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Ellen McIntyre, PHCRIS 
At a recent seminar on 
community perspectives 
looking at reducing the gap 
between research, policy and 
practice, speakers advocated 
for better integration 
between consumer 
advocates, researchers, 
policymakers, and 
practitioners.  

In primary health care (as in 
other health areas), for 
research to be used, it needs 
to be priority driven, 
relevant, respectful and 
rigorous. This requires 
equitable input from all 
relevant stakeholders. 
Primary health care research 
sits in a fortunate space 
where links between 
practitioners and researchers 

are often well established, 
such as in Practice Based 
Research Networks (PBRN). 
Through the Primary Health 
Care Research, Evaluation 
and Development (PHCRED) 
Strategy, strong links have 
been forged not only 
between researchers and 
practitioners, but also 
between policymakers and 
researchers. And while 
consumer advocates have 
made contributions to 
research, opportunities for 
improvement still exist.  

So what can the consumer 
advocate (individuals 
representing a community of 
consumers) bring to the table 
to produce a better bang for 
the research buck?  

A consumer advocate is in a 
position to: 

 voice the needs and 
wants of their community 

 reach consumers  

 communicate with 
decision leaders 

 gain the trust of 
consumers 

 empower and mobilise 
consumers 

 understand their 
community. 

Consumer advocates can act 
as stimulants for the primary 
health system to become 
more patient-centred; they 
can be participants, 
advocates and adopters 
depending on need. 

To be effective, capacity 
needs to be built in all 
stakeholders so that each can 
better understand the roles 
of, and needs of, all relevant 
stakeholders. This will enable 
more effective engagement 
so that collectively the 
research that is conducted 
produces changes that 
deliver better primary health 
care and better health.  
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Christina Hagger, PHCRIS 
The knowledge exchange theme for 
the 2014 PHC Research Conference 
emphasised the importance of a 
return on investment from PHC 
research. It set the framework for 
stimulating and productive 
discussions for over 450 delegates 
from 165 different organisations 
who attended from across Australia, 
the UK, New Zealand, Canada, Iran, 
Japan and Hong Kong. 

The online evaluation was 
completed by 187 (42%) delegates. 
The majority of respondents (53%) 
were from a University, 10% were 
from Government; 12% from NGOs; 
10% from Health Services; 6% from a 
Medicare Local; 6% from a Health 
Organisation; 2% from a Hospital 
and 1% from a Local Health District. 
It was pleasing that the strategic 
decision to return to Canberra every 
second year resulted in a strong 
attendance by policymakers. 

The majority indicated they were 
researchers (49%) with 16% 
indicating they were research 
leaders. Other respondents 
indicated they were attending in 
various roles including CEO/
managers (6%); Consumer 
Representatives (1%); General 
Practitioners (16%), Government 
Policy Advisors (3%); Nurse/Allied 
Health Practitioners (4%), Project 
Officers 8% and 11% Students.  

What delegates said about the 
Conference 
Respondents indicated a range of 
factors that influenced their decision 
to attend the conference. These 
included networking opportunities 
(n=56); conference content (n=43); 
presenting (n=42); recommended by 
a peer (n=12); funded to attend 
(n=36). 

Viewing our research as a resource 
Overall PHCRIS was delighted to see 
that a total of 95% of respondents 
would recommend attending the 
next PHC Research Conference to a 
peer. 

Ideas for improvement 
The PHC Research Conference 
continues to provide a vibrant 
academic and social program. While 
it is certainly pleasing to receive 
comments such as ‘You do a great 
job already’ and ‘Keep doing what 
you are doing!’, our focus on 
continuous improvement is largely 
driven by evaluation responses. 
Suggestions include the following: 

 Healthier food 

 Formalise the personal 
interaction—for example ‘meet 
the’ sessions. In addition to 
keynote speakers also 
experienced researchers, 
academic, policy or community 
leaders 

 Less competing events and 
sessions 

 Encourage presenters of 
workshops to ask audience: 
What does this discussion mean 
for policy—what would change if 
we could? 

We are actively planning the 2015 
Conference and will advise details as 
soon as they become available. 

The full evaluation report is available 
at: 

<phcris.org.au/conference/2014/
evaluation/> 
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A total of 57% of respondents 
attended because they had found 
attendance at previous PHC 
Research Conferences to be useful. 
The following are a typical sample of 
their comments: 

 Learned from other researchers 
and new topic areas; obtained 
some information regarding 
Harkness Fellowships 

 Taken away new research ideas 

 Opportunity to present, 
opportunity to gain publication 
from conference presentation, 
feedback on presentations, 
discuss with policymakers and 
consumer reps, opportunity to 
mentor new researchers… 

 …Job head hunted 

 New ideas, research 
collaborations, contact with 
policymakers 

 Kept up with the field 

 Networking and updates on PHC 
research and innovations 

 …made me feel part of a 
community instead of working in 
isolation 

 Meeting with new colleagues 
and networking with old 
colleagues; new research ideas 

Over half of the survey respondents 
indicated that networking was of 
great importance to them at the 
conference, with the majority of 
respondents (90%) rating the 
conference highly as a forum for 
networking. The majority of 
respondents (92%) were also 
pleased with the conference as a 
knowledge exchange event. 
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Reports from sponsored delegates 

scored a fabulous supervisor 
(Dr Bernadette Ward) and the 
support of the whole CRE team. 
Now adding to these riches is the 
PHC Research Conference 
experience. The Conference 
provided a fabulous opportunity to 
meet and mix with other 
researchers, primary health care 
clinicians and policymakers; a 
wonderful way to learn more about 
the research processes and the 
really interesting work that I could 
apply in my own work setting. I am 
most grateful for these stimulating 
and enriching opportunities.  

Lighting the 
spark for 
research 
Carole Meade, 
Centre of 
Research 
Excellence in 
Rural and 

Remote Primary Health Care, 
Monash University 
Working in a rural primary health 
care setting, it’s daunting to step 
into the mysterious world of 
research. While my interest in 
research is high; my confidence and 
experience are limited. 

I am lucky. First, in 2012, I received a 
grant to participate in the ‘Capacity 
Building’ program from the Centre 
of Research Excellence in Rural and 
Remote Primary Health Care (CRE) 
at Monash University in Bendigo. 
Second, my abstract submission (to 
present a paper about my research 
Improving access to general practice 
care in residential aged care 
facilities) was accepted by PHCRIS 
for the 2014 PHC Research 
Conference. Third, PHCRIS awarded 
me sponsorship to attend the 
conference. 

Novice researchers need lots of 
support to navigate research. I 

Delegates who received sponsorship to attend the 2014 PHC 
Research Conference were invited to contribute an overview of 
what they valued most about the Conference. Here are some of 
their stories. 

Reflections of a novice 
researcher 
Di Roberts, Centre of Research 
Excellence in Rural and Remote 
Primary Health Care, Monash 
University 
As a novice researcher and a CRE 
Research Capacity Building program 
participant I had the pleasure of 
recently attending and presenting at 
the PHC Research Conference in 
Canberra as a sponsored delegate. 
This opportunity enabled me to not 
only attend a conference, which is a 
rare privilege, but to also network 
and meet like-minded people and 
hear latest research results from 
speakers, ranging from primary care 
clinicians to world experts in their 
field. I was also able to present the 

findings of my research study into 
Health outcomes associated with a 
rural diabetes self-management 
program, which although nerve 
wracking, once delivered felt like a 
huge accomplishment.  

In addition, I had the opportunity to 
participate in the judging of the 
poster presentations, in which I 
critically appraised a selection of 
posters. This enabled me to better 
understand what makes a good 
poster, and appreciate the efforts 
that are put into these very detailed 
displays. The Conference was a great 
introduction into the world of 
research for a novice like me and it 
was capped off by winning the 
PHCRIS chocolate frog competition!  Di with her chocolate frog 
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‘Knowledge 
Exchange’ 
encapsulated all 
my interests 
Dr Karyn 
Alexander, PhD 
candidate, 
Department of 

General Practice, Monash 
University 
This was my fifth PHC Research 
Conference and I was afforded 
another opportunity to present my 
work, which I began as a PHCRED 
student in 2010! Working now as a 
part-time GP and PhD candidate 
studying preventive healthcare for 
preschool children, this year’s sub 
theme of ‘Knowledge Exchange’ 

encapsulated all my interests. My 
personal highlights were: 

 the inaugural Knowledge 
exchange capacity building 
workshop for higher degree 
students which introduced 
networking opportunities with 
an inspiring array of practitioners 
each facing their own challenges 
combining research with primary 
care. The workshop delivered a 
strong message to embrace 
opportunities and “get yourself 
out there on a variety of 
platforms”—something I was 
able to follow through with, in an 
interview for the Canberra Times 

 Aunty Janette Phillips’ warm 
‘Welcome’ which skilfully 
traversed the MH 17 disaster, 

the difficulties of maintaining 
health in impoverished 
communities and finished on a 
jovial note of warning about 
Canberra drivers! 

 getting my talk out of the way on 
day one 

 being supplied with very useful 
tools for judging posters and 
presentations 

 Jeannie Haggerty’s tip during the 
AAAPC dinner—to write every 
day. 

I would like to thank PHCRIS for 
sponsoring my attendance, and 
commend the balance achieved 
delivering a professional conference 
whilst still maintaining a ‘family-feel’ 
and personal interest from the 
team. 
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What I valued 
most about the 
PHC Research 
Conference 
Tegan Usher, The 
University of 
Melbourne 
What I valued 

most at the 2014 PHC Research 
Conference was an opportunity to 
exchange knowledge.  

The first time I was able to exchange 
knowledge was at the research 
higher degree day. I met a number 
of students who were at various 

stages in their research projects and 
working on a wide variety of 
research areas. It was easy to bond 
with other students who were going 
through the same process and 
aiming to improve various areas of 
the health care system.  

The second opportunity I had to 
exchange knowledge was through 
the social networking opportunities. 
There are a multitude of different 
research projects being run in 
primary care across Australia. I 
particularly enjoyed sharing 
knowledge about using social media 
as a tool for conducting research 

with fellow conference attendees.  

The third and most exciting time I 
was able to share knowledge was 
when I presented at the Conference. 
This gave me an opportunity to 
share the information participants 
had reported in the Reading for 
Depression study. This was a great 
opportunity to make sure the 
participant's knowledge was 
exchanged. To continue exchanging 
knowledge about the Reading for 
Depression study you can follow us 
on Twitter: @Read4Depression 

Conference. Apart from a plethora 
of sessions that provided insights 
into the latest primary care research 
within and outside Australia, the 
conference facilitated knowledge 
exchange and integration at 
different levels. For instance, I was 
given the opportunity to assist a 
senior researcher with chairing a 
concurrent session, which was both 
a privilege and a learning 
experience. I was also invited to 
judge some of the conference 
posters; this made me reflect upon 
the intricacies involved in making 
optimal use of the visual medium. I 
got to present the findings from my 
own research on COPD in the 

context of multi-morbidity as a 
poster, which garnered good 
interest and response. Among the 
sessions I attended, of particular 
fascination were the opening 
address and plenary, the symposium 
on coordinated primary health care 
for refugees, the ACT Healthy 
Weight Initiative, the preventive 
health and multi-morbidity sessions. 
Overall, it was a fulfilling experience 
and I already look forward to the 
next conference. 

What I valued 
most about the 
2014 PHC 
Research 
Conference 
Sameera Ansari, 
School of Public 
Health and 

Community Medicine, UNSW 
What sets PHCRIS' conferences 
apart is the fact that they actively 
promote capacity building among 
early career researchers, especially 
us higher degree research students. 
I was fortunate to be sponsored by 
PHCRIS for the second time to 
attend this year's PHC Research 

Reports from sponsored delegates cont. 
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Melissa Raven & Lynsey Brown, 
PHCRIS 
Musculoskeletal (MSK) conditions, 
including rheumatoid arthritis, 
osteoarthritis, and osteoporosis, are 
prevalent in the Australian 
population, imposing a substantial 
burden on the healthcare system 
and the community. They have high 
chronicity rates and often long term 
impact, causing functional 
impairment and chronic pain. Much 
of the care for MSK conditions is 
provided in primary health care 
(PHC) settings. 

Allied health practitioners (AHPs) 
play a key role in the management 
of MSK conditions, both as individual 
practitioners and in multidisciplinary 
teams. Apart from pharmacists, who 
are involved primarily in a 

dispensary role, physiotherapists 
and occupational therapists are 
most commonly involved. Other 
AHPs also provide valuable services 
including addressing non-medical 
needs that are often overlooked. 
However, information about the 
involvement of specific professions 
is lacking. Too often, 'allied health' is 
used as a collective category that 
obscures the range of skills and 
services AHPs offer. 

There is a recognised need to 
improve the integration of AHPs into 
PHC in general. Although there is 
some evidence internationally 
relating to interdisciplinary support 
and AHP models for other specific 
conditions, such as diabetes, there 
has been little evaluation of the 
literature on collaborative models 
specific to MSK conditions. This 
Policy Issue Review summarises 
evidence related to models and 
mechanisms for the engagement of 

Allied health integration: Collaborative care 
for arthritis and musculoskeletal conditions 

AHPs in collaborative care for MSK 
conditions in PHC settings. 

Australian examples of effective 
models include the Osteoarthritis 
Chronic Care Program in New South 
Wales and the Western Australian 
Inflammatory Arthritis Model of 
Care. Key elements in these models 
include musculoskeletal 
coordinators (often 
physiotherapists), multidisciplinary 
teamwork with general 
practitioners, and interprofessional 
education. 

For the full report see: 

<phcris.org.au/policyreviews/8434> 

Raven M, Brown L, Bywood P. 
(2014). Allied health integration: 
Collaborative care for arthritis and 
other musculoskeletal conditions. 
PHCRIS Policy Issue Review. 
Adelaide: Primary Health Care 
Research & Information Service.  

Allied health practitioners in Australian 
primary health care 

numbers within specific professions. 
Other barriers include 
fragmentation, diversity of settings, 
and the fact that AHPs often provide 
complex multidisciplinary 
interventions with outcomes that 
are difficult to measure. 

AHPs contribute greatly to PHC, but 
there is inadequate integration of 
their services, and there is a relative 
paucity of research. There is a need 
for more interprofessional 
education, from undergraduate level 
to post-registration, which is likely 
to facilitate integration, both directly 
and by encouraging multidisciplinary 
research. 

For the full report see: 

<phcris.org.au/researchroundup/> 

Raven M. (2014). Allied health 
practitioners in Australian primary 
health care. RESEARCH ROUNDup 
Issue 38. Adelaide: Primary Health 
Care Research & Information Service. 

Melissa Raven, PHCRIS 
Allied health practitioners (AHPs) are 
a large and diverse group of health 
professionals who are integral to the 
healthcare system. Many work in 
primary health care (PHC), mainly in 
private practice, but they also work 
in general practices, community 
health centres, and aged care 
facilities, individually and in 
multidisciplinary teams. However, 
they often lack recognition for their 
contribution to healthcare. 

This RESEARCH ROUNDup provides 
an overview of AHPs in PHC, 
particularly in Australia. As well as 
focusing on AHP research, it 
discusses definitions and regulation 
of AHPs, and the structure of the 
AHP workforce. It then discusses 
utilisation of AHPs, which is higher 

among people with chronic diseases. 
Referral to AHPs by doctors is a key 
issue affecting utilisation; there is 
mixed evidence about the 
appropriateness and adequacy of 
referrals. 

AHP services are under-researched: 
there is relatively little research both 
by and about AHPs. Even 
administrative data are limited, 
largely because most AHP services 
are not covered by Medicare. The 
evidence base for AHP clinical 
practice is relatively weak. There is a 
small but growing body of research, 
including research on translation of 
evidence into practice. However, 
there is little health services 
research focusing on AHP 
interactions and collaborations with 
other health professionals, and the 
reporting often lacks detail about 
specific professions. Research by 
and about AHPs is hampered by 
their diversity and relatively small 
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Dr Yvonne Parry 
Yvonne has a research interest in the 
area of child health access and the 
influence of the structural and 
intermediary social determinants on 
health supply and access. She 
actively promotes the inclusion of 
consumer experiences into the 
development and assessment of 
health access and service provision. 
Yvonne is a member of UNICEF, 
ACCYPN and ARACY and actively 
lobbies on behalf of children for 
timely and appropriate health 
access. She liaises with visible 
minority groups to incorporate their 
access perspectives to help facilitate 
equitable health provision. 

How did you become involved in 
research? 
As an RN for over 30 years I became 
aware of issues beyond the control 
of the individual that were impacting 
on health, especially for children. 
During my Master of Health Service 
Management (MHSM) study at 
Flinders I became interested in the 
Social Determinants of Health. My 
research project for the MHSM 
course and my undergraduate study 
enhanced my interest in research. 
My work at the Women’s and 
Children’s Hospital also highlighted 
the accumulative factors arising 
from childhood exposure to poverty, 
risk etc. on adult health outcomes. 

What motivates you to do 
research? 
I want to make a difference to the 
lives of children and their families by 
improving access to the supports 
and programs that prevent the 

impact of adversity. There are many 
innovative prevention and 
intervention programs in the 
community that support vulnerable 
children and their families. These 
need to be researched and 
disseminated to improve services for 
children and their future health 
outcomes.  

What is the best advice you 
received as an early career 
researcher? 
Gain an in-depth knowledge of 
mixed method research procedures 
to ensure the research methods 
meet the needs of the community. 
Get yourself known in the 
community as a researcher who 
cares about others and their life 
circumstances.  

What have been some of the 
highlights of your research 
career? 
The families I meet who, despite 
adverse circumstances that are 
often outside of their control, want 
the best for their children. The 
courage these families need every 
day to keep going. 

Which researchers (or mentors) 
have inspired you the most 
throughout your career and 
why? 
 Dr Judith Condon for her belief in 

my ability. 

 Professor Eileen Willis for her 
support, encouragement and 
passion for research in the 
community and her belief in my 
ability. 

 The research staff in the School 
of Nursing and Midwifery 
especially Pam Smith and Wendy 
Green for all their assistance and 
help. 

 Professor Jeff Fuller for his 
research leadership and passion 
for primary health care 

 Professor Robyn Clark for her 
leadership and professional 
guidance 

 The staff from the NGOs I have 
worked with who provide 
ongoing support for families in 
need. 

How can consumers contribute 
to research outcomes? 
Ask! Ask consumers what research 
they want done. What do they need 
that helps them in their lives? 
Consumers need to be the main 
focus of the research process from 
its beginnings all the way through to 
the end with better outcomes for 
them. 

Yvonne’s ROAR profile is available 
at:  

<phcris.org.au/roar/profiles/12093> 

Introducing this month’s researchers who are actively 
contributing to the primary health care research community 
and who have a profile in the Register Of Australian primary 
health care Research (ROAR). 
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To emphasise the importance of user-driven research to inform policy and 
practice, PHCRIS has created a brand new Getting Started Guide, an 

Introduction to... Knowledge Exchange.  

This comprehensive new guide highlights key developments within the 
field of knowledge exchange, and how a ‘KE’ perspective can influence 

policy and inform practice in primary health care. 

<phcris.org.au/guides/knowledge_exchange.php> 
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The face of primary health care 
great GP—it turned out to be 
excellent advice, as it has ended up 
being the best career choice I could 
have made! Another mentor, 
Michael Kidd, encouraged me to 
always say ‘yes’ when asked to do 
something. This attitude has led me 
into health governance, quality 
improvement work and research—
all of which have guided me into my 
current role and PhD project. 

How do you ensure your 
research is used in practice and 
policy settings? 
As a clinician I am very clinically 
focussed and have always looked for 
practical ways to translate research 
into practice. I really feel that all the 
projects I am involved in are 
focussed on improving what we can 
do, and are doing, in the clinic. 

Where do you see primary health 
care in the future? 
I dream of having a really patient 
centred medical home model of 
primary health care. A model where 
the patients’ needs are the focus at 
all times with a central accessible 
medical ‘home’ that oversees and 
coordinates the best and most 
appropriate care as needed. This 
means that our current model of 
health care will need to adapt and 
morph, with changes to funding and 
how we interact—in teams rather 
than in silos. 

What are your research goals for 
the future? 
I dream of being able to understand 
how to assist practices in becoming 
better at everything that they do, 
without it being onerous or too 
regimental. I am hoping that by 
understanding what makes practices 
work really well, as well as what 
doesn’t work so well, that I can help 
to inform the ways we develop 
models of care and medical practice. 

Charlotte’s ROAR profile is available 
at:  

<phcris.org.au/roar/profiles/12500> 

Charlotte Hespe 
Dr Charlotte Hespe was the founding 
Director of the Central Sydney 
Division of General Practice (CSGPN) 
and Sydney Institute of General 
Practice Education and Training 
(GPSynergy). She is currently Chair of 
the Inner West Sydney Medicare 
Local and GP Synergy and Deputy 
Chair, NSW/ACT RACGP Faculty. 
Charlotte is Head of GP research and 
conjoint Head of General Practice at 
University of Notre Dame, Australia, 
School of Medicine Sydney. 

Can you tell us a bit about your 
work as a GP? 
I work in a group practice in inner 
city Glebe. I love working in Glebe as 
there is a real diversity among our 
patients. We have several half way 
houses, drug rehab centres, and 
supported housing communities, 
which include a reasonably large 
Aboriginal population. There are 
also very wealthy retirees and 
empty nesters living on the harbour, 
and a lot of students coming in from 
the three Universities and large 
TAFE in the area. As a GP I like to do 
everything, but I seem to have 
gathered some expertise in working 
with people who are Transgender, 
particularly those needing medical 
assistance in transition procedures. I 
also undertake a lot of antenatal 
care and women’s health, diabetes 
and travel medicine, not to mention 
lots of counselling. What I really love 
about our practice is that we really 
work as a team. We meet twice a 
week for a group Doctors meeting 
and for a clinical supervision 
meeting, where we debrief about 

how to manage the Dr/patient 
relationship for the best outcomes. 

What first sparked your interest 
in research? 
I have always been interested in 
understanding why we do what we 
do, and wanting to understand the 
principles of best practice. I have 
also felt that primary care is poorly 
researched, and that this is why a lot 
of GPs seem to disregard guidelines, 
as they feel they are written by 
academics in hospitals with no 
understanding of what happens at 
the coal face. 

What are you working on at the 
moment? 
I have several small projects on the 
go, but the basis of my PhD is: 
Reducing CV Disease: Translating an 
evidence-based quality improvement 
tool into “real-world” general 
practice. This project specifically 
seeks to help GPs use their existing 
medical software to translate 
evidence-based guidelines into 
everyday clinical practice. It will 
provide GPs with an integrated desk 
top tool to help identify patients 
with high CVD risk and also support 
General Practices in a “whole of 
practice" method of monitoring and 
improving prevention strategies for 
these patients. 

Can you tell us some of the 
highlights of your career? 
Working with my local Division of 
General Practice and Medicare Local 
over the last 14 years has been 
really rewarding. It’s been great to 
see how our work is starting to 
improve health outcomes for our 
local communities. In addition to 
this, working as Clinical Chair for the 
Improvement Foundation over the 
last five years has been a real 
highlight. It has been humbling to 
see the great ideas and innovative 
projects that practices have come up 
with to solve health problems. 

Have you had any mentors 
throughout your career? What is 
the best advice you received? 
Before I had even considered 
general practice as a career Di 
O’Halloran told me that I would be a 
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Knowledge Exchange—the know how 
“Simply put, it is research that is 
driven by the needs of the user. It’s 
about lowering the university walls 
and bringing the people and 
organisations that use our research 
into the conversation at the 
beginning, rather than the end of 
the research process,” she said. 

“It is about extracting real value 
from research, reducing the waste 
and ensuring the research that is 
being done is truly needed.” 

The Flinders University Researcher 
Mentoring Scheme, coordinated 
jointly through the Professional 
Development Unit and Research 
Services Office, is a strategy to 
support early-career researchers 
and research staff new to Flinders 
(mentees). Mentees are assisted in 
developing and maintaining a one-
on-one mentoring partnership with 
a mentor who is a senior Flinders 
academic staff member.  

The 12-month scheme is based on 
an empirically validated scheme that 
shows mentees achieve many 
positive outcomes such as getting 
promoted, more peer review 

publications, higher grant income 
and being more strategic within the 
University environment. 

The scheme aims to expand 
mentees research careers and 
broaden their strategic thinking so it 
is excellent to include knowledge 
exchange as part of the program.  

“A KE mindset encourages a new 
guard of researcher to view their 
research as a process of 
engagement with users—whether 
they are policymakers, practitioners 
or members of the community,” Dr 
Hagger explains.  

“For researchers to champion and 
successfully influence change in 
policy and practice, they need to be 
armed with subtle and sophisticated 
skills to do so.  

“Researchers can expand the value 
of their work by learning to network, 
communicate, listen (especially 
listen!), and learn from people 
outside of the research sphere.” 

2014 Researcher Mentoring 
Scheme 
Professional Development 
Workshop, 14 August 2014 
Following the success of its 
inaugural Knowledge exchange 
capacity building workshop for 
higher degree students—a satellite 
event to the 2014 Primary Health 
Care Research Conference—PHCRIS 
is now paving the way to expand 
Knowledge Exchange at Flinders 
University. 

As part of the 2014 Researcher 
Mentoring Scheme’s Professional 
Development Workshop series, Dr 
Christina Hagger, Senior Research 
Fellow and Knowledge Exchange 
Manager at PHCRIS, ran a session for 
Flinders mentees on 14 August, 
titled Knowledge Exchange—the 
know how. 

“Knowledge Exchange (KE) is a 
popular term cropping up on 
funding applications and in medical 
journals all over the world, but what 
does it mean?,” Dr Hagger said. 

But how can our work improve 
health outcomes if no one knows 
about the work that we are doing? 
We were guided by facilitator Hugh 
Kearns throughout the workshop to 
think about self-promotion, which is 
something that we often shy away 
from. In a very full day we moved 
from how to approach senior 
researchers about our work, having 
a professional profile picture 
(probably the selfie taken with your 
iPhone isn’t the best look), 
developing a ROAR profile, through 
to what to look for in a mentor and 
thinking about how to engage with 
research users and stakeholders. We 
reflected on what ‘knowledge 
exchange’ was and how publication 
in a journal is only one element of 
how we communicate our work to 
others. Mini case scenarios and tips 

from midcareer researchers 
illustrated how research can make a 
difference, particularly by working 
with the intended end users, 
community groups and Foundations. 
We also learnt from those who have 
gone before us and we were 
fortunate to have Nancy Edwards, 
Kerri Kellett, Nick Zwar, Jane Gunn 
and Meredith Temple-Smith share 
their journeys and career paths.  

This workshop offered the 
opportunity to network with other 
higher degree research students 
working in the primary care sector 
and provided the motivation and 
tools to continue working towards 
our research goals. Hopefully this 
will be the first of many. 

<phcris.org.au/conference/2014/
hd_workshop.php> 

Jo-Anne Manski-Nankervis, PhD 
candidate,  
University of Melbourne 
Twenty six research higher degree 
students from across Australia 
gathered in Canberra the day prior 
to the PHC Research Conference for 
the inaugural Knowledge exchange 
capacity building workshop for 
higher degree students. Despite 
coming from different 
backgrounds—including medical, 
nursing, pharmacy, health policy and 
management—we had a common 
purpose: working and researching 
within the primary care system with 
the aim of having a long term 
impact.  

KE Capacity Building Workshop for Higher 
Degree Students—what I valued 
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Country clusters in conversations about 
health 

The Far West Cluster is focusing on 
the smaller communities outside 
Ceduna and partnering with 
CNSAML to investigate the 
possibility of a mobile drug and 
alcohol worker and professional 
development for health providers in 
men's health, depression and 
suicide. In the Barossa, there is a 
push to have GPs available on high 
school campuses. 

For more information, go to Country 
North SA Medicare Local—Local 
Health Clusters or call 1800 267 265. 

<cnorthhealth.com.au> 

We now have clusters in the Barossa 
Valley, Far West, Lower Eyre 
Peninsula, Mid North, Upper Eyre 
Peninsula and Yorke Peninsula, 
while in the Upper North we have a 
partnership with the Roxby Downs 
Community Board Health Forum. 

The clusters have been equally well 
received by doctors, general practice 
staff, educators, non-government 
and charitable organisations as well 
as general health consumers. 

Their activities reflect local health 
needs. The Upper Eyre Cluster is 
firmly focused on pain management 
and pain services while on Lower 
Eyre Peninsula, youth needs are the 
priority. This includes supporting a 
gala ball to raise funds for a 
wellbeing program, which has been 
developed by local people, in 
partnership with West Coast Youth 
Services and sponsored by Bendigo 
Bank, to create a mentally fit Eyre 
Peninsula.  

Robert Moore, Great South Coast 
Medicare Local 
A new referral and treatment 
system for south-west Victorian 
alcohol and drug clients began in 
September 2014, aiming to improve 
navigation of treatment services and 
treatment times. 

Great South Coast Medicare Local 
(GSCML) is providing planning and 
needs analysis for the Great South 
Coast Drug and Alcohol Treatment 
Services Consortium, with an 
emphasis on identifying service gaps 
in alcohol and drug services across 
the region, and collating evidence 
for further funding after the initial 
12 months of the project. 

The consortium is led by the 
Western Region Alcohol and Drug 
Centre (WRAD), with participation 
by South West Healthcare, Brophy 
Family and Youth Services, Glenelg 
Southern Grampians Drug 
Treatment Service (part of Portland 
District Health) and GSCML. 

Under the new, streamlined system, 
clients will be fast-tracked to 
provide faster access to the most 
appropriate services for their needs. 

Centralised record-keeping within 
the district-wide South West 
Alliance of Rural Health (SWARH) 
network will ensure clients do not 
need to repeat their story at each 
service, and that all aspects of 
treatment are known to each service 
provider. 

Medicare Local planning role in new drug 
and alcohol referral and treatment system 

Coordination of services within the 
group, including all intake and 
assessment, will be undertaken by 
the Australian Community Support 
Organisation (ACSO), through a 
Warrnambool-based centre. 

The new referral system will be 
considerably less-complicated for 
clients, making it easier and faster to 
navigate treatment services. 

<gscml.com.au> 

Suzanne Mann,  
Country North SA Medicare Local 
How do you understand the health 
needs of your community when you 
are a Medicare Local with a 
catchment of 900 000 km2, and a 
population that equates to one 
person every four square 
kilometres? 

This has been an ongoing challenge 
for Country North SA Medicare Local 
(CNSAML), so over the past 15 
months, we have established six 
Local Health Clusters, comprising 
health care providers, community 
representatives and health 
consumers. They are taking the 
conversation about health back to 
the local level and are ideally placed 
to become community advisory 
councils under the new Primary 
Health Networks, which will replace 
Medicare Locals from next year. 

Participants of a recent meeting of 
the Lower Eyre Local Health Cluster 
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Christina Barron, Darling Downs 
South West Qld Medicare Local 
Darling Downs South West Qld 
Medicare Local (DDSWQML) has 
rolled out the Be Proud project. Be 
Proud aims to reduce acknowledged 
barriers faced by many Aboriginal 
and Torres Strait Islander peoples in 
accessing mainstream primary 
health services.  

As a result of this project, we see 
mainstream Medical Practices and 
Aboriginal and Torres Strait Islander 
people in the Darling Downs South 
West Qld region registered with a 
durable card that identifies the card 
holder as:  

1 being of Indigenous descent 

2 registered for a Personal 
Controlled Electronic Health 
Record (eHealth) 

Be Proud 
3 being registered with a specific 

Medical Practice under the 
national CTG PBS Co-payment 
Measure.  

The free Be Proud card helps break 
down literacy, cultural and 
identification barriers faced by many 
Aboriginal and Torres Strait Islander 
people in accessing mainstream 
health care. Alignment of the card to 
eHealth enables Indigenous people 
to have ready access to their 
personal health information and to 
share this with approved health 
professionals, without the need for 
them to repeat their personal 
history or complete forms. 

Better care is achieved when people 
are engaged with primary health 
care providers focusing on 
prevention of disease and the 
maintenance of health, not simply 
the treatment of disease—the Be 
Proud card allows this to occur. 
Providing an easy path for people to The Be Proud Identification Card 

engage with their health provider is 
one step toward ensuring the 
services are used, complimenting 
the work undertaken by the 
Increasing Indigenous Access to 
mainstream Primary Care Outreach 
Worker Program. The Be Proud card 
achieves better care in the primary 
health environment, and in turn 
better value and efficiency is 
realised by reducing hospitalisation 
and mortality amongst Aboriginal 
and Torres Strait Islander people. 

<ddswqml.com.au/> 
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Rod Wilson, 
Northern 
Melbourne 
Medicare Local 
Our focus to 
deliver better after 
hours care to our 
community has 

been a defining achievement for the 
Northern Melbourne Medicare Local 
(NMML).  

At the outset NMML valued 
involvement of stakeholders to 
develop a strategic after hours 
program, establishing an expert 
working group of GPs, other allied 
and primary health providers and 
consumer representatives.  

Working with our expert working 
group, NMML developed a strategy 
comprising five connected 
initiatives:  

1 a region-wide deputising service 

2 incentive grant program 

3 residential aged care outreach 

4 active recruitment of GPs  

5 community awareness campaign. 

The following key elements 
underpinned our strategy: 

 working with existing services 
rather than in competition 

 data collection to drive quality 
and effectiveness 

 empowering consumers to make 
informed decisions. 

As a result of the NMML’s strategic 
approach to after hours service 
provision, the following benefits 
were realised:  

 Our targeted incentive grants 
simplified funding structure, 
rewarding hours of opening 
rather than size of the practice. 
We targeted unmet need; in our 
growth corridor in Whittlesea 

A strategic approach to improving after 
hours care in northern Melbourne 

after hours practices increased 
by 200 per cent. 

 NMML contracted a single 
provider to deliver a region wide 
deputising service. The NMML 
achieved universal coverage for 
all residents, including those in 
semi-rural locations. 

 The residential aged care facility 
outreach demonstrated a fifty 
per cent reduction in emergency 
department hospital 
presentations through the 
extension of outreach nursing 
support in the after-hours 
period.  

NMML's approach to improving 
after hours primary care has 
supported a better coordinated and 
integrated local health system and 
importantly delivered tangible 
results to our community. 

<nmml.org.au> 
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Protecting far north Queensland’s community 
from vaccine preventable diseases 

Kylie McKenna, Far 
North Queensland 
Medicare Local 
Immunisation saves 
lives every day, and 
makes it possible for 
Australians to live 

free from illness, death and 
disability caused by vaccine 
preventable diseases. Immunisation 
not only protects those people who 
have been vaccinated, but also 
vulnerable people in our 
community, such as newborn 
babies, the elderly and those whose 
medical condition prevents 
vaccination. 

The Far North Queensland Medicare 
Local Immunisation Program’s 
strategy for improving immunisation 
rates is yielding results. Our region 
has the highest national rate (97%) 
of fully immunised two-year-old 
Aboriginal and Torres Strait Islander 
children, and we are above the 
national average rate for fully 
immunised children at two and five 
years of age according to the latest 
Healthy Communities report, 
Immunisation rates for children 2012

The challenges are many, and one of 
our major hurdles is the diversity of 
our region’s population, languages 
and location. However, by 
collaborating with all immunisation 
services and providers, and ensuring 
culturally-appropriate resources and 
education through evaluation are 
continued, we believe we will 
continue to improve immunisation 
rates and help build strong public 
belief and confidence in vaccination. 

<fnqmedicarelocal.com.au/> 

Towards a greater understanding of NT 
population health needs 

–2013 by the National Health 
Performance Authority (NHPA). 

Our Immunisation Program has had 
an impact through: 

 formation of an immunisation 
health services group  

 creation of a ‘parents’ and 
‘health professionals’ 
immunisation portal on our 
website  

 free immunisation education for 
childcare providers  

 scholarships to increase the 
number of immunisation-
endorsed nurses, and facilitation 
of regular free immunisation 
education and workshops 

 development of the Has your tot 
had their shots? immunisation 
promotional material  

 production of a vaccine 
management video. 

Although our region’s immunisation 
rates have improved since the start 
of the immunisation program in 
2013, we still aim to improve rates 
and timeliness of vaccination for 
children aged 12 months, and 
maintain targeted immunisation 
rates of 95% for all children in our 
region.  

visual snapshot of health and social 
indicators across urban and remote 
regions of the Northern Territory. 

Information has been drawn from a 
range of sources and the intent of 
the Atlas is to provide a resource for 
those making decisions relating to 
population health. The Atlas also 
provides opportunities to make 
further advances in improving 
health across the NT population and, 
in particular, for Aboriginal people, 
those at risk of chronic disease and 
mental health conditions. It also 
provides an overview of the NT 
health workforce, including the 
unique context and challenges 
associated with delivering primary 

Emma Ringer, Northern Territory 
Medicare Local 
Understanding the population 
health needs of the Northern 
Territory (NT) has been a key focus 
of the Northern Territory Medicare 
Local (NTML) throughout 2014. A 
key achievement of the NTML in this 
domain is the publication of the NT’s 
first population health atlas. 

For the first time in the NT, 
population health information has 
been brought together and 
presented in a single publication. 
The Northern Territory Medicare 
Local Health Atlas 2014 provides a 

health care services to remote 
populations and disadvantaged 
communities. 

The Atlas can be downloaded from: 

<ntml.org.au/publications/> 

Aboriginal health and wellbeing is a 
key focus of the Atlas 

Has your tot had their shots? Poster 
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Simon Brooks, 
Metro North 
Brisbane 
Medicare Local 
The number of 
health 
professionals 
registered to use 

Brisbane North’s Map of Medicine 
care pathways has risen sharply 
since their launch in March this year.  

The latest figures show 660 health 
professionals, including 375 GPs, 
now have access to the pathways. 
This roughly equates to one third of 
all GPs practicing in the region, a 
figure confirmed by a recent survey 
of doctors. 

The Map of Medicine is an online 
tool that optimises patient care by 
providing instant access to 
comprehensive, evidence-based 
local pathways. These pathways 
offer clinical information at the point 
of care, without disrupting clinical 
workflow. Metro North Brisbane 
Medicare Local and the Metro North 
Hospital and Health Service jointly 
funded this initiative and were the 

Mapping the path to better patient care 
first to successfully implement the 
UK-based software system in 
Australia. 

Launching the Map of Medicine, 
Minister for Health, Lawrence 
Springborg, likened the initiative to 
other recent improvements in 
Queensland’s health system. 

“These are the sorts of things you 
can do when you put in new 
systems, you are not scared of 
change, and you actually allow 
people to engage and partner. And 
that’s what this is all about,”  Mr 
Springborg said. 

“I’m very much encouraged by the 
very long and significantly evolving 
partnerships between Medicare 
Locals and also our Hospital and 
Health Services around 
Queensland,”  he said. 

Around 130 local GPs, allied health 
professionals and hospital clinicians 
participated in working groups to 
develop the local patient care maps, 
which approximately 70 GPs then 
piloted. 

Local maps are now available for 20 
priority clinical areas and services, 
including rheumatoid arthritis, 
valvular heart disease, and renal 

stones, with many more maps in 
development. 

Health professionals working within 
our geographic catchment area are 
encouraged to contact us for access 
to our Map of Medicine local 
pathways.  

For more information, visit :  

<mnbml.com.au/map-medicine> 

To learn how your local area could 
benefit from implementing Map of 
Medicine, see the Map of Medicine 
homepage: 

<mapofmedicine.com/> 
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Helping locals live well 
 chronic condition prevention and 

lifestyle programs 

 chronic condition management 
services, both individual and 
groups 

Our clinicians have delivered 16 840 
occasions of service across mental 
health and Living Well services. 
Additionally, the health services 
team actively contributes to the 
development of referral pathways 
and models of care, both at a local 
and state level.  

In late 2013, PSCML introduced a 
new program targeting obesity in 
the region. The program, Living Well 
for Life, targets men with a waist 
circumference of >94cm and women 

with >80cm who are in general good 
health with or without well 
managed stable chronic conditions.  

The program offers initial 
assessments with our dietician and 
exercise physiologist and then a nine 
week program consisting of one 
hour education and one hour 
exercise. Those enrolled in this 
program are reviewed over a twelve 
month period on a one to one basis 
with our lifestyle educator. Referral 
pathways include self, allied or GP 
referral. Since the program started 
we have provided approximately 
150 occasions of service (53 Pinjarra 
and 101 Rockingham). 

<pscml.com.au/> 

Amanda Bedford, Perth South 
Coastal Medicare Local 
With several service gaps in our 
region and an increase in demand, 
Perth South Coastal Medicare Local 
(PSCML) has expanded its health 
service delivery through numerous 
streams over the last year. Services 
are delivered across the region from 
four different locations and include: 

 mental health including 
Headspace Rockingham 

 GP after hours clinic and medical 
deputising service 

State Health Minister Lawrence 
Springborg (left) at the Map of 
Medicine launch with Medicare 

Local Chair Professor Claire Jackson 
and MNHHS Chair Dr Paul Alexander 
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International workshop 
16–17 October 2014, Brisbane 
The co-creation paradigm and 
implementation research are 
approaches that focus on closing the 
evidence–practice gap by involving 
end users in every step of the 
research process: shaping the 

research questions, methodological 
approach, implementation 
challenges and identifying the most 
important outcomes. Clinicians, 
managers, policymakers, consumers 
and bureaucrats are all involved. 
This process requires extensive 
consultation, flexibility and front-
end review and adaptation. Articles 
in the recent MJA Supplement 
Building a Culture of Co-creation in 
Research available online: 
<mja.com.au/journal/2014/201/3/
supplement> describe the positive 
impact of this approach on 
practitioner participation, policy 
intelligence and end-product use 
(Jackson et al 2014, MJA Volume 
201, S42). 

The aim of this two-day workshop is 
to assist participants to develop an 
understanding about the co-creation 

Building a culture of co-creation in research—
Making a difference at the coalface 

paradigm and the skills for building a 
culture of co-creation in research. In 
particular, participants will learn 
about end-user and stakeholder 
engagement in co-creating value in 
research—essential in facilitating 
translation of research into evidence
-based health care and policy. 

Course conveners: Professor Claire 
Jackson and Professor Mieke van 
Driel (Discipline of General Practice, 
University of Queensland).  

For more information please visit:  

<som.uq.edu.au/news-events/
events.aspx> 

To register for the workshop visit:  

<https://payments.uq.edu.au/
OneStopWeb/aspx/tranform.aspx?
TRAN-TYPE=W01SOM_CRE_Building> 

New web-based quiz to educate 
community about health services 

Jade Sarna, Inner East 
Melbourne Medicare Local 
Inner East Melbourne Medicare 
Local (IEMML) this month launched 
a new website aimed at improving 
people's understanding of the health 
services available in the community 
and, through that, reducing the load 
on hospital emergency departments. 

Around 102 000 people attended 
emergency departments in 
Melbourne's inner east last year. Of 
those, almost half were for semi-
urgent or non-urgent medical issues, 
issues that are often more 
appropriately dealt with by GPs and 
other primary health care providers. 

Why is that such a concern? 
Inappropriate hospital-based 
emergency care for such issues is 
expensive, costing the community 
almost six times as much as if the 
person had seen a GP. It also adds to 
the large volume of people 

emergency departments have to 
handle. But emergency departments 
can't simply send patients away. This 
makes initiatives to educate patients 
essential, to allow hospitals to best 
utilise their resources where they 
are needed. 

There are many reasons why people 
seek emergency care but research 
suggests two key drivers are: a lack 
of awareness of alternatives, and 
uncertainty about the severity of 
their health issue. IEMML's Choosing 
your care website addresses both 
issues through a quiz that presents 

common health scenarios and tests 
users to choose appropriate 
responses. Rather than simply 
providing responses of right or 
wrong, the site provides additional 
information about possible care 
options to help educate users. 

While the website has been 
developed for the inner east 
community, IEMML encourages 
people to use the website and share 
it with others. Feedback and 
suggestions for additional scenarios 
are encouraged and can be sent to 
admin@iemml.org.au 
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To test your healthcare knowledge, visit <afterhours.iemml.org.au> 
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Dr Lesley Russell, 
APHCRI 
Australian primary 
health care (PHC) 
researchers at the 
2014 Primary 
Health Care 
Research 
Conference were 

challenged by the Canadian guest 
speaker, Nancy Edwards, to better 
incorporate contextual issues into 
their work. Professor Edwards 
brought a unique and personal 
perspective to her talks; she is both 
a distinguished researcher in health 
services, policy and clinical fields of 
public and population health and, in 
her role as Scientific Director of the 
Institute of Population and Public 
Health at the Canadian Institutes of 

APHCRI update: The importance of 
context for primary health care research 
Health Research, a funder of 
research in these areas. 

She argues that an essential 
objective of PHC research is its 
contribution to health improvement. 
In order to achieve this, PHC 
research needs to include the 
importance of addressing societal 
impacts in both research design and 
performance measurements.  

The best example of why context 
matters is seen in the commonality 
of issues around reducing health 
disparities, tackling social 
determinants of health, and 
addressing scale-up. These are all 
key to the success of population 
health interventions.  

Yet too often context is ignored and 
PHC research questions are shaped 
by research methodologies, which 
may bear little relationship to the 
complexity of healthcare systems, 
the conditions needed for scale-up, 
the everyday needs of patients, and 

the cumulative effects of 
disadvantage over the life course 
and across generations. 

Professor Edwards’ approach is that 
funders should work with 
researchers to encourage them to 
put more contextually into their 
research. Better comprehension of 
the societal impact can improve 
recognition of the importance and 
value of PHC research by funders, 
universities and the key stakeholder 
groups. 

A Futures café at the Conference 
explored these issues with the dual 
aims of boosting awareness of the 
importance of including the health 
care/societal impacts in the valuing 
of research quality and developing a 
plan of action to address this in the 
Australian context. 

P
H

C
R

ED
 S

tr
at

e
gy

 

Beyond bulk billing 
Since the introduction of the 
Strengthening Medicare reforms in 
2004, bulk-billing rates are now at a 
record high of 83%; an increase of 
15% since 2003. While these 
reforms have been widely credited 
with this improvement, our results 
show that the out-of-pocket costs 
have actually increased for some 
population groups; particularly for 
those patients without a concession 
card. These results suggests that the 
reform has led to different pricing 
strategies among GPs, whereby they 
are more likely to charge lower fees 
to those with concession cards and 
higher fees to non-cardholders.  

This research has some important 
implications, particularly in the 
context of the current debate on 
increasing co-payments for primary 

care. First and foremost is that 
doctors may not act in unison with 
the proposed reforms. It may be in 
the interest of a GP’s bottom-line to 
absorb the decrease in the proposed 
MBS fee for some patients, but 
increase it by a greater extent for 
other patients. In part, changes to 
GP fee structures will be driven by 
the patient’s willingness and ability 
to pay for consultations, as well as 
referred services such as pathology. 
It is therefore likely that as a result 
of the proposed reform, we will see 
greater variation in GP fees and out-
of-pocket costs. The impact of this 
may have longer term consequences 
on health care use, costs and 
outcomes. 

Kees van Gool, 
Centre for Health 
Economics 
Research and 
Evaluation 
Policymakers in 
Australia keep a 
keen eye on bulk-
billing rates. The 

percentage of consultations that are 
bulk-billed has become the gold-
standard for measuring financial 
access to primary care. However, 
research conducted by the Centre of 
Research Excellence on the Finance 
and Economics of Primary Health 
Care (REFinE-PHC) suggests that the 
headline bulk-billing rate figures 
obscure a more worrying trend. 
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overworked health care providers, 
and find out how the dental 
workforce shortage affects outback 
communities.  

Associate Professor Tony Barnett 
and Dr Ha Hoang from UTAS were 
met by Mackay dentist Dr Jackie 
Stuart, in Charleville before 
travelling to Quilpie, Cunnamulla, St 
George and Mitchell, all in the 
central West of Queensland. The 
team are now undertaking research 
for a project by the Centre of 
Research Excellence in Primary Oral 
Health Care (CRE), funded by the 
Australian Primary Health Care 
Research Institute (APHCRI), 
Relationship of dental practitioners 
to rural primary care networks. The 
reception this team has received so 
far has been wonderful—hospitality 
that only outback Queenslanders 
can provide.  

Participants have all reported the 
need for more regular servicing by 
dentists and other oral health 
practitioners. The local primary care 
network has been very active in 
providing suggestions as to how to 
attract dentists to the region. These 

Len Crocombe,  
Centre of 
Research 
Excellence in 
Primary Oral 
Health Care 
What happens to 
patients with 

dental problems in rural and remote 
Australia? It appears that in the 
absence of a dentist they must turn 
to the rural primary care network to 
provide help with painful and even 
potentially life threatening dental 
issues.  

To explore this issue, two intrepid 
Tasmanian researchers, from the 
Centre of Rural Health (CRH) of the 
University of Tasmania (UTAS), and 
one brave dentist, went ‘bush’ in 
Central Western Queensland, to 
interview dedicated, busy and 

HIV and Aged Care Workers 

Karen Seager, Australasian 
Society for HIV Medicine (ASHM) 
Did you know that human 
immunodeficiency virus (HIV) is no 
longer considered a death sentence, 
but a chronic condition that can be 
managed? 

Big advances in knowledge and 
treatments now mean many people 
living with HIV have a normal life 
expectancy. That means people 
living with HIV are starting to access 
aged care services. What does this 
mean for you, the aged care 
worker? 

Arm yourself with the knowledge 
you need to deliver quality care to 
people living with HIV. 

A new booklet for aged care 
workers, Aged Care Workers and HIV 
and Ageing, busts myths and puts 
into plain English: 

 the Simple Facts about HIV 

 who has HIV? 

 treatments for HIV 

 infection prevention and control 
in the workplace  

 how HIV affects the ageing 
process 

 stigma and discrimination 

 residents’ Legal Rights and 
Responsibilities. 

It also provides a list of useful 
contacts and resources. 

The booklet was funded by the 
Australian Government Department 

of Health and developed in 
collaboration with aged care 
workers. Hard copies are available 
free from ASHM or download a copy 
at: 

<ashm.org.au/publications> 

‘On The Wallaby’ with University of 
Tasmania’s Centre of Rural Health 

suggestions will be further explored 
as this, and related studies, being 
conducted by the CRE progress. 

The entire research team are very 
grateful to these busy professionals 
for taking the time to participate in 
these studies. It is a measure of how 
important the lack of dental care in 
the bush is to these health care 
providers. 

More information on the project is 
available at:  

<utas.edu.au/rural-health/cre-oral-
health/projects/project-b-
relationship-of-dental-practitioners-
to-rural-primary-care-networks> 

Tony Barnett, Jackie Stuart  
& Ha Hoang in remote QLD 

HIV & Aged Care Workers Booklet 



PHCRIS infonet Page 16 

Kate Fuller, PHCRIS 
The Centre for Remote Health aims 
to contribute to the improved health 
outcomes of people in remote 
communities of the Northern 
Territory and Australia as a whole, 
through the provision of high quality 
tertiary education, training and 
research focusing on the discipline 
of Remote Health.  

During the 2014 Primary Health Care 
Research Conference, Centre 
Director, John Wakerman, launched 
a suite of Remote Primary Health 
Care Manuals for use by Aboriginal 
and Torres Strait Islander health 
practitioners (ATSIHPs), Aboriginal 
health workers (AHWs), nurses and 
doctors. 

These included updated editions of 
the following five publications: 

 CARPA Standard Treatment 
Manual (CARPA STM) 

 Minyamaku Kutji Tjukurpa 
Women’s Business Manual 
(WBM) 

Remote Primary Health Care Manuals 
 Medicines Book for Aboriginal 

and Torres Strait Islanders Health 
Practitioners and Health Workers 

 Clinical Procedures Manual for 
remote and rural practice (CPM) 

 Reference Book for the Remote 
Primary Health Care Manuals. 

BookWatch was fortunate enough to 
receive the first three manuals in 
this suite, prior to their launch at the 
Conference, and found them to be 
valuable PHC publications. 

The Medicines Book for Aboriginal 
and Torres Strait Islanders Health 
Practitioners and Health Workers 
(Medicines Book) covers medicines 
recommended in the CARPA 
Standard Treatment Manual and the 
Women’s Business Manual, and 
other medicines commonly used in 
remote primary health care centres. 

The third edition of the Medicines 
Book is designed to be used by 
clinicians, especially ATSIHPs and 
AHWs who: may not be able to 
access or read other common 
medicines reference books; supply 
and monitor medicines, e.g. under 
State or Territory legislation; want to 
share information on medicines with 
patients who have low levels of 
English literacy. 

The fifth edition of the Minyamaku 
Kutji Tjukurpa Women’s Business 

Manual (WBM), is directed at 
female doctors and community 
health nurses. It assumes competent 
general nursing rather than expert 
midwifery skills. The manual is also a 
useful teaching and learning 
resource. 

The sixth edition of the CARPA 
Standard Treatment Manual 
provides one easily portable manual 
for ATSIHPs, AHWs, nurses and 
doctors. The language is simple, 
without compromise in the content, 
presented in a brief easy to read 
‘cookbook’ style. This manual 
focuses on making a difference to 
clinical practice and health 
outcomes. 

This entire suite of Remote Primary 
Health Care Manuals was produced 
by The Centre for Remote Health, 
through collaboration with the 
Central Australian Rural 
Practitioners Association, Central 
Australian Aboriginal Congress, and 
CRANAplus.  

You can view the books online in pdf 
or purchase them at: 

<remotephcmanuals.com.au/> 
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Evaluation of imaging ordering by general 
practitioners in Australia (BEACH) 
"Most imaging tests ordered by GPs 
comply with expert guidelines," says 
the report's lead author, Dr Helena 
Britt. 

"However, the study indicates that 
GPs are too quick to order imaging 
tests during their initial assessment 
of back problems. GPs are twice as 
likely to order an imaging test during 
the initial examination of new back-
problems compared to follow-up 
consultations. 

"Expert guidelines advise caution in 
ordering tests for presenting back 
problems unless there is a 'red flag' 
to prompt investigation," says Dr 
Britt. 

"'Red flags' can include issues such 
as major trauma, unexplained 
weight loss, unexplained fever, 
history of malignancy, inflammatory 
conditions and neurological issues. 
However, patients with 'red flags' 
account for a small proportion of 
people presenting with new back 
problems." 

Overall, diagnostic radiology (plain x-
rays) was the test type most 
frequently ordered by GPs (54 per 
cent), followed by computerised 
tomography (36 per cent), magnetic 
resonance imaging (5 per cent) and 
ultrasound (3 per cent). The study 
also notes a trend away from 

diagnostic radiology to CT and MRI 
orders, in line with changing 
recommendations in the guidelines. 

The report shows that the four 
strongest predictors of whether GPs 
order a diagnostic imaging test are: 

a Number of problems managed at 
the GP-visit—each additional 
problem managed increases the 
probability of testing by 41 per 
cent 

b Type of medical problem 
managed—particularly 
musculoskeletal problems, 
female genital issues, pregnancy 
and family planning issues 

c Patient characteristics—females, 
those aged 45 years and older, 
and new patients 

d GP characteristics—women, GPs 
aged 35–44 years, those in solo 
practice, and those in a practice 
co-located with an imaging 
service. 

Britt H, Miller GC, Valenti L, 
Henderson J, Gordon J, Pollack AJ, 
Bayram C, Wong C. (2014). 
Evaluation of imaging ordering by 
general practitioners in Australia, 
2002–03 to 2011–12. General 
practice series no.35. Sydney: 
Sydney University Press. 

<ses.library.usyd.edu.au/
handle/2123/10610> 

University of Sydney,  
Media Release, 29 July 2014 
According to the latest University of 
Sydney BEACH study, a 45 per cent 
rise in diagnostic imaging tests 
ordered by Australian GPs is being 
driven by increasing GP visits, a 
rising number of problems managed 
at consultations and a higher 
likelihood that GPs order imaging 
tests for these problems. 

Based on a long term national 
survey of 9 802 GPs between 2002 
and 2012, the report draws on data 
from more than 980 000 GP-patient 
encounter records to assess the 
extent to which GP's order tests in 
line with diagnostic imaging 
guidelines. 

Amanda Carne, PHCRIS 
<gov.uk/what-works-
network> 
The What Works Network is a new 
initiative to improve the use of high 
quality evidence when government 
makes decisions about public 
services.  

There is a demand for clear 
summaries of evidence that are well 
presented and widely shared to 
inform public services and should 
support: 

 policymakers to develop an 
informed view of what is and is 
not cost-effective in public 
services 

 local commissioners’ decisions 
on how best to spend public 
money 

 public services providers’ 
decisions on how to best deliver 
and improve public services. 

The What Works Network is made 
up of six evidence centres, each 
responsible for distilling and sharing 
evidence covering themes such as; 
health and social care, improving 
education outcomes for school-aged 

What Works Network (UK) 
children, crime education, effective 
early intervention, fostering local 
economic growth, and promoting 
active and independent ageing. 

This website offers links to these 
What Works centres, which together 
covers areas with public spending of 
more than £200 billion, helping to 
ensure that rigorous, high quality, 
independently assessed research 
shapes decision-making at every 
level. 

To find out more, ask a specific 
question, or to sign up for the What 
Works mailing list contact: 
WhatWorks@cabinet-office.gsi.gov.uk 
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These agents of change were the 
pioneer attendees of PHCRIS’ 
inaugural Knowledge exchange 
capacity building workshop for 
higher degree students 
<phcris.org.au/conference/2014/
hd_workshop.php>. 

Check out the new faces of primary 
health care research! 
The workshop encouraged a 
philosophy of knowledge exchange 
early in researchers’ careers, to 
inspire future research directions, 
driven by the user. 

Including information on resources 
and tools to help students with 
planning, conducting and 
disseminating research, the 
workshop also gave students an 
opportunity to network with their 

colleagues and to speak with more 
experienced researchers. 

Take a look at their ROAR profiles to 
find out more about the future of 
primary health care research! 

<phcris.org.au/roar/> 

Petra Bywood & Ellen McIntyre, 
PHCRIS 
National Primary and 
Community Health Network 
Forum  
Melbourne VIC, 31 July 2014 
A packed audience attended the 
recent Melbourne one-day forum on 
Reform of the Primary Health Care 
Sector: Enhancing the capability for 
integration? organised by the 
National Primary and Community 
Health Network in association with 
the Australian Institute for Primary 
Care & Ageing at La Trobe 
University.  

Dynamic and informative 
presentations and audience 
discussion covered the following 
topics: 

 What is integration and what is 
the evidence? (Dr Petra Bywood, 
Research Manager, Primary 

Reform of the Primary Health Care Sector: 
Enhancing the capability for integration?  

Health Care Research and 
Information Service) 

 What are the changing 
Commonwealth priorities and 
their impact on integration 
across the health system - 
between Commonwealth/state, 
primary/acute, and across 
primary health care? (Mark 
Booth, First Assistant Secretary, 
Primary and Mental Health Care 
Division, Commonwealth 
Department of Health) 

 State Government Reforms: 
Where are they at? Are they 
enhancing and integrated health 
system? (Speakers from Victoria, 
South Australia, New South 
Wales and Western Australia 
contributed)  

 Implications of government 
policy for the health system and 
the budget. (Professor Hal 
Swerissen, Visiting Fellow, 
Grattan Institute) 

Challenges and opportunities 
identified throughout the day made 
for lively and robust panel 

presentations, discussions, as well as 
audience conversations much of 
which was pulled together by Dr 
Beth Wilson, formerly Victoria’s 
Health Services Commissioner when 
she spoke on The end point—why is 
an integrated health system 
important for consumers? She stated 
that consumers are more concerned 
with their issue and ‘lump’ all 
providers involved into one 
(integrated) group. Consumers are 
now also more interested in 
understanding the ‘why’ of their 
issue and its management, 
prompting the need for better 
communication among consumers 
and providers.  

Presentations (where permission 
has been provided) are available at: 

<latrobe.edu.au/aipca/our-research/
projects/pch-network> 
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Stephanie Miller, 
Health 
Consumers 
Alliance of SA 
In 1978 the World 
Health 
Organization 
declared that 
people have a 

“right and a duty to participate 
individually and collectively in the 
planning and implementation of 
their health care”.  

In South Australia, a consumer-
centred approach is supported by a 
statutory Charter of Health & 
Community Services Rights. The 
Charter includes a Right to actively 
participate, which states that 
consumers have a right to be fully 
involved in decisions and choices 
about services planned and 
received.  

Health consumers and health 
providers come to health care with 
different world views. Consumers 
relate to health care on a deeply 
personal basis. When unwell, we 
become vulnerable and our sense of 
identity can be threatened by 
changes to our relationships with 
family and friends, and our ability to 
work and play. For consumers, the 
experience of ill-health is a whole of 
life experience.  

As Susan Frampton, President and 
CEO of Planetree <planetree.org>, 
says: “Consumers and their carers 
are the only people that have 
experienced their whole journey as 
a patient. Providers are the visitors 
in their lives.” 

There is strong evidence that 
consumer-centred care is linked 
systemically with consumer and 
carer engagement, improved system 
performance and better health 
outcomes.  

Charlotte Williamson, in Towards the 
emancipation of patients: patients’ 
experiences and the patient 
movement (2010) maps the history 
and contribution of the patient 

movement to improving the quality 
of healthcare. Williamson argues 
that patient groups have bought 
new knowledge to considerations 
around appropriate care and to 
identifying problems and 
opportunities for change. 

Consumer and community 
engagement: evidence of improved 
individual health outcomes, services 
and systems (Health Consumers 
Queensland, Information Paper, 
May 2012) provides evidence that 
demonstrates the benefits of 
consumer and community 
engagement in improving individual 
health outcomes, health services, 
networks and the overall health 
system.  

However, despite the international 
evidence of the value of consumer 
participation—it is still not valued as 
it should be. Where consumers 
don’t have a voice within policy and 
decision-making processes, including 
in relation to research, the mismatch 
between expectations and 
performance widens. 

The final report of the Australian 
Institute of Health Policy Studies 
research project Consumer 
engagement in Australian health 
policy: Investigating current 
approaches and developing new 
models for more effective consumer 
participation (November 2008) 
identified that consumer 
engagement in Australian health 
policy is poorly understood, 
inconsistently practiced, and under 
theorised.  

Since then, the National Safety & 
Quality Health Service Standards 
(Australian Commission for Safety 
and Quality in Healthcare) have 
gone some way to increasing 
understanding and improving 
practice. In particular, Standard 2: 
Partnering with Consumers requires 
effective and meaningful 
engagement of consumers in service 
planning, designing care and service 
measurement and evaluation.  

Partnering with consumers in health policy 
and planning: a right and the right thing to do 

While the standard recognises the 
rights of consumers to exercise 
power in health care across all levels 
of decision-making, practice remains 
inconsistent, unintegrated and 
discontinuous. Partnering with 
consumers requires a paradigm shift 
and a new mindset.  

As a community we are currently 
considering some very fundamental 
questions that will determine the 
type of health system we have, who 
runs it, how it is funded, how 
resources are allocated and the 
population health outcomes we 
want. Consumers and carers are 
largely being excluded from these 
lofty decision-making tables.  

If we have any hope of finding 
sustainable solutions to our current 
problems in health care, consumers 
and carers need to play a formative 
role in deciding what the issues are, 
how to frame them, what the 
choices are after that, and what 
choices to make. That is, not just 
commenting on the choices already 
made. 

There are alternative approaches. 
Deliberative conversations have the 
potential to achieve these 
alternative outcomes for 
engagement and for changing 
culture and systems by changing 
relationships—between citizens—
consumers, providers and 
policymakers.  

Consumers and carers are experts in 
their own right and their 
experiential expertise brings 
important and unique insights. 
Consumer leaders must be 
recognised alongside clinical leaders. 
Consumer organisations are a critical 
piece of the balancing act. Without 
informed consumer input, the 
driving forces for change will be 
biased towards special interests.  

Nothing about us without us. 
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9-11 Oct 2014, Adelaide SA 
GP14 CONFERENCE 
Lead. Inspire 
E: events@racgp.org.au 
W: www.gpconference.com.au/ 

9-11 Oct 2014, Sydney NSW 
2014 AUSTRALASIAN SEXUAL HEALTH 
CONFERENCE 
Condoms & beyond, completing the sexual 
health picture 
E: info@shconference.com.au 
W: www.sexualhealthconference.com.au/ 

15-16 Oct 2014, Launceston TAS 
FARM SAFETY CONFERENCE 2014 
Safe Farms—Healthy Farmers 
E: tony.lower@sydney.edu.au 
W: www.farmsafe.org.au/ 

16-17 Oct 2014, Prahran VIC 
INTRODUCTION TO CLINICAL RESEARCH 
E: shortcourses.depm@monash.edu 
W: med.monash.edu.au/sphpm/ 

16-17 Oct 2014, Toowoomba QLD 
RURAL & REMOTE TELEHEALTH CONFERENCE  
E: mail@conferencedesign.com.au 
W: www.rrtelehealth.com/ 

16-17 Oct 2014, Brisbane QLD 
INTERNATIONAL WORKSHOP 
Building a culture of co-creation in research—
Making a difference at the coalface 
E: c.fulford@uq.edu.au 
W: som.uq.edu.au/ 

17-20 Oct 2014, Sydney NSW 
GEORGE INSTITUTE TWO-DAY WORKSHOP 
Injury Prevention 
E: injurycourses@georgeinstitute.org.au 
W: www.georgeinstitute.org.au/ 

18 Oct 2014, Hindmarsh SA 
STATE POPULATION HEALTH CONFERENCE 
Promoting public health research, policy and 
practice now and into the future 
E: phaa.events@gmail.com 
W: sapophealth.yolasite.com/ 

29 Oct 2014, Gold Coast QLD 
NAVIGATING THE EVIDENCE MAZE: BETTER 
SEARCHING, SIFTING, AND CRITICAL ANALYSIS 
OF RESEARCH 
Evidence Based Practice 
E: cerueti@bond.edu.au 
W: www.crebp.net.au/ 

2-4 Nov 2014, Adelaide SA 
THE NATIONAL NURSING FORUM 
Staying ahead of the game 
E: events@acn.edu.au 
W: www.acn.edu.au/forum_2014 

10-12 Nov 2014, Melbourne VIC 
PRIORITIES 2014 
Examining the Past and Contemplating the 
Future—20 Years of Priority Setting 
E: events@deakin.edu.au 
W: www.priorities2014.com/ 

12-13 Nov 2014, Melbourne VIC 
3RD ANNUAL NHMRC RESEARCH 
TRANSLATION FACULTY SYMPOSIUM 
Achieving better health outcomes for 
Australians living with chronic conditions 
through more effective research translation 
E: media@nhmrc.gov.au 
W: www.nhmrc2014.com/ 

12-14 Nov 2014, Albury NSW 
6TH AUSTRALIAN RURAL & REMOTE MENTAL 
HEALTH SYMPOSIUM 
The Practitioner's Voice 
E: ruralhealth@anzmh.asn.au 
W: anzmh.asn.au/rrmh/ 

21-25 Nov 2014, New York USA 
42ND NAPCRG ANNUAL MEETING 
E: pnoland@napcrg.org 
W: www.napcrg.org/meetings/
conference.cfm 

23-25 Nov 2014, Sydney NSW 
2ND WORLD CONGRESS ON INTEGRATED 
CARE 2014 
21st C Integrated Care: Serving citizens, 
patients & communities 
E: wcic2014@dcconferences.com.au 
W: www.dcconferences.com.au/wcic2014/
home 

24-27 Nov 2014, Canberra ACT 
2014 IAHA NATIONAL FORUM 
Valuing diversity in allied health 
E: admin@iaha.com.au 
W: iaha.com.au/events/2014-iaha-national-
forum/ 

24-25 Nov 2014, Adelaide SA 
13TH NATIONAL CONFERENCE OF EMERGING 
RESEARCHERS IN AGEING 
Making Research Matter 
E: era2014conference@era.edu.au 
W: www.era.edu.au/ERA+2014 

24-26 Nov 2014, Sydney NSW 
WORKFORCE EFFICIENCY IN HEALTHCARE 
2014 
Transforming the healthcare workforce 
E: registration@iqpc.com.au 
W: www.healthcareworkforce.com.au/ 

26-28 Nov 2014, Adelaide SA 
47TH AUSTRALIAN ASSOCIATION OF 
GERONTOLOGY NATIONAL CONFERENCE 
50 Not Out—aiming for a century! 
E: jayne@eastcoastconferences.com.au 
W: www.aagconference.aag.asn.au 

15-17 Dec 2014, Cairns QLD 
2014 WORLD INDIGENOUS HEALTH 
CONFERENCE 
E: adminics@iinet.ne.t.au  
W: www.indigenousconferences.com 

10-15 Feb 2015, Kolkata INDIA 
14TH WORLD CONGRESS ON PUBLIC HEALTH 
Healthy People—Healthy Environment 
E: info@14wcph.org 
W: www.14wcph.org/ 
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26-27 Feb 2015, Melbourne VIC 
RESPECTING OUR LOVED ONE'S WISHES 
Innovations in the delivery of care in the home 
and community for older people 
E: info@changechampions.com.au 
W: www.changechampions.com.au 

4-6 Mar 2015, Surfers Paradise QLD 
THE AUST & NZ ADDICTION CONFERENCE 
Alcohol—other Drugs—Behavioural 
Addictions: Prevention, Treatment and 
Recovery 
E: secretariat@addictionaustralia.org.au 
W: addictionaustralia.org.au/ 

15-18 Mar 2015, Brisbane QLD 
2015 AUSTRALIAN PAIN SOCIETY 35TH 
ANNUAL SCIENTIFIC MEETING 
Managing Pain: from Mechanism to Policy 
E: aps2015@dcconferences.com.au 
W: www.dcconferences.com.au/aps2015/ 

25-27 Mar 2015, Edinburgh UK 
15TH CONFERENCE FOR INTEGRATED CARE 
E: info@integratedcarefoundation.org 
W: www.integratedcarefoundation.org/
conference/1454 

26-27 Mar 2015, IRELAND 
RESTORE CONFERENCE 2015 
Implementing migrant care initiatives, beyond 
language and cultural barriers 
E: emma.leahy@ul.ie 
W: www.fp7restore.eu/ 

3-5 May 2015, Broadbeach Island QLD 
AUST & NZ DISASTER AND EMERGENCY 
MANAGEMENT CONFERENCE 
EARTH; FIRE AND RAIN 
E: admin@anzdmc.com.au 
W: anzdmc.com.au/ 

8-9 May 2015, Sydney NSW 
ASIA PACIFIC CARDIORENAL FORUM 2015 
E: cardiorenal@arinex.com.au 
W: cardiorenal.com.au/ 

14-16 May 2015, Gold Coast QLD 
APNA NATIONAL CONFERENCE 2015 
E: admin@apna.asn.au 
W: apnaconference.asn.au/ 

20-21 May 2015, Tel Aviv ISRAEL 
1ST INTERNATIONAL CONGRESS ON 
CONTROVERSIES TO CONSENSUS IN PRIMARY 
AND OUTPATIENT CARE 
E: info@comtecmed.com 
W: www.comtecmed.com 

24-27 May 2015, Darwin NT 
13TH NATIONAL RURAL HEALTH CONFERENCE 
People, Places, Possibilities  
E: conference@ruralhealth.org.au 
W: www.ruralhealth.org.au/13nrhc/ 


