1000 days of life (conception to two years of 
age) for analysis.  

Results: Thirty-six mothers with children born from 2010-2014 consented to participate in the project of whom 25 
(70%)children had been on the APP. Sixteen episodes of anaemia were recorded for 15 children, eight (32%) on the APP and 
seven (63%) children not on the APP; risk ratio 0.57, (95%CI, 0.33-1.0). Anaemia was recorded later (60 weeks of age, IQR 
51.5-73) in children receiving the APP than children not receiving the APP (26 weeks of age IQR, 26-63). Children on the APP 
had significantly fewer unwell PHC encounters (41, IQR 28-67) than children not on the APP (63, IQR 41-111) (p<0.001). 

Conclusion: The ‘Anaemia Prevention Program’ delivered to children in their homes by a dedicated Aboriginal Health 
Practitioner was successful in reducing the risk of anaemia and improving the general health of children so that they had less 
primary health care encounters than children who did not receive iron on the prevention program. 

References: 

Northern Territory Government, 2015. 

Engle P et al. Lancet 2007; 369(9557):229-42. 

 

15.15 – 16.05 Panel Discussion 

 

Local Solutions to Local Problems– A Place Based Approach 

Prof Kerry Arabena, Executive Director, First 1000 Days Australia; Director, Indigenous Health Equity Unit; President, International 
Association of Ecology and Health, The University of Melbourne, VIC 

A/Prof Don Palmer, Tjungurrayi, CEO, The Malpa Institute 

Dr Christine Connors, General Manager (Primary Health Care), Top End Health Service, NT 

Quality care for people with chronic conditions often involves numerous service providers across multiple settings and the 
engagement of the client and their family in self-management of the condition. For this reason, there is a growing 
recognition that this requires integrated, interagency and interdepartmental approaches that concurrently address the social 
and cultural determinants of health of Aboriginal people and communities.  

Involving consumers, families, and relevant service providers, in the development of chronic condition care planning at the 
place where services are provided can be described as a “placed based approach”.  Place based approaches involve “people 
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and agencies collaborating to address issues as within a defined geographical location, be it a neighbourhood, a region or a 
specific environment, and /or for particular population groups”.  A place-based approach is most effective in addressing 
complex issues that require approaches that are highly flexible and adaptive to local conditions. How can we utilise this 
approach to deliver better quality care to people with chronic conditions across a wide range of environments? 

 

Poster Abstracts 

 

Poster 1. Healthy Choices Made Easy at Royal Darwin Hospital: Healthier Vending Machines 

Adam Barnes,
1 

JA Edwards
2
 

1 
Strategic System Policy and Planning Division, Department of Health, Darwin, NT; 

2
Royal Darwin Hospital, Top End Health 

Services, Darwin, NT 

Introduction: In the Northern Territory (NT), 62% of adults are overweight or obese (ABS), which is similar to the national 
average. A healthy diet is critical for maintaining a healthy weight. Therefore, it is important that NT Health promote an 
environment where healthy food and drink choices are available and encouraged. 

The Healthy Choices Made Easy (HCME) policy was endorsed by the NT Health Executive in November 2014. The expected 
outcomes of the policy were to i) increase supply and marketing of healthy food and drink items, and ii) reduce supply and 
marketing of energy-dense, nutrient-poor foods and drinks. This should occur by creating environments that support and 
promote good nutrition and prioritize the health and wellbeing of staff, volunteers and visitors over revenue made through 
the sale of unhealthy food and drinks. 

This policy is underpinned by the Australian Dietary Guidelines which is based on best available evidence. It uses a “traffic 
light system” to categorize foods and drinks according to their nutritional value, as below: 

• Green is the “best choice”. Stocking over 50% of green products is recommended; 

• Amber is “choose carefully”; 

• Red is “items to restrict” and is limited to 20% of total display. 

In February 2016 Royal Darwin Hospital (RDH) executive enhanced the policy by banning any red food or drink items in 
vending machines. They also agreed to decrease the number of vending machines on the RDH campus to 20 machines (10 
drinks, 10 snacks).  

Methods: Meetings were organised with vending machine suppliers to ensure understanding of the policy and compliance 
with the implementation plan. Food and drink lines were evaluated against the HCME Policy using a customised Microsoft 
Excel™ spreadsheet. Audits of vending machines were undertaken in April 2016 followed by a review in July 2016. Audits 
were sent to suppliers with a timeline for rectifying non-compliance. 

Results and Discussion: Prior to implementation, vending machines (n = 25) offered 24% red, 46% amber and 30% green 
products. On review (n = 18) there was 0% red, 63% amber and 37% green with full compliance to “no red” being achieved at 
the 3-month review in July 2016. Total number of vending machines declined from 25 (9 snacks, 16 drinks) to 18 (9 snacks, 9 
drinks). This was within the 20 machines allowed outlined by the enhanced policy.  

Conclusion: The Healthy Choices Made Easy Policy was implemented at Royal Darwin Hospital and achieved full compliance 
on most measures within 3 months. Reduced supply and marketing of unhealthy foods and provision of healthier alternatives 
was achieved and exceeded expectations. Positive outcomes were facilitated through leadership from the health executive 
who provided full support for the project. 

Reference: ABS. Australian Health Survey: First Results, 2011-2012. [4364.0.55.001]. 2012. Canberra, ABS.  

 

Poster 2. Co-Designing Online Resources to Support Eye Care for Aboriginal and Torres Strait Islander 

People with Diabetes 
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Foundation, Darwin, NT 

Introduction: Aboriginal and Torres Strait Islander people are at greater risk of developing type 2 diabetes and tend to 
develop it at a younger age than non-Indigenous people (AIHW, 2015), placing them at increased risk of developing vision 
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loss and blindness from diabetic retinopathy (DR) (Foreman et al., 2016). Good news from the 2016 National Eye Health 
Survey indicates that retinal screening among Aboriginal and Torres Strait Islander people with diabetes has increased but, 
despite signs of progress, half still don’t receive annual eye checks, and a quarter have never have had one.  

New initiatives—such as MBS item 12325 and the rollout of equipment and training for primary health care services to 
conduct annual screening for DR—promise to increase retinal screening and lead to improvements in eye health. The 
Australian Indigenous HeathInfoNet (HealthInfoNet) and The Fred Hollows Foundation (The Foundation) are collaborating to 
co-design and develop evidence-based online resources to support local service providers to implement these initiatives for 
Aboriginal and Torres Strait Islander patients.  

Aims of the poster presentation: This poster presentation will describe in words and images: 

• the collaborative development of the evidence-based online resources 

• the key messages for primary health care providers delivering diabetic eye care  

• how to access the latest research through the Eye health web resource (www.eyehealth.org.au). 

The new evidence-based resources about diabetic retinopathy 

 
DR video 

The new resources about DR include a:  

 key factsheet 

 PowerPoint presentation 

 short video 

 static infographic.  
The evidence-based resources aim to: 

 
DR factsheet 

 inform practice among health care providers 

 support health education initiatives 

 support efforts to increase community understanding about DR.  

Conclusion: The HealthInfoNet is a research unit with 20 years of experience in knowledge synthesis and exchange about 
Aboriginal and Torres Strait Islander health. The Foundation works through direct partnerships with local service providers to 
develop and implement sustainable solutions to gaps in the current eye health system. Together, these organisations are 
developing engaging, evidence-based online resources to support eye care for Aboriginal and Torres Strait Islander people 
with diabetes. 

References: 

Australian Institute of Health and Welfare (2015) Cardiovascular disease, diabetes and chronic kidney disease - Australian 
facts: Aboriginal and Torres Strait Islander people. Canberra: Australian Institute of Health and Welfare. 
Foreman et al. (2016) The National Eye Health Survey 2016 report. Melbourne: Vision 2020 Australia. 

 

Poster 3. The MJD Foundation, the NDIS and ‘Two-Way’ Learning 

Ali Grootendorst, Julie Wunungmurra, Elah Yunupingu, Jacob McCue, L Massey, D LaGrappe  

MJD Foundation, NT 

Since its inception in 2008, the MJD Foundation (MJDF) has been working in partnership with Aboriginal people and their 
families living with Machado Joseph Disease (MJD) in a growing number of remote and very remote communities and urban 
centres across the Northern Territory (NT) and in northern Queensland 

MJD is a very rare genetic neurodegenerative condition, experienced at the highest rates internationally among Aboriginal 
people in the NT.  It is a highly disabling, terminal condition that gradually destroys independence and impacts on every facet 
of life.  The advent of the National Disability Insurance Scheme (NDIS) has meant profound changes for the way that people 
with disability receive their services.  This poster presentation will outline some of the challenges and opportunities 
experienced by the MJDF providing services to its clients in urban and very remote Aboriginal communities.  Importantly, it 
will outline how the ‘two-way’ principle fundamental to the foundation has shaped the services delivered and empowered 
clients and their families 

 

 

 



 

61 

 

Poster 4. Machado Joseph Disease – Staying Stronger for Longer – The Benefits of Group Therapy  

Ali Grootendorst, Julie Wunungmurra, Elah Yunupingu, Jacob McCue, L Massey, D LaGrappe 

MJD Foundation, NT 

Machado Joseph Disease (MJD) is an inherited, progressive movement disorder. MJD initially causes incoordination of 
muscles and motor loss and leads to full dependence for activities of daily living and wheelchair dependence. Each child of a 
parent affected by MJD has a fifty percent chance of developing the disease and typically symptoms begin earlier and are 
more severe due to a genetic feature called 'anticipation.'  MJD is the most common form of this type of movement disorder 
affecting people around the globe; however, prevalence among Aboriginal Australians in the Northern Territory is highest in 
the world. The MJD Foundation (MJDF) provides specialist support and facilitates research to improve quality of life for 
Aboriginal Australians and their families living with the disease in Arnhem Land and beyond. While there is no current 
treatment for MJD, allied health therapies are the main treatment option for symptom management. There is significant 
anecdotal evidence and emerging scientific evidence that therapy improves function and may slow progression of the 
disease. MJD impacts all systems of the body and the effects on walking, balance, and speech are profound. The MJDF runs a 
"Staying Stronger for Longer" program with regular physiotherapy and communication groups that incorporate clinical best 
practice with meaningful activities for its clients. This poster presentation discusses these programs and the benefits people 
with MJD, their families, and carers receive. 

 

Poster 5. The Relationship between Perceived General Practitioner Informedness, Depressive 
Symptomology and Perceived Symptom Severity in Myalgic-Encephalomyelitis/Chronic Fatigue 
Syndrome: A Mediation Model 

Nanette Gerlach, P Neil 

School of Health Sciences and Psychology, Federation University, VIC 

Introduction: Myalgic-Encephalomyelitis/Chronic Fatigue Syndrome (ME/CFS) is a complex neurological disorder affecting a 
substantial proportion of Australians (Emerge Australia, 2016). Unclear illness classification of ME/CFS confounds diagnostic 
and treatment processes, impacting both General Practitioners (GPs) and patients at the primary healthcare level (Bayliss, 
2014; Carruthers, 2011). This has implications for the GP-patient relationship and perceived effectiveness thereof. Research 
suggests a therapeutic GP-patient relationship can shape the trajectory and experience of chronic illness (Bair, 2003). For 
ME/CFS patients this relationship may be compromised if perceived GP informedness (PGPI) is low, a factor suspected to 
impact sufferers’ perceived symptom severity (PSS) and mental-health, such as depressive symptomatology (DS). Chronic 
illness and depressive symptomology (DS) commonly co-occur (Bair, 2003; Di Benedetto, 2014). The current study study 
aimed to expand on previous research into general chronic illness, and explore whether associations noted in chronic illness 
literature extended to ME/CFS, specifically regarding PGPI, DS and PSS. The chief hypothesis was that DS would mediate the 
relationship between PGPI and PSS. 

Method: The mediating role of DS on the relationship between PGPI and PSS was explored in 520 (423 females, 97 males) 
Australian adults with ME/CFS. Existing data collected by ‘Emerge Australia’ researchers as part of a larger ME/CFS study was 
used. The survey included a demographic questionnaire, the Depression Anxiety Stress Scale (DASS-21), items adapted from 
the Action for M.E. Health and Welfare Survey (AMHWS), and the International Consensus Criteria (ICC) (Carruthers, 2012; 
Lovibond & Lovibond, 1995). Results. Results showed a significant mediation effect in the relationship between PGPI and PSS, 
through DS, 95% CI [-.0223, -.0007]. The direct effect of PGPI on PSS was non-significant, b = -.02, t(506) = -.61, p = .53, and a 
zero-value present in the direct effect 95% CI [-.0641, .0330] indicated a full mediation effect. In combination, the analysis 
demonstrated a small, significant, full mediation effect between PGPI and PSS through DS.  

Conclusions: Patients’ perception of how informed their GP is regarding ME/CFS, combined with depressive symptomatology 
has implications for perceptions of symptom severity. Implications of these findings will be considered. 

References: 

Bair MJ et al. J Psyc Assessment 2003; 66(1):17-22.  
Bayliss K et al. BMC Fam Prac 2014; 15 (1):15-44.  
Carruthers BM et al. J Int Med 2011; 270 (4):327-338  
Di Benedetto M et al. Psyc Hea Med 2014; 19(3):253-262 
Emerge Australia 2016 https://emerge.org.au  
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Poster 6. National Cervical Screening Program Update  
Toni Thomson, Cancer Screening Services, Top End Health Service, NT 

The National Cervical Screening Program (NCSP) will change from 1 December 2017.  It’s business as usual until 1 December 
2017 and women should be encouraged to have their regular Pap smear. Cervical Screening should not be delayed.  

The Renewed National Cervical Screening Program 

The two yearly Pap test for women aged 18 to 69 will change to a five yearly human papillomavirus (HPV) test called the 
Cervical Screening Test for women aged 25 to 74. Women will be due for their first Cervical Screening Test at the time they 
would normally be due for a screen after their last Pap test. The changes include: 

 women will be invited to participate by the National Cancer Screening Register when they are due to be screened 

 the Pap smear will be replaced with the more accurate Cervical Screening Test  

 after a woman’s first new test, the time between tests will change from two to five years 

 the age at which screening starts will increase from 18 years to 25 years 

 women who have a negative Cervical Screening Test between 70and 74 years of age will be able to exit the 
screening program 

Women of any age who have symptoms such as unusual bleeding, discharge and pain should see their health care 
professional immediately. 

HPV vaccinated women still require cervical screening as the HPV vaccine does not protect against all the types of HPV that 
cause cervical cancer. 

Until the renewed National Cervical Screening Program is implemented, women aged between 18 and 69 years who have 
ever been sexually active should continue to have a Pap test when due. 
MBS items up to 1 December 2017 

 Pap smear MBS items will be available until 1 December 2017 

 A new MBS item was added for liquid based cytology (LBC) samples on 1 May 2017 

 Between 1 May and 30 November a Medicare rebate will only be available for one cervical screening test on the 
same occasion, either an LBC test or a conventional Pap test, but not both. Laboratories may charge a fee for the 
second test if two are sent. 

 New MBS items for the Cervical Screening Test will be available from 1 December 2017 
Training and Education 

 Online training modules will be available from late August 

 Health Practitioner resources will be available mid-October 

New Clinical management guidelines for the National Cervical Screening Program have been developed by Cancer Council 
Australia. 

 

Poster 7. Integrating Care through eReferral and Service Matching 

Brendon McDougall,
1
 Chapman T,

1
 Tabassum L
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1
 Integrated Care Unit, South Eastern Sydney Local Health District, Caringbah, NSW 

2
 eHealth Practice Support, Central and Eastern Sydney Primary Health Network, Kogarah, NSW 

Introduction & Background: eHealth solutions are seen as a key enabler of integrated care within NSW (eHealth NSW, 2016) 
and South Eastern Sydney Local Health District (SESLHD, 2015). Despite a wealth of patient information available within 
existing electronic records across SESLHD and local primary care, referrals are mostly isolated from these systems and sent 
via non-electronic mediums such as fax, phone and letter. This often presents challenges that result in triage difficulties, 
processing delays and decreased patient care and experience. 

Methods: SESLHD developed a business case for integrated care in 2015 which recommended to invest in testing an 
eReferral and service matching solution. The Strata Health Pathways application (rebranded in SESLHD to PRISM – Patient 
Referral Intelligent Service Matching) was identified as a solution suitable for testing. In September 2015, a “test-of-change” 
project was established in collaboration with Central and Eastern Sydney Primary Health Network (CESPHN) and eHealth 
NSW. The test-of-change aimed to evaluate the usefulness of an integrated, electronic referral and service matching 
application and inform the future direction of eReferral across the district and NSW. 

Results: The PRISM application was made available to 17 referral senders groups, 18 SESLHD services and one external 
service (referral receivers) from June 2016 to June 2017. Electronic system integration was achieved with general practice 
software and SESLHD’s main administration, clinical record, booking and identification systems. 143 referrals were sent via 
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PRISM during the project period. 96.6% of referrals were appropriate for the service referred to and 95.1% contained 
complete and legible information. Technical evaluation of the PRISM solution was completed by eHealth NSW, with clinical 
user evaluation outsourced for independent evaluation.   

Discussion: There was generally good support for the PRISM eReferral and service matching application. There were however 
numerous challenges presented throughout the project resulting in important lessons learnt. Key recommendations for 
consideration include: 

 Provide a single point of referral management, no matter the medium by which a referral is received – paper, fax or 
electronic 

 Appoint an integrated team for implementation with dedicated cross directorate staff 

 Focus intensive resources on change management, initial on-boarding and support 

 Phase implementation and complexity by starting with low levels of integration 

 GP engagement is critical - the eReferral application needs to be simple with minimal manual data input, whilst also 
providing a critical mass of services that can be referred to 

References 

eHealth NSW 2016. eHealth to support Integrated Care. Accessed 30 August 2017  
http://www.health.nsw.gov.au/wohp/Pages/ehealth.aspx   

SESLHD 2015. Integrated Care Strategy SESLHD 2015. Accessed 30 August 2017  
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MUMMATTERS 

 

 

Pregnant or recently had a baby? 

Make sense of how you feel with mummatters. 

mummatters is an online tool that’s helps you track your emotional wellbeing. And, if more support is needed, mummatters 

can help you find it. It’s free and confidential. 

Start your journey today at bupa.com.au/mummatters 

 

 

Bupa is a truly purpose-led health and care company, helping our customers and our people live longer, healthier, happier 

lives. Our status as limited by guarantee with no shareholders 

enables us to make customers our absolute focus by reinvesting 

profits to provide more and improved health and care for 32 

million people in 190 countries. We draw upon our local and 

international experience to provide Australians and New 

Zealanders with high quality health and care services, support 

and advice. 

In Australia and New Zealand, we are an increasingly diverse 

health and care company. In addition to our health, travel, pet, 

car, home, and life insurances, we operate dental clinics, aged 

care homes, retirement villages, optical stores, medical visa 

services, GP clinics, wellness programs and soon, disability care.  

We're also making a difference through our Bupa Health 

Foundation - one of Australia's largest corporate foundations 

dedicated to health which for more than a decade has turned 

breakthrough research into real health and care improvements. 

We want to be loved as a true customer champion in health and 

care. This ambition relies heavily on our people and partners, so 

being a place where people genuinely love to work is also critical 

to our success. We employ 86,000 people globally, who each day 

live our values of being passionate, caring, authentic, 

accountable, open, courageous and extraordinary. 

 

Find out more about Bupa at Bupa.com.au/healthandcare 

http://bupa.com.au/healthandcare
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A STEP IN THE RIGHT DIRECTION   

MINDSTEP EVALUATION  

2017 
MINDSTEP IS THE FIRST AUSTRALIAN PROGRAM 
USING AN EVIDENCED BASED LOW INTENSITY 
COGNITIVE BEHAVIOURAL INTERVENTION 
(LICBT) TO SUPPORT TRANSITION INTO THE 
COMMUNITY FOR PRIVATELY INSURED CLIENTS 
WHO HAVE HAD A RECENT HOSPITAL 
ADMISSION DUE TO DEPRESSION OR ANXIETY. 
IT IS BASED ON THE UK IAPT¹ PROGRAM WITH 
DEMONSTRATED RECOVERY RATES AND COST 
EFFECTIVE OUTCOMES. 

 

55% PERCENTAGE OF PEOPLE ENROLLED IN THE 

PROGRAM WHO FULLY RECOVERED 

76% PERCENTAGE OF PEOPLE WHO EXPERIENCED A 

CLINICALLY SIGNIFICANT IMPROVEMENT IN 
THEIR SYMPTOMS 

72% PERCENTAGE OF CLIENTS WHO WERE FEMALE 

70% PERCENTAGE OF CLIENTS AGED BETWEEN 25-65 

YEARS OLD 

 

“…I JUST THOUGHT IF ONLY I HAD DONE 
THIS FIRST, FOUR YEARS AGO; INSTEAD 
OF GOING THROUGH ALL THE OTHER 
STUFF… I HONESTLY BELIEVE THAT I 
WOULD HAVE HAD A DIFFERENT 
EXPERIENCE IN MY RECOVERY.” 
 

MindStep is a proven low intensity mental health 
program that has been successfully adapted and 
delivered by Remedy Healthcare to a higher severity 
target group with recent hospital admissions due to 
their depression or anxiety. This is an important 
step towards addressing the current service gaps 
between acute and primary care mental health 
services, and if scaled up, can substantially 
contribute to the stepped care approach in mental 
health promoted in contemporary clinical practice 
guidelines and Australian government policies. 

 

“THE EXPERIENCE WAS REALLY POSITIVE. 
I HADN’T EXPECTED IT TO GO AS WELL 
AS IT HAS. WORKING WITH SOMEONE 
LONG DISTANCE, I ORIGINALLY DIDN’T 
SEE THE VALUE IN DOING THAT, THEN AS 
I BEGAN BEING PART OF THE PROGRAM, I 
REALLY, REALLY TREASURED THAT…” 
1
 IAPT – Improving Access to Psychological Therapies. 

https://www.england.nhs.uk/mentalhealth/adults/iapt/  

 

For further information about eligibility and how 
we can help your patients and clients visit 
remedyhealthcare.com.au/mental-health or call us 
on 1300 224 334 

 

 

 

©2017 Remedy Healthcare Group Pty Ltd ABN 57 132 864 316  
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Certificate of Attendance  
 

13th Annual ADMA Conference & 21st Chronic Diseases 

Network NT Conference 

 

Integrated Care:  

Healthy Child to Healthy Ageing 

               
  Monday 11 – Tuesday 12 September 2017 

Darwin Convention Centre 
 
 

This certificate is awarded to 

________________________________________________  
in recognition of their attendance at the conference 

for a total of _______ Professional Development hours. 
 
 
 
 

For Further Information, Contact: ADMA 
2nd Floor Fethers Building, Caulfield Hospital, 260 Kooyong Rd, Caulfield VIC 3162 

E-mail:  info@adma.org.au   Website: www.adma.org.au   Tel: +61 3 9076 4125   Fax: +61 3 9076 6901



 

 

 


