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19th February 2021

Kathrine Morgan-Wicks
Secretary
Department of Health
GPO Box 125
HOBART TAS 7001
Email: ourhealthcarefuture@health.tas.gov.au

Dear Kathrine,
RE: Our Healthcare Future Consultation
Thank you for the opportunity to provide feedback on the Our Healthcare Future package of work.
AMA Tasmania commends you and your team on the immense work you have put into developing
this policy framework. We all agree that we cannot keep doing as we have in the past. We must look
to new models of care to help us to manage the increasing demand for health services driven by an
ageing population and a population more susceptible to chronic conditions.
AMA Tasmania has tried to answer your consultation questions as well as we could in the timeframe
available to us. We thank you also for the extension in time to respond to the consultation papers.
While there is much to be applauded within the papers, there are a few issues not addressed, which
I would also like to draw your attention to outside of the answers given to the directed consultation.
Reform Funding
Firstly, it is important that some momentum is maintained with the delivery of the policy directions
that have broad support. There is nothing surer to dampen enthusiasm than a long-drawn-out
process with few results to point to. Thus, there will be a need for additional resources. It is vitally
important that we do not go back to robbing Peter to pay Paul. One of the greatest fears expressed
by members was that funding would be withdrawn from the hospitals, particularly, emergency
Departments, to fund new initiatives in the community sector. This must not happen. On the
contrary, more acute beds will need to be opened as well as sub-acute beds in district hospitals or
through expanded programs such as HITH if we are to deal with the rising demand.
We have only just achieved some sort of level playing field in health funding, yet we still have
pressures on our hospitals EDs, elective surgery lists, outpatient waiting lists etc. The system is never
far from breaking. And while we want to see the demand coming to the hospital doors diverted, it
will take time for change to be achieved and new services delivered. Therefore 'hump' reform
funding is critical.

Elective Surgery Hospital
While the Mersey Hospital has gone some way down this path, an idea worth further discussions
and exploration is removing elective surgery from all our major hospitals. Separate elective surgery
hospitals with their own staff and beds would mean that elective surgery is not impacted by
unpredictable demand on medical beds. To ensure that this model could work would require
support systems to be in place to allow easy access to ICU if required.
A new level of care between Acute and Primary Care
The Integrated Care Centre model was meant to provide the 'bridge' between acute care services
and primary care services. Unfortunately, this model failed for want of funding and lack of leadership
to drive the change. However, the idea must not be lost. There is no reason for all outpatients’
services to have to be a part of an acute hospital. Many treatments and procedures can be
performed in community settings. What we speak of here is different to the Short Stay Unit or
Urgent Care model canvassed in the policy papers.
In summary, put together these points, and you have a system that has:
1. Acute public hospitals (eventually smaller but better)
2. Elective surgery hospitals (completely new, or old re-badged, just separated in funding and
staffing)
3. District hospitals (more, with more beds)
4. The new level of care that needs a new name and high public recognition.
5. Usual private GP and private specialist care.
State/Commonwealth responsibilities – One Health System
The biggest frustration when trying to move into the community health space is the demarcation
that occurs between state and commonwealth responsibilities and the cost-shifting that one does to
the other. AMA Tasmania has long advocated for a single funder model that would enable the
continuum of healthcare to be funded without the risk of duplication of services, cost-shifting and
political game playing.
Similarly, the demographics of the looming tsunami of chronic disease are set to overwhelm all State
Governments, with Tasmania to be the first with a population around six years older on average. The
baby-boomer generation will drive ever-increasing demand from 2020 – 2040. A single funder, most
likely the Federal Government, would be in a much better position to manage these demand
pressures as they have the income levers. The Tasmanian State Government cannot afford to
endlessly increase funding to health which already consumes 33% of the State Budget.
Single Hospital for the North West
AMA Tasmania believes it is time to start working towards a new single hospital for the North West
Coast. A new hospital would be built to modern standards for patient care and infection control,
with larger spaces for staff, increased numbers of single rooms and negative pressure rooms for
patients with infectious diseases. It would also go some way to dealing with ongoing staffing
pressures across the Mersey and North West Regional Hospital that saw the Mersey ED hours cut
over the past twelve months due to difficulty in staffing rosters during the worst of the COVID
period. It would also provide a more attractive environment to recruit clinicians who would have
more collegial and peer support and less on-call requirements.
Geriatric Medicine
As the document rightly indicated, multiple comorbidities, chronic illness, and an ageing population
will impact the health care system significantly. There needs to be a considerable investment in all
aspects of geriatric medicine, including psychogeriatrics, geriatric trauma, dementia care, to name a
few. While much of this can be managed in the community, fragmentation of traditional families has
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meant that many older people no longer have the family, kinship, and community supports that
were once taken for granted. Replacing these supports, even if it is possible, will be enormously
expensive in money and staff. And that assumes we can get the requisite staff. This has rightly been
called the Silver Tsunami, and it will break on our health care systems with massive force. We know
it's coming, but we are not prepared for it. This is compounded by the fact that many older
Australians are relocating to Tasmania.
Transport
It may not be in the brief of this particular part of overall health care reform, but we could not see
any mention of improvements to transport infrastructure. The imperative to ensure people are
treated in the most appropriate place implies that the health system will make it so they can get to
that most appropriate place. Given the dearth of public transport and reasonably priced
accommodation in most of Tasmania, a readily available and efficient patient transport system is
vital. This is currently run by the ambulance service, with a few private providers taking up the slack.
Mental Health
AMA Tasmania notes the comprehensive reform agenda being pursued through Mental Health
Services, but one thing the state desperately needs is a functioning child and adolescent inpatient
unit, preferably several across the state. This also is a growth industry which we ignore at our peril.
Appropriate management of MH issues in childhood and adolescence reduces the need for services,
and thus cost, at later stages in life. This service must have the highest priority.
Conclusion
In summary, AMA Tasmania supports the main thrust of the reform agenda being put forward by the
State Government with some areas where we would like to see a little more boldness and vision.
Thank you once again for the opportunity to consult with doctors on this crucial issue.
Yours sincerely

Dr Helen McArdle
President
Attachments
1 – AMA Tasmania Position Statement Intergenerational Health 2019
2 – AMA Tasmania Tobacco Policy
3 – AMA Tasmania Federal Election Advocacy Platform Planning 2019
4 - AMA Position Statement Health Literacy 2021
5 - AMA Position Statement on Social Determinants of Health 2020
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OUR HEALTHCARE FUTURE | IMMEDIATE ACTIONS
AND CONSULTATION PAPER | NOVEMBER 2020
Reform Initiative 1 –
Consultation questions:
1 How can we target better our current investment as well as future investments in health
to ensure a sustainable and balanced mix of services is delivered across the whole of the
health system to provide right care in the right place at the right time?
"Talk to clinicians who provide the service day in and day out and try to avoid or to bow to
pressure on decisions which appear politically correct but detract from the bigger picture. "
We all recognise that with an ageing population and an increasing chronically ill population, demand
on all health system levels will continue to grow for the foreseeable future. To address this growth in
demand, the prevention, primary and acute care sectors need to work more closely together, and
governments will have to increase their investment in all parts.
The ongoing problem in the current health system is the division of responsibility between the
Commonwealth and State's governments. While ever the Commonwealth is responsible for the
provision of aged care (which is underfunded and without adequate nursing care) and primary care
through General Practice (which is becoming more expensive for the patient due to insufficient
growth in the Medicare rebate system), the State Government will continue to be pressured to focus
its resources on the acute end of the system to provide timely emergency services, elective surgery
services and other tertiary services at the expense of investment in primary and ill-health prevention
services in the community.
Having said that, the state cannot afford to simply fund more acute care beds, nor do we want to
see patients require hospitalisation if it can be avoided through better investment in prevention of
chronic illnesses and primary care. It is just that any investment in these areas must not be at the
expense of the acute care system that is still in desperate need of more funding for much-needed
investment in IT and replacement of critical but expensive equipment like MRI machines, let alone
more hospital beds to cope with the growth in demand that shows no sign of subsiding anytime
soon.
The state also needs to invest and develop further services outside of the acute hospital system.
These should include the district and rural hospitals, community nursing, hospital in the home,
outreach services, and residential aged care support. A long-term financial commitment to the
COMRRS and HITH programs, to grow these services as our community ages, would go some way to
shifting the focus from acute services to more community provided services.
In addition, increasing funding for community palliative care, so that a palliative care physician and
their team are available full time to assist GPs in palliative patients in the community would help to
keep some people out of a hospital bed and give them more choice to die at home.
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2 How can we shift the focus from hospital-based care to better community care in the
community?
The short answer is that funding needs to be increased to community care for both medical staff and
allied health staff and communication and cooperation between hospital services and the
community improved.
Beyond funding, shifting the focus from hospital-based care to better community care is best
achieved by working with GPs, private specialists, and hospital-based specialists.
If GPs feel that they are supported and have access to appropriate nursing and specialist medical
resources, they are more likely to be happy to support more of their patients in the community.
Although it is not a state responsibility, if home visits or visits to Aged Care facilities were better
remunerated, GPs would be happier to undertake them.
Improving GP access to after-hours imaging and pathology services would also enable GPs to be an
appropriate option for subacute presentations that can then be diverted from the emergency
departments.
Grow HITH services.

3 How can we facilitate increased access to primary healthcare, in particular:
a. after-hours and on weekends
b. in rural and regional areas
c. for low-income and vulnerable clients
d. for extended treatment options (e.g., urgent care or non-emergency care)?
Primary medical healthcare is mostly delivered through General Practitioners. This is a group who
are highly dependent on the Federal Government for their fee for service income. They are also
critical to reducing the demand on the health spectrum's acute care end, where the State
Government bears the higher costs. Our GP members are acutely aware of the inequities arising
through the necessitation of applying a gap fee and limiting bulk billing for particularly low-income
and vulnerable clients, who often have the most need for their service. But without a change in
funding or funding model, this will not change.
You can feel the passion this generates in the following comment from a GP:
"It is vital that the Health minister realise what 38 years of Medicare and relentless cuts to
Medicare rebates in real terms has done. General Practice has born the absolute brunt of
successive Liberal and Labor Government Medicare policies and the rebates now stand at 45%
in real terms c.f. 1983 at institution. GPs cannot save the day at these miserable rebates.
Services such as IV infusions of iron and bisphosphonates/venesection/IV rehydration do not
even attract ANY rebate yet take a huge load off emergency departments. The rewards for
performing an ECG and interpreting it [and maybe saving a hospital admission] were recently
halved by the Federal Government, illustrating exactly their attitude to General Practice.
Currently, only 13% of Australia's current medical students have indicated an intent to enter
General Practice. This is shocking – we need Generalists, and we need 40% wanting to do
General Practice. In the last three years, training GPs' intake has not reached the allocated
1500 training places – indeed falling further each year. This is a recruiting and training crisis
with the ramifications to bite increasingly harder in the next decade. As a State Health
Minister moves to solve her Public Health care crisis with community-based care, she is faced
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with an undervalued and grossly underpaid GP workforce struggling to recruit its future
workforce due to Federal Health decisions. If there is an expectation that GPs will staff the
UCC's and do it for Medicare rebates after hours she is in for a shock."
a) After-hours:
Under current funding, it costs GPs to work after hours, unless a number of GPs in the
practice do so at the same time to cover the cost of the nursing and administrative staff
required to assist. A financial incentive for the wages of staff would be beneficial for
encouraging after-hours access to GP services.
In addition, to increase access to primary healthcare after hours, it is essential to work with
both local medical practices and after-hours services where they exist. Access to after-hours
pathology and medical imaging in the public system, for example, would help General
Practitioners not have to transfer patients to hospital simply to access these services.
b) Rural and Regional areas:
GPs need to be resourced to improve these services, especially in the rural areas, e.g., while
a Federal Government issue to address, loading the Medicare rebate with a rural number
would help. GPs servicing rural hospitals also need to be appropriately renumerated by the
State Government. This is not currently the case, which is making it harder to attract and
retain GP services into rural hospitals.
c) Low income or vulnerable clients:
A temporary hardship allowance for concession card holders (on top of existing concessions
that may be available), for a period of say three-month blocks, or a set number of GP visits a
year, could be considered that would fund vulnerable patients to see their GP without a gap
fee.

4 The UCC Feasibility Report 2019 identifies UCCs as a feasible service model for Tasmania.
Are there other barriers and opportunities for implementing a model of urgent care in
Tasmania not identified by the study?
Our members recognise that there is a gap between primary care and being hospitalised and we
need to consider a whole new "level of care" that helps address the demand on acute services, is
available after hours and includes the COMRRS and HITH models of care, with public sector
specialists available when required. However, there is not strong support for the Urgent Care Centre
model proposed in the UCC Feasibility Report 2019, particularly among our General Practitioner
members.
The UCC model is a public sector run model that could compete with General Practice, rather than
the model AMA Tasmania has been advocating for, which is a Short Stay Unit where patients stay for
up to twenty-four hours in a GP led surgery. The AMA model was based on the Pegasus model in
Christchurch, which offers 24/7 urgent medical and accident health care. It is very careful to
complement General Practice rather than compete, with services provided with a fee as they do in
General Practice.
"We're open 24 hours a day, every day for you and your family when your doctor is not
available. We provide urgent medical and accident care and are nominated by over 320
General Practitioners in Christchurch as the preferred provider of after-hours care for their
patients.
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As an Urgent Care Clinic and do not have enrolled patients, we strongly recommend that you
enrol with a General Practice and utilise our services only when your GP is not available. Being
enrolled with a GP provides you with numerous benefits, including continuity of care, better
access to health services and reduced fees.
All patients are assessed, treated, and then referred back to their regular practitioner for
ongoing care." (24hoursurgery.co.nz)
The Pegasus model's importance is that it is available to you if you need urgent medical or accident
care and either you cannot get into your GP or your GP does not offer the service, e.g., treatment of
fractures. Your first port of call is still your GP for your medical needs.
If the State Government wanted a no-fee service for patients, then they would need to remunerate
GPs to cover the gap between the cost of service and the MBS payment. The government may also
need to help cover the infrastructure cost. The cost of nursing and other staff would also need to be
considered.
The model will only work if the Short Stay Unit has access to medical imaging and pathology after
hours. If these services cannot be provided onsite, as is likely to be the case, there will be a need to
access those services through the nearest emergency department.
Some concern was also raised by members, that UCCs can have the effect of diluting funding from
other services that are currently working well, such as the COMRRS and HITH. They were also
concerned that if Urgent Care Centres were established, in an attempt to take the pressure off EDs,
they must be separately funded. There must be no erosion of funding for EDs to pay for alternatives,
at least not until those alternatives have demonstrated that they have relieved the pressure on EDs.
Experience elsewhere on this is mixed.

5 How can we make better use of Telehealth, so people can receive care closer to home,
and what are the barriers preventing utilisation of Telehealth?
While telehealth via telephone should be available to most patients, it is not appropriate in many
situations. For some specialties or where a patient is sick and needs physical examination,
teleconferencing is not useful. However, following the COVID-19 experience, telehealth has its place.
The main barrier to utilising videoconferencing telehealth is the availability of appropriate
technology and the skills to use it for the doctor and/or the patient. There have also been concerns
raised about video conferencing security, but this could be overcome by using secure platforms. In
some situations, it may also be necessary to support the individual in their home using nursing staff
or other health professionals to assist the patient with the telehealth consultation.

6 How can we make better use of our District hospitals to enable maximum utilisation of
beds in these facilities as a step-down from public hospitals and a step-up from the
community to improve patient flow in acute hospitals and care in the community?
The State Government needs to adequately remunerate General Practitioners for their work in these
facilities or consider employing them as Visiting Medical Practitioners. Under the present industrial
arrangements and financial remuneration, it is getting harder to attract and retain GPs to service
district hospitals.
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It would also help if more hospital-based specialists, not just palliative care, and geriatric specialists,
would attend these hospitals to provide continuity of care. It is wrong that patients are transferred
from a district hospital to a public hospital outpatient for a specialist appointment.
In addition, several other factors have been raised as to why district hospitals cannot be fully utilised
as step-down facilities from public hospitals, none of which are insurmountable.
These include:
- lack of equipment for managing obese patients
- lack of orderlies
- lack of appropriately skilled nursing staff
- lack of the willingness of the local GPs to take on the additional workload

7 How can we improve integration across all parts of our health system and its key
interfaces (e.g., primary health, mental health, disability services, aged care, and acute
care)? What should be our priorities for integration?
"Specialists need to work together and not in isolation."
One of the most important ways to improve integration across all parts of our health system is by
improved IT and its ability to be accessible by GPs. If they could access the patient records within the
public system, it would significantly improve their ability to manage their patients.
Another important aspect for complex patients is to have a case manager. For many years, a similar
arrangement has happened in the Workers Compensation space with Rehab Providers providing the
integration across a number of services. This sort of role has also been used in cancer care with
breast care nurses and in lung cancer. The case manager could come from the acute sector or from
within a General Practice. We believe that this has occurred to some extent, already within General
Practice.
A Mental Health GP Liaison Officer would also help. This person could take calls from GPs re urgent
patients and help provide feedback back to the GP in relation to a patient.

8 How can we strengthen the interface between hospital services and aged care to
improve community healthcare for older Tasmanians?
This is best done through an outreach service from the acute hospitals utilising both nursing and
medical staff. We support Hospital in the Home initiatives. More such initiatives focussed on aged
care and palliative care would help.
It is also important to build relationships with aged care and help them to develop skills inhouse
possibly using Nurse Practitioners, although this would require the Federal Government to increase
funding to this sector to enable them to afford a higher-skilled workforce.
Added to this, it is essential to have care plans and directives in place for as many patients/residents
as possible to receive the care they want when they need it.
We cannot ignore either the growing crisis in the aged care sector around access to GP services. GPs
are becoming less and less willing to take on Aged Care – currently, 50% of visits are done by GPs
over 55 years of age – without the Federal Government improving remuneration for their work.
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9 How can we make the best use of co-located private hospitals to avoid public hospital
presentations and admissions (by privately insured patients)?
This is a problematic issue, mostly from an industrial perspective. The public hospital private practice
scheme is dependent on these patients. If we reduce the number of private patients in public
hospitals, public sector doctors will need to be compensated for loss of income or we will lose them
from the system.
Added to this is the need to work with the private hospitals and insurers to reduce the out-of-pocket
costs for patients, as this undoubtedly impacts some privately insured patients' decision to attend a
public hospital.
Any co-located private hospital needs an emergency department to take the load off the public ED.
Also, a change in policy for TAS Ambulance Service could help if ambulances were able to give the
patient a choice to go to a private ED where appropriate rather than just the public ED, noting that
there is a fee that will have to be paid by the patient for that service, which will continue to serve as
a disincentive for many.

10 How can we build health literacy, self-management, and preventative health
approaches into the day-to-day practices of our health services across the whole of the
health system?
Health Literacy:
Providing more information on what is happening in real-time in the public health system would go a
long way towards improving people's understanding of what the public health system can provide in
the form of timely services.
"Consumers and doctors need to know the limitations of our State Public Health system, for
example, access waiting times for elective surgery. If not already in place, a hospital
admission's real cost should be printed on a bill at discharge - with nil to pay. Health care in
Public hospitals is very expensive, and consumers need to understand this."

11 How can we better incorporate preventative health and health literacy initiatives into
current and future care, across the range of settings, including acute, community, primary
and private?
The role of schools cannot be underestimated. Doctors talking to students about the effect of
smoking or alcohol on a person's health may help change some young people's thinking and improve
long term health outcomes. But it is also critical that a health-focused culture is built into the school
environment from healthy food in canteens to building physical exercise into the day's activities.
Similarly, it is essential to encourage health education into community settings such as community
houses, multi-cultural organisations, and Tasmanian Aboriginal Community settings. Local
government is also important as they have a key role in planning and delivering local infrastructure
that can encourage people in the community to become more active and health literate.

12 How do we provide clear pathways into our health system so that patients are
accessing the most appropriate care for them?
General Practice, Child health and parenting nurses, children and family centres and other services
on the ground providing frontline support to the elderly, the homeless and other vulnerable groups
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all need to have clear information on what those pathways are into the health system depending on
the person's needs.
General Practice is particularly critical in this area. We acknowledge that there are already plenty of
resources available, e.g., Tasmania.communityhealthpathways.org, but they are not well used. GPs
and their Practice Nurses may benefit from some training to ensure they know about the available
pathways to their patients.
It would also help from a GP perspective if specialists didn't decline referrals if they are not too
standard.
Patient Case Managers could also assist in this area.
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Reform Initiative 2 –
Consultation questions:
1 How can we best target our digital investment to improve the timely sharing of patient
information across key health interfaces?
Having a single Electronic Medical Record (EMR), that integrates GP/specialists/pathology/radiology
and Public hospitals in real-time would be ideal. As there is inconsistent use of MyHealth record by
clinicians and patients, greater access to the EMR would be beneficial, particularly in providing
timely and appropriate information to be shared with a patient's GPs pertaining to their hospital's
interaction.

2 What digitisation opportunities should be prioritised in a Health ICT Plan 2020- 2030 and
why?
As above, a single state-wide integrated Electronic Medical Record accessible to public and private
health practitioners and which sends an electronic notification to a GPs on a patient's admission and
discharge.
Electronic prescribing, which is underway, will also assist in making the health system more efficient.
With the support of more telehealth services, it would also be important to explore how doctors and
patients can be better supported to provide care in the home using advanced technology, which
would provide better monitoring of a patient remotely.

3 What information should be prioritised for addition to the My Health Record to assist
clinicians in treating patients across various health settings (e.g. GP rooms, Hospital in the
Home, Hospital, Specialist Outpatients)?
Our members are not convinced that the MyHealth Record is being embraced sufficiently by patients
or the medical profession to make it worthwhile. Part of the problem is that it is too difficult to
access. However, should that change then it would be useful to have all pathology and medical
imaging results, all prescriptions dispensed or changed and any Advanced Care Directives accessible
on the MHR.

4 What are the opportunities to develop a digital interface between hospitals and other
care providers (such as GPs, aged care, and the private system) to improve the timely
sharing of patient information?
As above – if health professionals across the public and private sectors could access and use an
enhanced DMR or EMR that would help improve the timely sharing of patient information,
particularly if it were to include Pathology and Medical Imaging results, pharmacy dispensing and
notifications of admissions and discharges.

5 What information would help to improve your experience as a patient or consumer
interacting with public hospital or health services in Tasmania?
My medical history on MyHealth Record.
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6 What technology would be best to help you to deliver improved patient outcomes?
With a modern EMR, there can be direct uploading of information from monitoring devices directly
into the EMR, and where the parameters are outside a set range, an alarm can sound.

7 How can we use technology to empower patients with their own self-care?
Through education and the use of apps and wearables.

8 What is the key paper or manual administrative process that would provide the most
benefit to digitise/bring online?
•
•
•

Referrals from GPs.
Referrals for medical imaging or pathology – inpatient and outpatient.
Online request for admission form.
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Reform Initiative 3a –
Consultation questions:
1 What are the major priorities that should be considered in the development of a 20-year
infrastructure strategy?
Despite the fact that K Block has just opened, the rest of the Royal Hobart Hospital needs to be
redeveloped to improve inefficiencies, e.g., ICU being floors away from theatres. It might also allow
cost-saving to bring all the other services currently in the Telstra, MBF, and Commonwealth sites,
onto a single site.
While we may try to shift the focus of the provision of health services more into the community, the
reality is that with an ageing population and one that brings with it a high level of chronic disease,
the development of appropriate hospital bed numbers will remain a critical matter for governments
to address.
There also needs to be an asset management system that plans for the replacement of ageing
infrastructure and equipment prior to the end of its life.
One new hospital on the NW Coast must become a priority of government. And there must be
investment in appropriate infrastructure for our large district hospitals.
Considering our recent experiences with COVID-19, it is also important to ensure our facilities are
appropriate to manage infectious diseases.

2 How should the government ensure we achieve the right balance of infrastructure
investment across the range of care settings including acute, subacute and care delivered
in the community?
This is a difficult question to answer as everyone thinks they are important. But it is important to
support those investments which will give the greatest return in terms of patient care.
Unfortunately, the Integrated Care Centre model of the past failed because of, for example, the lack
of funding for specialists to do their clinics in these centres.

3 How do we ensure current facilities continue to be invested in appropriately, so they
continue to be fit-for-purpose?
By having master plans for the acute hospitals and having asset management plans for equipment.
And most importantly, by listening to those on the ground working in them to understand the
current problems, e.g., the predicted problem of having a hybrid operating theatre and not
redeveloping/replacing the previous angio suite in medical imaging is now impacting on patient care
(cancellations).

4 What are the key factors that should be considered in the development of modern
health facilities in a community setting – e.g. location, proximity to other community
services?
Adequate access (public transport and parking), plenty of space, integrated IT with the main
hospitals linking in with local general Practices, access to pathology and medical imaging.
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5 How do we integrate our capital investment planning with the private sector to help
complement and/or supplement the public system?
"Don't – all they are interested in is making money."
There are no simple answers other than to say tread carefully. While the Wellington Centre
development has worked in providing much-needed outpatient and additional space for the RHH,
there are also examples such as the private/public partnership model that built the North West
Regional Hospital that failed, with the state government having to buy the asset from the private
sector.

14

Reform Initiative 3b –
Consultation questions:
General Comments:
"My baseline assumptions and learning from previous Australian documents from colleges and
government are they universally get it wrong because some major assumption changes, it is
almost impossible to manipulate health workforces - but we should try, if you get one
profession right (at a point in time), then another part will almost certainly be out of balance,
and thus the whole service is under strain."
First key finding is unfair and undersells this problem.
Overall, this document is an excellent piece of work; however, there is a view that to open with a list
of high priority professions is doing the document a disservice.
While the evidence is clear that per head of population, we are ok in many areas of the health
workforce, in many instances, it is untrue and simplistic. In most places’ health care is 24/7 and must
care for a multi-comorbid aged population and relies on a minimum workforce to enable adequate
response. Tasmania's dispersed 500K population means that the economies of scale that many
health workforces have do not exist. Thus, while Headcount or FTE per head of population may be
interesting, it doesn't reflect the on the ground delivery of healthcare by the workforce which is
stretched and stressed as a result.
Tasmania should have a higher (or highest) medical workforce to population ratio than other states.
Why?
We need to run 24/7 services which require on-call or after-hours rosters which require a minimum
1 in 5 ratio - still considered excessive by most in the new age of work/life balance.
Our patients' high multi co-morbid aged and lower socioeconomic status require extra time and coordination to care for them, resulting in less patients per health professional.
The actual raw number of some health professionals is still very low, e.g., 2/100000 considered
normal means 6 for Tassie and 30 for NSW. The raw numbers deliver a completely different service,
particularly after hours.
Generalist Care
The wording needs to be careful. Generalists do not exist as described.
A generalist is a specialist. A GP is a specialist.
What Tasmania needs is Generalist Specialists in all areas. Our Anaesthetists need to be Generalists,
particularly in N and NW. Our general surgeons whom all have subspecialist training need to be still
generalist enough to make on-call rosters work. Our NW coast can employ Specialist GPs (RACGP or
FACRRM) with extra skills in its acute sector, but they are specialists in this area.
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In Launceston (despite the data), we are short of almost every specialty in the
surgical/anaesthetic/gastroenterology areas. Sure, it might be only one head and a very fractional
FTE, but it is still as critical.
The document is light on the interplay between private and public. For procedural specialties, this is
vitally important to understand, particularly in regional and rural areas. If a surgeon cannot get an
anaesthetist in private (e.g., in NW coast or Launceston - which is a real live issue), then the
likelihood of recruitment or retention is diminished in the public.
As discussed above, using 100000 rates is not useful other than highlighting that the NW coast is
underdone. Raw number in the regions tells the real story.
Workforce growth does not mean anything and needs to be put in context of "was the workforce
adequate in 2013" if the answer was no (or the hidden locum workforce isn't counted) then this data
is misleading at best.
The Generalist discussion needs a rewrite. It needs to name up the "undervaluing" of the generalist
specialist, the actual financial disincentive, and the fact that generalist specialists in major capital
centres can craft an over-servicing model of care that prevents them from leaving the big centres. A
perioperative physician is a great example.
Wellbeing
Fundamentally the employment landscape has changed. The newer generations expect reasonable
hours of work while access to good training. The public expects 24/7 access to quality health care.
The smaller the region/hospital, the greater the mismatch of these expectations.
It needs to be in BIG BOLD and UP THE TOP of the document that in the NWRH there are as many
hours after 5 pm to cover as there is in the RHH and the number of people to cover them is multiples
less, and thus the workload is completely different as a result. This maths can never be solved, but
innovative solutions need to be tried.
Ageing - percentages are not important - actual numbers are - one loss in addiction medicine may
shut a service. One loss of an anaesthetist even with more significant numbers may make the worklife balance proposition such that further losses follow quickly.

1 How should the Health Workforce 2040 strategy be further refined to guide and inform
the development of a strong and sustainable professional workforce that is aligned to
meeting the future health needs of Tasmanians?
Ensure that we have access to up to date and accurate information on the medical workforce and its
distribution. Information from AHPRA is not always accurate.
We also need to continually look at Tasmanians' health needs and match our medical workforce to
meet them.
We also need to understand what we need to offer in terms of salary and conditions or lifestyle, that
will attract the professional medical workforce we need to live and work in Tasmania.
The UTAS study into identifying gaps in the future workforce is an excellent idea.
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"In my opinion, the system will need ever-increasing numbers of broad generalists to cope
going forward – not super-specialists nor GPs who have moved into single-issue work areas.
(e.g., in our practice, we have three GPs who do skin medicine only, another who does female
reproduction health only and another who does diabetes only. In addition, some limit
themselves to no suturing, no plastering or managing fractures, no pap smears and never do
home visits/nursing home visits or admit to private hospitals)."

2 How do we work with the private sector, as well as other levels of government,
to ensure our combined workforce serves the future needs of our community?
Look at the needs in the private sector as well as the public sector and ensure appropriate
distribution through partnerships with the private sector. Unfortunately, there seems to be a move
from the state government away from the use of Visiting Medical Officers in preference to having
more Staff Specialists. This will be detrimental for the private sector on the North West Coast in
particular, who rely on work within the public sector to supplement their income. Should those
opportunities be lost to work in the public sector, the private services may fold, putting even more
pressure on the already stretched public health system.
It is also important that the public sector is supported to deliver services as a priority with the
private sector only being asked to supplement that service when required. It is concerning to see, for
example, public monies spent in private hospitals on elective surgery when there is unused capacity
in public hospitals.

3 What steps can be taken to improve the state's ability to attract and retain health
professionals in regional areas, particularly the North West?
Within the public sector:
•

•
•
•
•
•

Better market allowances that provide for an attraction and retention incentive for clinicians
to stay and work in regional areas of the state. It is also important to provide support for
family members to find jobs and integrate into the local community.
Ensure that medical staff can retain their medical skills and where this is difficult, develop
systems for upskilling or short-term placements in areas with higher acuity.
Ensure that on-call rosters are not onerous.
Ensure that staff can access educational and recreational leave when they require it, and
locums are brought in to cover without question.
Less cumbersome recruitment processes that a slow and unresponsive
Advertise salary packages upfront.

There also needs to be more flexibility for southern specialists to go to the north-west and help.
Vascular surgery provides a good model.
Distribution is driven by real or perceived advantages or disadvantages for the family unit of a
particular site. Your evidence/data clearly points to the fact that Hobart has "advantages" and
probably is "over serviced" and while private practice exists in a fee for service model without state
control the ability to impact change doesn't exist. This should be named up.

4 What innovations or changes are needed to our health workforce to more closely align
our professional health teams with the future needs of Tasmanians?
Look at the population's health needs to ensure we have the appropriate mix of staff and given the
ageing population and the fact that they are becoming more co-morbid – the focus needs to be in,
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e.g., community geriatricians and support for nursing homes delivering more health care. A teambased approach with medical, nursing, and allied health staff working together as a team, is also
critical.

5 How do we support health professionals to work to their full scope of practice?
•
•
•

Ensure they work in teams, and that team members are confident in each other's skills and
ability to work to their full scope of practice.
Where a person is working outside of a team, they must be linked to others across the state,
so that they are not working in isolation.
Ensure upskilling and short rotations to other institutions, including arranging swaps of staff
where appropriate.

6 How do we support Tasmanians to access the education and training they need to be
part of the state's future workforce?
"Stop making it difficult to take education/sabbatical leave."
Ensure high-quality local education opportunities, as well as provide funding for training.
In the allied health space, ensure that Tasmanians have access to training interstate but can-do
clinical placements within Tasmania.

18

Reform Initiative 3c –
Consultation questions:
1 How could a Statewide Clinical Senate assist in providing advice to guide health planning
in Tasmania.
Ensures senior clinicians work together rather than just try to protect their own patch. But it will
only work if they also can action decisions. If it is only considered a talkfest, it will fail.

2 How can we better engage meaningfully and effectively with consumers and other key
stakeholders in health service planning, delivery and quality improvement?
Provide opportunities for the public to participate in forums for face-to-face consultation, and
written submission moderated Facebook sites etc.
Public forums are useful, but require strong leadership, so they do not become derailed.

3 How can we strengthen and optimise consumer engagement and participation at all
levels of healthcare, including:
Consultation with the community on what they think they need is really important and should not
be seen as merely ticking a PR box. The people may not know what they actually need but getting
their thoughts on what they think they need allows a more fruitful discussion on what is feasible for
the health system to provide. If people believe they have been listened to, they are more likely to
accept what is offered as they will understand that it is the best, we can do with what we have. Of
course, we must be then able to demonstrate that what we offer is the best we can provide with
what we have. Too often, so-called community consultation comes across to folk as an exercise in
politicians and bureaucrats trying to look like they are listening while doing what they were going to
do anyway.
a) Personal participation and engagement in a person's own care: This is difficult as some
patients don't care (do whatever you want doc) and others are very unrealistic, e.g., patients
dying of cancer demanding services which will not alter their quality or quantity of life. It
comes back to education.
Local: participation and engagement in service improvement at a local level
b) It is important to be careful to manage expectations. Everyone seems to want, for example,
a paediatric cardiac oncology service on their doorstep but fail to realise the risks to small
low volume units.
Policy and service system: participation and engagement in planning, developing,
reviewing, evaluating, and reforming services at a system level?
c) Provide opportunities for the public to participate in forums – face to face, written
submission, moderated Facebook etc.

4 Are there particular models of consumer engagement and participation that we should
consider?
5 How can we improve opportunities for consumers to feed back on their healthcare
including following discharge from care?
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We should have a standard discharge pack which includes clinical information, e.g., care of surgical
wound, VTE prophylaxis, follow up arrangements, update on GOC or ACD and methods to provide
feedback – postal or online.

6 How do we strengthen education and training for health professionals and health policy
makers and planners in relation to the importance of consumer engagement and
participation across all levels of healthcare?
Use theatre. The Hush Foundation have a play they tour the nation with, looking at patient-centred
care issues and the importance of listening to the patient and each other and showing kindness. It
has been very successful and well-received by those working in the health
professions. https://www.hush.org.au/aipfcc-what-we-do

7 What format would be best to engage our future health leaders?
There is no one answer to this and is something all organisations are struggling with to some degree.
Email remains the most reliable in terms of knowing that a person has received the information, but
unreliable in knowing if they have read the information or not. There are many social media
platforms and other platforms from WhatsApp to Signal to Hangouts to Slack. It is hard to know
where to put your efforts to connect. Facebook closed pages seem to be a reasonable format still,
but people need to choose to join and engage as with all these platforms.
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AMA Position Statement
Social Determinants of Health
2020
Note
The AMA Position Statement on Social Determinants of Health 2020 was finalised and endorsed by
the AMA Federal Council in early 2020, shortly before the novel coronavirus (COVID-19) was
declared a global pandemic, and its impacts began to be felt in Australia.
Since then, more than 65 million COVID-19 infections have been diagnosed worldwide, and more
than 1.5 million people have died. Australia has done well to control the infections, but we have still
had more than 27,000 cases, and more than 900 deaths – largely among our most vulnerable people.
While this Position Statement’s release has been delayed, its recommendations not only remain valid,
but have been reinforced by the disproportionate effect that the pandemic is having on the
disadvantaged in our community, including those already experiencing poverty, health inequities,
disability, and discrimination. The AMA urges Australian governments to consider the additional
impacts of COVID-19 on the social determinants of health, and in particular, the financial
disadvantages that have been exacerbated by the pandemic. Australia has a new cohort of
unemployed people arising from the events of 2020, which impacts communities in other areas
including mental ill-health and domestic violence. This year has revealed the essential nature of frontline services in providing support to areas of high need in times of crisis in particular. The AMA will
review this Position Statement within 12 months of its publication to account for the impacts of the
COVID-19 pandemic on the social determinants of health.
While lockdowns are easing around the nation, the second wave of infections in Victoria and smaller
outbreaks in other jurisdictions show that complacency is COVID-19’s best ally, and our worst enemy.
The 2020 Federal Budget, while maintaining financial supports, relies heavily on the assumption that
an effective and universally available vaccine is in sight, and that our borders and our economy will
reopen in coming months. However, it is clear that even if the most optimistic forecasts come true, the
ongoing impact of this year’s disruption will have long-lasting effects on those who have lost income
and working hours, had their access to education cut off, and are in vulnerable accommodation.
The AMA continues to maintain that social distancing should and will be part of our lives for some time
yet, as we do not know how effective the vaccines under development are going to be. Understanding
this through the lens of social determinants reminds us that basic housing, hygiene, safety and
access to clean water are essential to keeping healthy and COVID-19 free. During the early part of
any rollout, the limited available vaccine will need to be prioritised to higher needs groups within the
community.
Social determinants of health remind us of the challenges some groups in our community face to
access the basic health care they need. The AMA acknowledges those communities will need extra
assistance from a responsive health system as we adapt to the necessary changes brought about
from COVID-19.
Dr Omar Khorshid
AMA President
December 2020
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A person’s health is shaped by the social, economic, cultural and environmental conditions they live
in. Health inequities typically arise because of inequalities within society. Health inequities are
avoidable and can be associated with forms of disadvantage such as poverty, discrimination, and
access to goods and services.1 In order to achieve health equity, we must not only focus on treating
disease and modifying risk factors, we must focus on the underlying social determinants of health that
influence population health and wellbeing. Improving the overall health of the population, and
reducing health inequities, should be a core focus of the Australian health system.

AMA Position
The AMA calls on the Commonwealth government to:
1.1

Prioritise efforts to address health inequities in the social determinants of health for Aboriginal
and Torres Strait Islander peoples;

1.2

Prioritise action on the social determinants of health in the National Preventive Health
Strategy;

1.3

Adopt a whole of government approach to address the social determinants of health by
establishing a cross portfolio Ministerial body to consider and provide advice on policies that
may impact on health outcomes and health equity;

1.4

Ensure that all tiers of government take a more proactive role in addressing the social
determinants of health, including regular public reporting on progress, and health equity
assessments of relevant policies;

1.5

Ensure that national research funding bodies (including the National Health and Medical
Research Future Fund, the Australian Research Council, and the National Health and Medical
Research Council) commit to funding research into prevention and population health;

1.6

Recognise the window of opportunity to alter long term health by positively influencing infant
and child development and health, and adopt a universal approach to evidence-based health
promotion and prevention and early intervention programs, including pre-pregnancy
counselling to ensure every child has the best start in life;

1.7

Work collaboratively with State and Territory Education Departments to improve health
literacy;

1.8

Ensure that all individuals have access to means that support adequate standards of living,
regardless of their participation in paid employment and invest in measures that support retraining and re-employment for those who are affected by underemployment or
unemployment;

1.9

Recognise the contribution of the social determinants of health as they apply to drug and
alcohol misuse, including investment in interventions that seek to reduce their impact as
opposed to reliance.

The AMA calls on State and Territory governments to:
2.1

Prioritise efforts to address health inequities in the social determinants of health for Aboriginal
and Torres Strait Islander peoples;
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2.2

Recognise the window of opportunity to alter long term health by positively influencing infant
and child development and health, and adopt a universal approach to evidence-based health
promotion and prevention and early intervention programs, including pre-pregnancy
counselling to ensure every child has the best start in life;

2.3

Prioritise action on the social determinants of health in State and Territory prevention or
population health plans or strategies;

2.4

Designate responsibility for action on the social determinants of health to Premiers’ or Chief
Ministers’ departments and include provisions for cross portfolio collaboration;

2.5

Invest in measures that improve health literacy;

2.6

Continue investment and commitment to diversion programs that reduce or eliminate
incarceration, detention and recidivism;

2.7

Recognise nutrition as a social determinant of health, including investment in approaches that
ensure affordable and nutritious food for all, including priority groups such as children,
adolescents, and older persons.

The AMA calls on members of the medical profession to:
3.1

Be cognisant of the social determinants of health and the influence they have on a patient’s
health and wellbeing;

3.2

Regularly assess their own practice to ensure that treatment decisions contribute to achieving
health equity for both individuals and communities;

3.3

Encourage organisations involved in medical education to develop and implement policies
that support the entry to and completion of medical studies by students from diverse groups;

3.4

Advocate for education about the social determinants of health to be included in the
curriculum of undergraduate or postgraduate medical school programs and in College-based
training programs;

3.5

Support increased awareness of health inequities and potential for bias in medical treatment
decisions by engaging practitioners in open discussions about the issue in a range of settings
including medical school, medical Colleges and professional societies, medical journals,
professional conferences, and as part of professional peer review activities.

Definitions
Social Determinants of Health
The World Health Organization describes the social determinants as ‘the circumstances in which
people grow, live, work and age and the systems put in place to deal with illness. The conditions in
which people live and die are, in turn, shaped by political, social and economic forces’.2 The social
determinants of health include a range of factors such as geographic location, income, education,
employment, and social support.
Health inequality
Health inequality refers to the systematic differences in health between groups.3
Health inequity
Health inequity refers to the differences in health which are unfair, unjust, systematic, avoidable
and/or unnecessary.3
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Further Background
Many Australians enjoy good health. As a nation, Australia is typically listed among the top 10 by the
Organisation for Economic Cooperation and Development (OECD) when measuring a range of health
indicators including life expectancy.4 Over half of Australian residents report their own health to be
very good or excellent. However, some Australians, particularly Aboriginal and Torres Strait Islander
peoples, suffer much poorer health compared to the rest of the population. The gap is profound and
unacceptable.
Widely accepted social determinants of health include:
• Socioeconomic status;
• Nutrition;
• Early life experience;
• Education;
• Social exclusion;
• Employment status;
• Housing;
• Cultural determinants;
• Natural, built and physical environments;
• Social security; and
• Transport.
While there is strong evidence that health system spending contributes to better health outcomes, 5 it
has also been recognised that almost half of an individual’s overall health and wellbeing can be
attributed to socioeconomic factors.6 Measuring the precise health impacts of investments outside the
health domain can be difficult, but it is clear that some of the biggest improvements for people at risk
of poor health outcomes derive from addressing the social determinants of health, including housing,
social care, and isolation.7
Action on the social determinants of health is an appropriate way to address avoidable health
inequalities.8 The World Health Organization’s Commission on Social Determinants of Health made
recommendations about the importance of closing the gap in health outcomes by addressing the
social determinants of health. The WHO recommends a ‘whole of government’ approach that
recognises the impact of policies in a range of portfolio areas, and the subsequent impacts on health.
Recommendations include:
• Give every child the best start in life;
• Enable all children, young people and adults to maximise their capabilities and have control
over their lives;
• Create fair employment and good work for all;
• Ensure a healthy standard of living for all;
• Create and develop healthy and sustainable places and communities; and
• Strengthen the role and impact of ill-health prevention.

Tackling the problem appropriately
The obvious discrepancies in mortality are compelling enough to justify concerted action on the social
determinants of health. However, there is also a strong economic argument. A healthier workforce is
more productive, which can increase economic growth rates over the long term and raise a country’s
standard of living.
Modelling has indicated that if Australia adopted the World Health Organization’s recommendations,
the potential benefits would include:
• 500,000 Australians could avoid suffering a chronic illness;
• 170,000 extra Australians could enter the workforce, generating $8 billion in extra earnings;
• Annual savings of $4 billion in welfare support payments could be made;
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•
•
•

60,000 fewer people would need to be admitted to hospital annually, resulting in savings of
$2.3 billion in hospital expenditure;
5.5 million fewer Medicare services would be needed each year, resulting in annual savings
of $273 million;
5.3 million fewer Pharmaceutical Benefit Scheme scripts would be filled each year, resulting
in annual savings of $184.5 million each year.9

It is unlikely that we will eliminate the influence of the social gradient in health entirely but there is
evidence that the degree of the gradient can be reduced. Universal and targeted approaches have
potential strengths and challenges. Universal approaches do not always capture the most vulnerable
and may contribute to improved outcomes for those already in advantageous positions. Targeted
approaches may address consequences of inequities rather than the causes. 10
Targeted universalism defines goals for all, identifies obstacles faced by specific groups, and tailors
strategies to address the barriers in those situations.11 Proportionate universalism is a widely
supported approach that recognises policies and programs must include a range of responses for
different levels of disadvantage, aiming to improve the health of the whole population, while
simultaneously improving the health of the most disadvantaged fastest. These newer hybrid
approaches are being used internationally with some success and warrant consideration in Australia.
A healthy population is a key goal for all societies. Reducing inequalities and the angle of the social
gradient improves health and wellbeing for everyone. Good health improves work productivity,
increases the capacity for learning, supports sustainable environments, empowers families and
communities, and reduces poverty and social exclusion. All public policies should be considered
through an equality and health equity lens.

Priority groups
There are groups within the population that experience disadvantage and higher rates of illness and
premature death than the general population. Social and economic factors are estimated to account
for slightly more than one third (34 per cent) of the ‘good health gap’. Health risk factors (such as high
blood pressure, smoking, and risky alcohol consumption) also contribute to the discrepancy.
These disadvantaged groups include (but are not limited to) Aboriginal and Torres Strait Islander
peoples, people who live in rural and remote areas, people with disability, people living with mental
illness, single parents and newly arrived migrants. People who fall into more than one of these groups
may experience increased disadvantage. The impacts of chronic disease may be felt more acutely
within these vulnerable groups, not only in relation to prevalence of disease or health condition, but
also in terms of earlier onset, greater severity, and greater complexity in management.12
In Australia, the ‘social gradient of health’ manifests in a range of ways, including:
• The 20 per cent of Australians living in the lowest socio-economic areas were 1.6 times more
likely as the highest 20 per cent to have at least two chronic health conditions;
• Australians living in the lowest socio-economic areas lived about 3 years less than those
living in the highest area;
• People reporting the worst mental and physical health were twice as likely to live in poor
quality or overcrowded dwellings;
• Mothers in the lowest socio-economic areas were 30 per cent more likely to have a low
birthweight baby than mothers in the highest socio-economic areas;
• A higher proportion of people with an employment restriction due to a disability lived in the
lowest socio-economic areas (26 per cent) than in the highest socio-economic areas (12 per
cent);
• Unemployed people were 1.6 times more like to use cannabis, 2.4 times as likely to use
meth/amphetamines and 1.8 times more likely to use ecstasy than employed people;
• Dependent children living in the lowest socio-economic areas were 3.6 times more likely to be
exposed to tobacco smoke inside the home as those living in the highest socio-economic
areas (7.2 per cent, compared with 2 per cent);
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•
•

People in low socio-economic resource households spend proportionally less on medical and
health care than other households;
People living in the lowest socio-economic areas were more than twice as likely to delay
seeing, or not see, a dental professional due to cost compared with those living in the highest
socio-economic areas (28 per cent compared with 12 per cent). 13

Further, a recent analysis of cardiovascular disease (CVD), diabetes, and chronic kidney disease
confirmed:
• Males living in the lowest socio-economic areas of Australia had a heart attack rate 1.55 times
higher than males living in the highest socio-economic areas. For females, the disparity was
even greater at 1.76 times higher;
• The prevalence of Type 2 diabetes for females in the lowest socio-economic area was 2.07
times higher than those in the highest socio-economic areas, for men the prevalence was
1.07 times;
• The rate of end stage kidney disease for males in the lowest socio-economic areas was 1.52
higher than males in the highest socio-economic areas, for females it was 1.75 times higher;
• If all Australians had the same CVD death rates as people in the highest socio-economic
areas, the total CVD rate would have declined by 25 per cent and there would have been
8,600 fewer deaths.
Aboriginal and Torres Strait Islander peoples generally experience significantly worse health
outcomes compared with the non-Indigenous population.14 Research confirms the importance of
social determinants in understanding and addressing this gap. A 2009 analysis concluded that up to
one third of the difference in life expectancy can be attributed to differences in the social
determinants.15 When considering the contribution of individual variables, household income, highest
level of schooling and employment status have been shown to make the largest impact on reducing
the health gap.
In 2007, the Council of Australian Governments committed to ‘Closing the Gap’ in life expectancy for
Aboriginal and Torres Strait Islander people by 2030. Targets were set within the domains of health,
education, and employment, with dedicated investments directed towards achieving those targets. As
of 2019, two of the seven targets are on track to be achieved.16 Recognising these shortcomings, and
the potential benefit of targets in other areas, in 2019 the Government entered into an historic
partnership with Aboriginal and Torres Strait Islander community-controlled organisations, known as
the Coalition of Peaks, to overcome the entrenched inequality faced by many Aboriginal and Torres
Strait Islander peoples. This partnership is formalised through the National Agreement on Closing the
Gap which came into effect on 27 July 2020. The National Agreement is centred around four priority
reform areas to accelerate improvements in the lives of Aboriginal and Torres Strait Islander peoples;
shared-decision making between governments and Aboriginal and Torres Strait Islander peoples,
building the community-controlled heath sector, improving the ability of government organisations to
respond appropriately to the needs of Aboriginal and Torres Strait Islander peoples and shared
access to data and information at a regional level.
While efforts are being made to reduce overt racism from many institutional settings in Australia,
covert forms of racism continue to exist. This undermines efforts to achieve equity in health and other
outcomes. For more information please refer to the AMA’s Anti-Racism statement.
It is also likely that future efforts to reduce the gap in health outcomes will incorporate and emphasise
the role of culture. The notion of cultural determinants and culture as a domain that can positively
impact on health is relatively recent.17 The cultural determinants stress the need for protection and
promotion of traditional knowledge, family, culture and kinship and their contributions to community
cohesion and personal resilience. Research shows that strong cultural links and practices not only
improve outcomes across the social determinants of health but empower those people to own and
direct those health improvements.18
Concerns are also being raised about the failure to engage Aboriginal and Torres Strait Islander
peoples in decisions that are relevant to them. Constitutional reform that enshrines the voice of
Aboriginal and Torres Strait Islander peoples via a Parliamentary advisory body is reflected in The
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Uluru Statement from the Heart. The AMA’s Federal Council endorses the Statement and calls on the
Australian Government to do the same.
The conditions in which children live and grow can have an extensive impact on their current and
future health. The first 1000 days of life are increasingly recognised as an important and sensitive
period of development, during which a number of vital skills and abilities develop, and represent a
high value target to address health inequities arising from social determinants of health. 19
Children’s health is inextricably linked to that of their families, and the impact of social determinants of
health is mediated through their familial context.20 For example, in families where there is low income
or financial distress, it may be difficult to balance costs associated with adequate food, housing,
clothing and medical care, and this limits young people’s capacity to achieve higher levels of
education. Exposure to trauma (through homelessness, domestic violence, parental substance abuse
and mental ill health) can have profound and enduring consequences, resulting in poorer physical21
and mental22 health across the lifespan23. Recognising this, efforts to increase supports for parents
and children during this period should be a priority for all governments. However, it is also important to
note that efforts to support the first 1000 days do not replace the need to support older children and
adolescents who remain vulnerable to the influences of the social determinants of health within and
outside their family, and warrant specific services and supports.
Stronger action is required to break the endemic cycles of poverty and intergenerational trauma that
perpetuate inequity and poor health outcomes in families and communities across Australia, from the
very start of life.

The role of the medical profession
All medical practitioners have a responsibility to address inequity in their work.
While upstream and midstream determinants influence the type, likelihood, number and severity of
disease that affect a person, downstream inequities come into play when a person becomes ill. They
occur at many levels, for example:
• Barriers to access to a primary care medical practitioner due to cost or the lack of health
services and doctors which are typically fewer in lower socio-economic areas;
• Communication barriers;
• Inability to afford optimal form of treatment;
• Less likely to be referred to rehabilitation services, and
• Government policies not to provide, or to restrict access to, services.
There are practical ways that doctors can advocate for action in healthcare settings and the
community, as well as by influencing local and national policy. Actions that can be undertaken in the
healthcare setting include the following:
• Improving health literacy across the population through the provision of information and
referral to suitable sources of additional information;
• Facilitating referral to non-medical sources of support within the community;
• Developing local strategies to improve access to health services for vulnerable groups;
• Encouraging healthcare organisations to assess the impact of policy changes on health
inequalities;
• Considering becoming an advocate for community action.24

The role of governments
Many policy areas outside of the health portfolio can strongly influence health outcomes. Transport,
housing, fiscal and employment policies are examples ofgovernment policies that can support or
undermine health.25 Many contemporary public health problems, such as childhood obesity, arise
from complex situations involving a number of different policy sectors. Broad-based action is needed
to improve the social, environmental, economic and commercial conditions in which people live.
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Recognising this, the World Health Organization has called on governments to refocus their public
health policies to ensure action by all sectors of government to address ‘the causes of the causes’ in
order to improve population health.26
Unfortunately, the reality is that governments do not always pursue opportunities to improve health
through non-health policy levers. This may be because impacts on health are not routinely
considered in the development of policies in different sectors, and even in instances when they are
considered, the relationships and associations between certain policy measures and outcomes can
be difficult to untangle and explain. It is possible that the delay between the implementation of a policy
measure and changes in health outcomes also contributes to this. It is also worth noting that within
the Australian context, all three tiers of government have jurisdiction over measures that can influence
health.
In recent decades, international efforts to support all countries to better account for the impacts of
policies on health, poverty and the environment have arisen. In 2000, 191 United Nations members
committed to eight international development goals for the year 2015, also referred to as the
Millennium Development Goals (MDGs). For 15 years, the MDGs facilitated progress in many areas
including reducing income poverty, providing access to water and sanitation, reducing child mortality,
improving maternal health, and significant improvements in combatting HIV / AIDS and other treatable
diseases such as malaria and tuberculosis.27
More recently, the MDGs have been replaced by 17 interconnected Sustainable Development Goals
(SDGs) that affirm international commitments to end poverty in a sustainable and climate-friendly way.
All 17 SDGs are connected, meaning that progress and success in one area influences progress and
success in other areas. The SDGs are reflected in the 2030 Agenda for Sustainable Development
which has been adopted by the 193 countries of the UN General Assembly (including Australia).
A recent report from the Sustainable Development Council28 assessed local Australian data and found
that 35 per cent of the SDGs were ‘on track’, 23 per cent needed improvement, 18 per cent needed a
breakthrough to be achieved and 24 per cent were ‘off track’. Further, the report asserted that
Australia was performing relatively well in health (SDG 3) and education (SDG 4), but that failures to
reduce inequalities (SDG 10) and engagement with climate action (SDG 13) were notably poor and
that considerable progress was required. The Australian Government must seek to address all SDGs
as part of its commitment to the UN’s 2030 Agenda for Sustainable Development.

Health in All Policies
‘Health in all policies’ (HiAP) is an established approach to improving health and health equity through
concerted inter-sector action on the wider determinants of health. It aims to embed health and health
equity considerations across sectors, policies, and service areas. In addition to improving health and
health equity, HiAP partnerships can support non-health sectors to achieve their own goals such as
creating good quality jobs or economic stability. At the same time, a healthier population is likely to
bring social and economic benefits to other sectors in the long term.29
There are international examples of HiAP approaches, including the North Karelia Project in Finland
which reduced the prevalence of heart disease through engagement with a number of non-health
sectors including community organisations and food producers. The South Australian Government
has also been recognised as an example of HiAP in action. Much of the success of the approach in
South Australia has been attributed to ensuring clear governance and accountability structures, and
incorporation of the ‘health lens’ process which includes consideration of the co-benefit approach.
The Adelaide Statement on Health in All Policies emphasises the importance of cross sector
collaboration to improve health and wellbeing, as well as providing more detailed advice for the health
sector to facilitate this work (including reference to a range of tools and instruments that are useful).
This Statement provides a template for continued action in this area.30,31
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Health Literacy
2021
The AMA defines health literacy as “the degree to which individuals can obtain, process and
understand the health information and services they need to make appropriate health decisions” (1).
Health literacy is an important determinant of health, playing an essential role in the health-related
behaviours of Australians and the way in which they interact with the health care system.
Health literacy is a dynamic concept. The health literacy of any individual can fluctuate throughout
their life based on age, health status, education, personal circumstances, disability and cognitive
ability. Doctors, and health systems more generally, have a vital role to play in improving health
literacy by communicating effectively and sensitively with patients, encouraging discussion, and
providing information that is understandable and relevant.

AMA Position
The AMA believes that:
•

•

•

•

Health literacy is a society-wide issue that requires a multi-sector response. Governments,
schools, businesses, the media, researchers, industry, health providers, and individuals can
all make meaningful contributions to improving health literacy.
Low levels of health literacy are associated with other measures of social and economic
disadvantage. Efforts to improve health literacy must respond appropriately to the varying
needs of diverse population groups.
Strategies to improve health literacy among Aboriginal and Torres Strait Islander people must
build on the understandings and perspectives of Indigenous culture, including language and
worldview. Health professionals and health services must ensure that the development and
delivery of health information for Aboriginal and Torres Strait Islander patients and their
communities is culturally appropriate.
Medical and other health professionals are uniquely placed to improve the health literacy of
patients.

The AMA calls on:
•

•
•

•

•
•

Medical Colleges and employers in the health sector to support doctors to implement
evidence-based communication techniques to improve health literacy in their patients. This
should include time and funding for professional development and training in health literacy.
The Australian Government to fund the Australian Bureau of Statistics to conduct further
iterations of the Health Literacy Questionnaire as part of the National Health Survey.
The Australian Government to invest in long-term, robust online advertising to counter health
misinformation, including on social media channels. This should include promotion of vaccine
safety, as well as campaigns on the health risks associated with alcohol, junk food, tobacco
and other drugs.
The Australian Government to collaborate with all state and territory governments to extend
the current ‘Health Direct’ website to provide a single, accessible national source of verified
health information. The website should incorporate the ability for individuals in each state and
territory to find appropriate health services in their local area, and provide a full range of
translated material for those from linguistically diverse backgrounds.
Social media companies to acknowledge their public health responsibility and work actively to
counter health misinformation on their platforms.
State and territory health departments to acknowledge the importance of health literacy at a
high level, and take practical actions within their health services to improve it. This should
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include the provision of accessible health information, easily navigable design of public health
facilities, and dissemination of education and health promotion campaigns.

Explanatory Notes
1. Health Literacy in Australia
Health literacy is a concept that covers a number of knowledge areas. In part, health literacy refers to
how well people understand and enact healthy behaviours – for example, healthy foods and
appropriate nutrition; exercise; the effects of substances like alcohol, tobacco, and illicit drugs, sun
safety; personal hygiene; and sexual behaviours. It may also refer to how much individuals know
about health conditions – whether they can understand and identify symptoms of common illnesses,
manage ongoing health conditions like diabetes or asthma, or recognise and appreciate differences in
mental ill-health. Health literacy also includes the extent to which people can effectively engage in and
navigate the Australian health system. This includes understanding financial contributions; the
Medicare system; the private health insurance system; referrals and engagement with specialists;
when to present to a General Practitioner rather than an emergency department, and vice versa.
Because individuals obtain health information from a variety of sources, health literacy can be
affected by numerous drivers – including the media, the government, industry and manufacturers,
health professionals, the education system and social communities. In recent times, health
information is increasingly shared on social media, and there are some concerns that this may
compromise verified information provided by health practitioners.
In 2018, the Australian Bureau of Statistics conducted the Health Literacy Questionnaire (HLQ), as
part of the National Health Survey (2). Prior to this questionnaire, the understanding of health literacy
levels in Australia came from the 2006 Adult Literacy and Life Skills Survey, which found that just 40%
of Australians had a ‘sufficient’ level of health literacy (3). The HLQ takes a more wholistic approach
to health literacy, with questions covering nine domains – including questions on feeling understood
by healthcare providers, actively managing health, navigating the healthcare system, and social
support for health. Overall, 91% of people agreed or strongly agreed that they could actively manage
their health – although this was less common in people with a long-term health condition and without
a non-school qualification. However, only 26% of people reported they always found it easy to
navigate the healthcare system, with younger people more likely to find it difficult than older people.
Encouragingly, 32% of people strongly agreed that they felt understood and supported by healthcare
providers and just 4% of people disagreed with this.

2. Determinants of health literacy
Because knowledge about health and health systems is primarily taught in schools, education and
general literacy levels have a strong bearing on individual’s health literacy. Several studies have
identified that those with lower educational attainment generally have poorer health literacy (4,5).
Consequently, highly educated individuals tend to find it easier to find and appraise health
information, as well as being better able to navigate the Australian health system (6).
In Australia, health literacy levels also tend to be lower in people who speak English as a second
language or come from a culturally and linguistically diverse background. The 2018 ABS survey
revealed that people who mainly spoke a language other than English at home were less likely to
agree that they had ‘social support for health’ than those who mainly spoke English (2). They were
also more likely to disagree that they felt understood by healthcare providers and that they had
sufficient information to manage health (2). Although there is a dearth of research on health literacy
levels among Aboriginal and Torres Strait Islander (ATSI) Australians, existing disadvantage in areas
of education and general literacy means that health literacy is likely poorer among these communities
than in non-Indigenous Australians (7). Other characteristics that have been associated with poor
health literacy include being unemployed (4), having a disability (2), and having a lower
socioeconomic status (8).
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Individual health status is also a determinant of health literacy – that is, whether an individual is
temporarily sick, has complex needs, a chronic condition, or is mentally unwell. It is important to note
that an individual’s proficiency in processing health information and decision-making ability can
fluctuate depending on this, especially if they are tired or stressed (9). Those with chronic conditions
often take on a substantial mental load to manage their health and engage with health providers, and
this can make it difficult to fully appreciate advice and act accordingly (6).

3. The relationship between health literacy and health outcomes
It is difficult to directly attribute poor health outcomes to issues with low health literacy, but there is a
clear relationship between the two. Health literacy has a strong influence on individual health
behaviours, as well as individuals’ capacity to appropriately manage health conditions when they
arise.
Health literacy predicts poor health in general – the Australian Commission on Safety and Quality in
Health Care (ACSQHC) estimates that people with low health literacy are between one-and-a-half
and three times more likely to experience an adverse health outcome than those with higher health
literacy (10). Notably, this association is independent – meaning that health literacy levels even
predict health outcomes when other determinants of health like socio-economic status are taken into
account (6). Additionally, research has linked poor health literacy to low medication adherence (11); a
higher likelihood of smoking, completing insufficient physical activity, and being overweight (4); and a
lower likelihood of seeking preventive care, following advice from doctors, and making medical
appointments (12).
There is also a connection between health literacy and healthcare costs. People with low health
literacy are more likely to be hospitalised and have higher health care costs (4). In Australia, the cost
of low health literacy is estimated at between 3% and 5% of health system costs (7).

4. Existing efforts to improve health literacy
One way the Australian Government seeks to improve health literacy is through the education system.
Australian children are taught about health, development and health care skills at preschool, primary
and secondary school (10). Health literacy is a core concept underpinning the ‘health and physical
education’ pillar of the National Curriculum, with students learning key lessons about healthy lifestyles
and managing health (13). The AMA’s Position Statement Health in the Context of Education – 2014
outlines the significant links between health outcomes and education, noting the importance of
instilling accurate and instructive health messages at an early age, including those relating to
immunisation, nutrition and exercise, alcohol and illicit drugs, sexual health, mental health, and
chronic disease (1).
Classroom health curriculums are often complemented by in-school health education delivered by
private or not-for-profit providers. One example of this is the famous ‘Healthy Harold’ program run by
Life Education Australia, which has delivered health and development lessons for primary-school
aged children across Australia since 1979 (14). Another example from Western Australia is the ‘Dr
Yes’ program, run by the AMA (WA). Dr Yes involves medical students travelling to high schools
across the state and providing a safe, informal environment where students learn and ask about
topics that might not usually be discussed with a teacher – including sexual health, alcohol and illicit
drugs (15).
Some governments in Australia also have in place a range of overarching strategies to ensure that
health literacy concepts are incorporated into wider health policies and health system functioning. The
ACSQHC coordinated a national statement on health literacy in 2014, outlining how governments
could best work together to improve health literacy and highlighting important actions to be taken (10).
The ACSQHC’s paper was followed with a series of practical resources on health literacy, such as
guidance for health organisations about providing a more supportive health literacy environment for
consumers, and evidence reviews on consumer health information (16). The NSW (17), Northern
Territory (9) and Tasmanian (18) Governments each have a recently-published strategy on health
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literacy. In the most part these strategies encourage health services to provide digestible and
relevant information, make their facilities easy to navigate, assess their health literacy
responsiveness, and ensure that health information for ATSI patients and communities is culturally
sensitive. Practical health programs have also been undertaken by state governments – including the
health information brochures developed in Victoria (19), the ‘my health for life’ program that
encourages healthy lifestyles in Queensland (20), and the ‘hello my name is’ program in Tasmania
that helps to connect consumers and healthcare providers (18).

5. Online health information and health literacy
The plethora of online information available on health and wellbeing, including misinformation, is an
important consideration in any contemporary discussion of health literacy.
Many people have difficulty determining which sources of information are reliable, or they easily
absorb misinformation delivered directly to them through advertising and/or social media. In the ABS’s
2018 survey, the domain relating to being able to ‘appraise health information’, which included the
ability to identify reliable sources of information, was the worst-performing domain, with 17.2% of
respondents unable to adequately appraise health information (2). The internet has the potential to
significantly magnify health misinformation campaigns, such as those associated with the anti-vaccine
movement (8). This has significant implications for Australians’ understanding of health, and
consequently their health-related behaviour and engagement with the health system. Marketing
messages from product manufacturers, often pushed to consumers online, can also be misleading
and promote certain products as healthy or beneficial when this is not necessarily the case. This is
confusing to individuals and may counteract health messages from health professionals, schools or
government.
Conversely, the availability of reliable information online also gives individuals a greater capacity to
learn about and understand health. A recent study conducted at St Vincent’s Hospital in Melbourne
found that 77% of patients who searched for their symptoms online before attending the hospital
reported that this improved their experience– for example by making it easier to communicate with
medical professionals, easier to understand medical professionals, and ask more informed questions
(21).
There have been several notable efforts in Australia to produce a single source of accurate, digestible
and verifiable health information online. Health Direct is a comprehensive online health information
service funded by the Australian, NSW, ACT, Tasmanian, SA, WA and NT Governments (22). The
Victorian and Queensland Governments do not currently provide funding to Health Direct. It provides
alphabetised information on health issues, a self-triage ‘symptom checker’, an after-hours GP
helpline, a coaching service to help people make healthy lifestyle changes, and a health service
finder. The Victorian Government has a similar, but separate, state-specific website called the Better
Health Channel (23). Under their recently published Health Literacy Strategy, the NT PHN announced
their intention to create an online library of health information, bringing together “validated accessible
consumer information” in one place (24).

6. The role of medical practitioners
Medical practitioners, and the health system more widely, have an important role to play in improving
and sustaining the health literacy of Australians. The responsibility for improving health literacy does
not sit solely with individuals, because the way health information is conveyed by providers can be a
major barrier to health literacy. Tailoring information to individual patients is one important way to
address this.
Medical practitioners should adjust their communication style to individual patients, noting that health
literacy levels vary significantly, and this affects the way people process, interpret and act on advice
provided to them. There are several techniques for effectively communicating with patients with lower
health literacy, including using simple language, prioritising a few key points, using graphics and
images, encouraging questions and actively arranging follow-up (25). Depending on patient needs,
different approaches are required – patients with a CALD background, for example, may need simpler
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language and also an approach that takes into account different core beliefs around health (5).
Because patients with low health literacy may have difficulties communicating themselves, it is also
important for medical practitioners to actively encourage questions and discussion. The ‘ask me three’
model is one simple schematic used by some health services to encourage this – where patients are
encouraged to ask ‘what is my main problem?’, ‘what do I need to do?’, and ‘Why is it important for
me to do this?’ (10).
Another technique that receives a significant amount of attention in health literacy resources is the
‘teach back method’. This is a simple method that medical practitioners can use at the end of a
consultation or appointment, where they ask patients to explain how much they understand of the
information that has been conveyed. This could include asking the patient how they would explain the
appointment to a friend or partner, how they will use the advice when they get home, or asking them
to explain the information back to the medical practitioner in their own words (26).
It can be difficult for medical practitioners to convey information simply within complicated health
services and wider systems. Complex funding arrangements and service settings, as well as
insufficient time to explain processes to patients in detail, have been reported by doctors as
challenges to improving health literacy (5). Healthcare providers can address health literacy by
integrating health literacy considerations into normal operations – for example, by making physical
environments easy to navigate, providing communication training to staff, and educating consumers in
health knowledge and skills (10).
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2019 AMA TASMANIA
FEDERAL ELECTION
ADVOCACY PLATFORM
PLANNING FOR BETTER HEALTH FOR ALL TASMANIANS

Building health services in
Tasmania
Tasmanians deserve high quality, accessible public health services, and political parties
must support long term strategies that focus on this outcome. Our health care staff must
be supported in delivering frontline care and we need to implement a strategic plan for our
public hospitals and community health services across Tasmania.
The AMA identifies five key areas of broad health policy that deserve cross party political
support:
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•

Sustainable healthcare facilities and infrastructure.

•

Sustainable healthcare workforce.

•

Sustainable health funding based on activity and community need.

•

Accessible, high quality health services for all Tasmanians.

•

Strengthening the health of families and communities

Sustainable healthcare
facilities and infrastructure
All hospitals require ongoing maintenance, refurbishment and redevelopment. The Royal
Hobart Hospital is southern Tasmania’s only public hospital and the states tertiary referral
hospital for all Tasmanians. The new RHH “K Block” will provide long overdue replacement
and capacity expansion to support a proportion of services. However, there is an urgent
need for a Federal Government commitment to ongoing infrastructure funding to
implement the Tasmanian Government’s recently announced strategic approach to master
planning and redevelopment of RHH facilities to address ageing and inadequate facilities
supporting key RHH services such as ICU, ED, Pathology and Medical Imaging also require
replacement.

RECOMMENDATIONS
Fund much-needed hospital redevelopment in Tasmania by:

•

Support for the state government to undertake the facility improvements in
Hobart, Launceston and Burnie that are identified as being necessary through
the Clinical Planning Taskforce.

•

Committing to funding the proposed and much needed Mental Health Facility
development at the Repatriation Hospital campus

•

Committing to funding the “L Block” development at the Royal Hobart Hospital
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Sustainable healthcare
workforce
Our greatest asset is our staff. To deliver high-quality healthcare services, we must be
adequately staffed with skilled clinical professionals. This requires improved methods of
workforce recruitment, retention and training. It also needs strong and stable partnerships
to be forged with professional bodies and the University of Tasmania.

RECOMMENDATIONS
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•

Sustained and strategic support for funding staffing of Tasmania’s healthcare facilities
is required; not episodic and inconsistent package for time-limited periods.

•

Ensure development of a workforce plan that is a partnership with staff, and training
entities such as UTAS, Colleges and the AMA.

•

Ensure the University of Tasmania Medical School remains a viable force in
strategically providing doctors for the Tasmanian community.

Sustainable health funding
based on activity and need
Tasmania’s public health system must be adequately funded. An ABF funding model that
recognises the need, scale and necessary distribution of public health services in Tasmania.

RECOMMENDATIONS
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•

Progress ABF funding for Tasmania’s hospitals, ensuring the “dollars follow the patient
care journey”.

•

Ensure overall healthcare system efficiency by strategically funding and upholding the
Tasmanian Role Delineation Framework that determines the scope of services that are
delivered and developed at each of Tasmania’s public hospitals.
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Accessible, high quality
health services for all
Tasmanians
Tasmanians must have access to transport to appropriate healthcare facilities. This may
not be the closest hospital, but it must be the one best matched for their need.

RECOMMENDATIONS
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•

Support effective patient transport and trauma retrieval services so that all
Tasmanians have access to timely care.

•

Ensure patients and relatives from regional and remote areas are supported
when accessing services not available in their home region

Mental Health Sector
The Public Mental Health sector in Tasmania has recently had difficulty in the provision of
even the most basic services. The difficulties have occurred across the state and across
all subspecialty groups, Child, Adult, Older Persons, Alcohol and Drug, and Forensic
Services, but have particularly involved the protracted bed crisis at the Royal Hobart
Hospital, brought about by the redevelopment at that site. The number of people
presenting to the sector also continues to increase, with many suffering with rising levels
of acuity and complexity. Substance abuse, particularly involving the drug crystal
methamphetamine, or “ice”, further complicates the needs of many in the sector.

RECOMMENDATIONS
•

Urgently fund Mental Health facility building works in Tasmania by committing to
funding the proposed and much needed Mental Health Facility development at the
Repatriation Hospital campus

•

Support patient access to appropriate mental health services across Tasmania
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Primary Care Short Stay Units
The costs of hospital care in Tasmania keep rising and are outpacing Tasmania’s capacity to
pay. The current solution of repeated “one-off emergency” investment in elective surgeries
to provide only a temporary appearance of system stability. Meanwhile, our capacity to
invest in a balanced and longer-term manner across the health system is increasingly
challenged because of additional pressure on oversubscribed acute facilities needs to be
dealt with now. There is a more cost-effective and sustainable solution that can achieve
timely and responsive service outcomes for Tasmanians. Importantly it is also one that will,
over time, lead to ongoing reductions in hospital demand through more effective integration
of services. We need to think differently about how we most effectively mobilise our
workforce and utilise available resources in Tasmania to ensure Tasmanian’s remain well
and out of the hospital. There are some conditions, e.g. minor fractures, infusions, wounds,
asthma and diabetes etc. that do not always require admission or treatment by a medical
specialist in a Tasmanian Public Hospital; however, currently, these patients end up in the
public hospital system because there is no alternative.

RECOMMENDATIONS
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•

Fund establishment of Primary Care Short Stay and Treatment Units in Hobart,
Launceston and the North-West Coast.

•

Fund staffing of these with Specialist General Practitioners drawing upon their skills
and capabilities, supported by hospital medical specialists and funded by the State
Government aiming to manage a host of conditions and discharge back into
community care within 24 hours.

•

Build upon and extend the learnings from the recent Community Rapid Response
Service and integrate this skilled community nursing/acute nurse workforce into this
new model of care

Homelessness and
Intergenerational disadvantage
AMA Tasmania notes that there has been an increase in the housing shortage and
homelessness. This increase is predominately due to Tasmania’s growing tourism industry
and population. The AMA also identifies that the step-down process from the health
system, and mental health specifically, is not catering for patient’s needs. Too many people
fall out of the system and are left homeless. The AMA calls on Government at all levels to
develop an effective strategy involving health and housing to ensure all Tasmanians have
access to emergency and long-term housing as required. This strategy should particularly
strengthen the communications and oversight of the transfer of patients from the care of
one department to another to minimise the risk of homelessness.

ADDRESSING INTERGENERATIONAL HEALTH:
The AMA will judge all policy, implementation strategies and actions against five target
domains for building health reserves and enhancing disease prevention by supporting and
raising awareness in relation to:
•

Healthy families: housing, food, economic, employment, physical and emotional
security. Parental general literacy and health literacy

•

Preconception planning: nutrition, iodine, tobacco, alcohol, obesity, exercise

•

Healthy pregnancy: exercise, general nutrition, iodine, tobacco, alcohol, obesity

•

Healthy early childhood: exercise, play, general nutrition, iodine, immunisations, healthy
family environment, emotional and physical security, parental literacy and education

•

Education for a healthy life: language development, foundations of literacy and
later learning
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Position statement

Tobacco
Tasmania has the second worst smoking prevalence in Australia at 19% and tobacco smoking is
Tasmania’s single most preventable risk factor to poor health outcomes. Further the tobacco
smoking rates are higher in lower socio-economic groups, which reinforce their negative health
outcomes. Tasmania has the highest poverty rate in Australia at 10.5% and introducing the tobaccofree generation bill will provide a short circuit to this cycle improving both health outcomes and
disposable income for some our most vulnerable Tasmanians.
Tobacco smoking is highly addictive and has no redeeming characteristics. It causes death in up to
two thirds of long-term users and also causes harm to other people around the smoker including
unborn babies and children. Smoking is a major contributing factor in 8 of the top 10 causes of
death and 7 of the top 10 burdens of chronic disease in Tasmania.
The negative health impacts of tobacco smoking are clear, but previous attempts to introduce
tobacco-free generation type legislation have failed with critics citing lack of general public support.
Recent research now shows that this is not the case and there is overwhelming support for the
tobacco-free generation legislation amongst Tasmanians with 75% of surveyed Tasmania adults
being in support of the legislation. Even amongst current smokers and those born after 2000 who
would be impacted by this legislation the support is 72% and 64% respectively.
Minister Ferguson had made the assertion that by 2025 Tasmanians will be the healthiest
Australians, removing tobacco may be the cheapest, most effective measure to help achieve this.
In the long term the AMA would like to see the Tobacco Free Generation legislation introduced
however we also accept the minimum age for purchasing tobacco and tobacco products to 21 years
and over.
RECOMMENDATIONS


The Tasmanian tobacco-free generation bill. This legislation provides a unique opportunity
to significantly improve the health and wellbeing of Tasmanians both now and into the
future.



Raise the age at which tobacco products can be sold, to those over the age of 21 years. The
proposal would be to phase this in from January 2019.



Step up efforts to protect children in Tasmania from tobacco in view of a healthy, tobaccofree younger generation.

Adopted 12th December 2018
https://ama.com.au/position-statement/tobacco-smoking-and-e-cigarettes-2015
..\..\Issues in 2017\Tobacco Free Generation\TFG Bill.pdf
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Addressing intergenerational health disparities:
The -1 to 5 Healthy Start Agenda
Position
The AMA recognises that many factors impact a child’s health and wellbeing. In particular, a
healthy start to life commencing with parental health pre-conception through to age 5years,
fundamentally impacts every person’s lifelong health and wellbeing prospects. Many of the factors
impacting the -1 to 5 years of life are influenced by the family, community and access to
government services.
The AMA believes that all government policy, implementation strategies and actions can be
assessed against five target domains so as to ensure every child has a healthy start to life. The five
domains are:
1. Healthy families: ensure access to housing, food and employment which will help to
provide good physical, mental health and emotional security to a child; provide programs to
assist parental literacy and particularly health literacy, so parents can make well informed
decisions that will impact positively on their children.
2. Preconception planning: help prospective parents to look after their own nutrition; stop or
reduce the consumption of tobacco, alcohol or other drugs; increase iodine, folate and
exercise; and reduce obesity
3. Healthy pregnancy: encourage exercise to help reduce obesity and increase fitness;
encourage better general nutrition and increase iodine and folate; discourage consumption
of tobacco, alcohol or other drugs
4. Healthy early childhood: promote exercise, play, general nutrition, iodine, folate and
immunisations; encourage healthy family environments to help provide emotional and
physical security for children; improve parental literacy and education
5. Education for a healthy life: support language development, which is the foundation of
literacy and later learning

Background
The start children get from the beginning of pregnancy through to school age has a critical impact
on health life-long. During this time genes are turned on and off, massive brain development
occurs and the foundations of both good and poor health are laid. Parental health and parental
environment are also critical factors impacting on a child’s healthy start to life.

Issue
Tasmania has a higher portion of people living in a lower economic status group than other states.
Around 120,000 Tasmanians live in poverty. Families can struggle to find stable accommodation
and provide appropriate nutrition for their children. Access to medical care and appropriate health
literacy can be challenging. The health, wellbeing and environment of the parents and family
fundamentally impact the growth and development of the foetus as well as the child. A safe and
stable family environment along with literacy precursors such as being read stories in early
childhood and addressing family violence are critical to subsequent socialisation, wellbeing and
educational opportunities when children enter to school system.

Summary
A health start to life in the period of -1 to 5 years age is critical to lifelong health and wellbeing.
Health-related capacity building between -1 to 5 years age means requires support for children,
their families and their communities. Government can play a key role through thoughtful design
and implementation of all policies and programs, in ensuring all children get a health start to life.

Relevant AMA resources
Breaking the cycle of intergenerational dependency through health-related capacity building August
2011
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