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Flinders Medical Centre: Complex Transitions Consultant 
 
Authors: Josie Caruana, Lisa Gilbert and Liz Wilson 

Social Work and Counselling Services Ph 08 82044144 
lisa.gilbert@health.sa.gov.au josephine.caruana@health.sa.gov.au 

 
Keywords: Complex case management, Acute care, Discharge planning,  Systems 
change 
 
Aim: The Social Work Department at Flinders Medical Centre found that due to the 
increased complexity of peopleôs needs and the lack of community resources to 
enable them to transition back to their original/ increased supports, or to an 
alternative supportive environment, individuals had to remain inappropriately in the 
acute sector for extended periods. Consequently the Complex Transitions Consultant 
role was developed to address issues at a systems level both internal and external to 
the hospital to ensure barriers to discharge are addressed and processes for smooth 
transitions to other community agencies, including both the disability and aged care 
sectors, are developed to facilitate early and safe discharge from FMC and prevent 
avoidable admissions. This has required the initiation of new responses, and 
development of creative pathways to ensure safe, appropriate and sustainable 
outcomes for individuals.  
 
The role is based within the Social Work Department however works collaboratively 
with key personnel across the hospital and other agencies to find solutions to 
complex problems. The Complex Transitions Consultant provides a consultative 
service to all disciplines within in FMC that involves education, support, problem 
solving as well as a referral point to the service when required. Within the Social 
Work Department this also includes supervision and mentoring of other social 
workers.  Another key function and responsibility of the role is to report on the status 
of long stay patients or patients who have complex discharge needs, identify and 
report on activity and barriers to relevant executive staff and forums at both a 
regional and state level.  
 
Conclusion: This data collection has revealed that the outcome of the Complex 
Transitions Consultant role implementation, and consequent streamlining of 
processes, has been a reduced length of stay for both disability patients and patients 
awaiting permanent residential care placement. 

mailto:lisa.gilbert@health.sa.gov.au
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Changing a culture: Lean Thinking methodology and its impact on the culture 
of the Allied Health Division of FMC 
 
Author: Josie Kitch,  
Contact Details: Consultant, Thinc Health 

0422 008 494 
   32 Downing Street, Hove, SA 5048 
   jkitch@thincprojects.com 
 
Key Words: Allied Health culture, Lean Thinking methodology, Service improvement 
    
Allied health in the acute hospital environment has many challenges facing it, 
particularly in the current global financial situation where budgets are tight. Our 
survival is linked to our ability to change and adapt. How ready is Allied Health for 
this challenge? How willing are we to change? This paper aims to be provocative to 
the Allied health audience and explore the current state of Allied Health in the 
hospital context.  
 
With the introduction of Lean Thinking methodologies at FMC over the past 6 years 
the impact of this approach on the culture of AH will be explored. The paper will 
discuss the authorôs view of the culture of Allied Health in the acute hospital setting 
and the implications of this culture. It will then explore Lean Thinking approach and 
outline the journey of staff engagement, facilitator role, value of ñearly adoptersò and 
training and development approaches. 
 
This paper will also discuss the link between change management approaches and 
Lean Thinking methodologies and demonstrate the value of the methodology in 
creating an environment where change and in particular culture change is possible. 
The paper will demonstrate the process using Allied health division as a case study 
and outline how the Lean Thinking approach has encourages a change in culture, 
has improved our reputation and enhance cross-Divisional relationships.  

mailto:jkitch@thincprojects.com
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The Acute to Community Interface - Social Work in Chronic Kidney Disease 
 
Author:  Harry Glynn 
 
Email: Harold_Glynn@health.qld.gov.au 
 
Keywords:  Social Work, Chronic Kidney Disease, Community, Hospital. 
 
Background: 
One in seven Australians over 25 has Chronic Kidney Disease (CKD) which kills 40 
Australians daily and is growing at 6% annually according to Kidney Health Australia 
(1). In 2010, the number of Australians commencing Renal Replacement Therapy 
(RRT) will increase between 19% and 47% above the current incidence of RRT. (1) 
 
Methods: 
A project addressing renal social work services in Brisbane North commenced in 
March, 2007 and concluded in June, 2007. During this project, renal social work 
services in a hospital and community contexts were researched. Data was collected 
and compared from stakeholders, CKD clinics, and renal units. Community and 
hospital based social work models of care were explored and incorporated into a 
sustainable model of care. The model of care provides continuity of psychosocial 
care across hospital and community settings with core targeted and specialised 
social work services across the spectrum and incorporates a patient self-
management framework. The aim is to reduce hospital admissions across this patient 
group through the early intervention and prevention strategies and the maintenance 
of healthier lifestyles. 
The discussion will explore an innovative nurse practioner centric multidisciplinary 
model of care. 
Partnerships between the public and private sectors will be explored and will 
demonstrate the need for such partnerships for effective social work service delivery. 
The inclusion of community organisations to support a self- management focused 
model of care for social work delivery will also be outlined. 
 
Results: 
The initial results of the evaluation of these models of care will be presented. 
Issues associated with social work delivery in a community setting will also be 
outlined. 
 
Conclusion: 
The presentation will outline the challenges for social work service delivery in the 
transition from an acute hospital setting to a community setting and will also highlight 
the models of care explored to address chronic kidney disease prevention in the 
community. 
 
(1) Kidney Health Australia, 2007 
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Thriving, Not Surviving: A framework for new employees 
 
Authors: Rachel Smith, Lorelle Allardice  
Contact: Department of Social Work Services, Royal Brisbane and Womenôs 
Hospital, Herston, Brisbane. PH (07) 3636 8268 
 
KEYWORDS:  Orientation, Induction, new graduate,  
 
Aim 
A practitionerôs progression towards ñclinical expertò status is not automatic; it is a 
developmental process and the literature confirms that for new graduates transition 
from student to confident professional is a difficult one. The Thriving Not Surviving 
project sought to devise a practical, standardised and evidence-based model to 
support the orientation, induction and development of newly employed social workers 
at the Royal Brisbane and Womenôs Hospital in Queensland, Australia.  
 
Method 
Selected literature review was undertaken based on the focus question: óWhat are 
the programmatic and environmental factors associated with supporting the transition 
of new social work employees to a specialised hospital department?ô 
Qualitative research methodology included internal focus groups and a small, 
national survey of interstate colleagues at principal referral hospitals to obtain a 
snapshot of óregularô new employee practices. Internal workforce analysis was also 
undertaken.  
 
Results / Discussion  
Data supported the hypothesis that a new practitionerôs progression towards clinical 
expert status is not automatic. Expectations that new and returning staff should óhit 
the ground runningô overlook the complexities of the social work role in the modern 
health context. Recommendations from focus group participants corroborate with 
literature in pointing to the importance of a quarantined induction and orientation 
period, mentorship and clearly defined learning and development strategies.  
Deliverables from the project included a tailored program for new employees, 
including new employees program and handbook, return-to-work employees program 
and handbook and a competency and career development framework. These aligned 
with current policy, standards and key literature themes on work readiness, 
competency definition, skill development and retention. Based on this platform, a 
second project is currently underway to drive implementation and evaluation. It will 
also build linkages to pre-existing training resources.  
 
Conclusions 
Efforts to build organisational capacity by improving recruitment and retention rates in 
a prevailing environment of workforce shortages and ageing population, can be 
enhanced by supporting clinicians at entry level.  The evaluation of the model in 
Stage 2 of the Thriving Not Surviving project will clarify the impact and outcome of 
this approach for individual social workers. 
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Development of an Interdisciplinary Allied Health Role in an Acute Public 
Hospital 
 
Authors:.  Barlow D, Fielding L, Ellis C,  Frew E,  Ross D,   
donna.barlow@southernhealth.org.au.   
 
Key Words: Allied Health Leader, Interdisciplinary practice, Lean thinking 

Dandenong Hospital is part of Southern Health - Victoria's largest public health 
service.  We provide high quality integrated health care through hospitals and 
community-based services for a population of almost one million people across the 
south-east of Melbourne. 

Traditionally Allied Health (AH) at Dandenong Hospital has been discipline focused 
with minimum evidence of interdisciplinary practice. AH operate separately and 
consequently, presented as a fragmented workforce. Decisions were predominately 
made by senior nursing and medical staff. 

Major change was anticipated, following the implementation of a project incorporating 
óLean Thinkingô principles in October 2008.  This project identified that AH was not in 
a position to be a key player in these changes.      
 
Aim: To enhance collaboration  and assist in uniting AH, an AH leadership role was 
implemented for Grade 3 and senior Grade 2 staff who currently work on the general 
medicine wards.  Clinicians were selected by AH managers to be an AH Leader 
(AHL) representing all disciplines.  
An AHL role statement was developed in conjunction with an AH Manager. This 
incorporated an interdisciplinary and cross-disciplinary approach to AH. The AHL role 
includes support and orientation of new AH and medical staff to ward processes, 
facilitation of decision making in complex discharge planning and patient care, and 
representation of AH in ward based projects.  The role is accountable to an AH 
Manager with an interdisciplinary portfolio responsible for these wards. 
 
Conclusion: The AHL role has been implemented in an acute hospital setting.  
Evaluation has highlighted benefits and challenges to the AHL role, as well as future 
development and expansion of this role.   
 

mailto:donna.barlow@southernhealth.org.au
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Influence of Self-efficacy on Gr2 Allied Health Work Intentions 
 
Authors: Nancy Finlay, Bernice Mills & Debra Schulz  
 
NANCYF@BarwonHealth.Org.au 
 
Key Words: Professional development, Supervision, Self-efficacy, Reflective 
practice, Intention to stay.  

Background 
Evaluating the effectiveness of education programs for health professionals remains 
a challenge in part because of the difficulty in measuring practice change. Self-
efficacy provides a possible solution. Previous studies have shown that employees, 
who developed a high sense of efficacy following training, coped better, were more 
satisfied with their jobs, had stronger commitment to their profession and 
organisation, and had less intention to quit their profession or job compared to 
employees with low self-efficacy. In fact, fewer of them left their organisationi.  
 
Methods 
The project proposed to evaluate if enhanced self -efficacy in Grade 2 Allied 
Health clinicians influenced their work intentions. The project obtained a 
Victorian Health Services Management Innovation Council (VHSMIC) Grant 
for 2007/08 and was jointly funding by Barwon Health.  The study used a 
pre-post test design with survey data collected at the beginning and end of 
the study period.   

Results / Discussion 
21 Grade 2 clinicians across 8 Allied Health disciplines participated in the project. 
Participants with low self-efficacy at entry had a statistically significant rise in self-
efficacy compared to those who entered the project with high scores. (T=4.616, 
df+18, p=0.000). 
 
Those participants with higher self-efficacy scores following training had stronger 
intentions to stay another 5 years. This relationship showed a statistically significant 
correlation (Statistically signif. r=0.533, N=20, p=0.015, 2 tailed).  

Conclusion 
The predictive relationship of self-efficacy with subsequent performance provides the 
basis for it to be a useful tool in evaluating the effectiveness of any training program 
that targets specific skills. In this project, targeted training appeared to not only 
enhance an individualôs self-efficacy but also positively influenced their job 
satisfaction, organisational commitment and intention to stay with an organisation. 
 
                                                 

 
iSaks, A. 1995 Longitudinal field investigation of the moderating and mediating 
effects on the relationship between training and newcomer adjustment. Journal 
Applied Psychology 80:No.2, 211-225.  

mailto:NANCYF@BarwonHealth.Org.au
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Development of Key Recommendations for the Recruitment and Retention of 
Allied Health Staff 
 
Authors: Tash Kostopoulos, Tash Brusco, Lauren Barker, Katherine Harding, 

Merrin Lewis ,Liz MacDonald 
03 9764 6287 Tass.Kostopoulos@easternhealth.org.au 
  
Aim:  With difficulties attracting and retaining allied health clinicians at a 
Melbourne metropolitan hospital key recommendations have been developed to 
enhance the hospitalôs allied health recruitment and retention strategy.  
 
Method: A survey was disseminated to all allied health staff with the aim of 
gaining views on the issues staff considered most relevant to the hospitalôs allied 
health recruitment and retention. A second questionnaire was directed at allied health 
managers to gauge how aligned their perceptions were with those of allied health 
staff generally. Data from both surveys was analysed descriptively. 
 
Results: 57 returned surveys were returned, representing 45% of all allied health 
clinicians. Respondents highlighted the relevance of positive prior experience in 
recruiting staff, with 37% of respondents having had a student placement at the 
hospital. Perception of support offered by management (71%) as well as career 
advancement opportunities (48%) were rated very important to retention. Changes in 
the sourcing of job information in recent years were also noted. Though closely 
aligned, main differences between manager impressions and those of staff centred 
on managers underscoring the relevance of the hospitalôs reputation, travel time, and 
physical surrounds. Career opportunities were also seen to be more relevant to staff 
than perceived by management. 
 
Conclusion: Six key recommendations for the recruitment and retention of allied 
health staff were developed. To encourage continuation and expansion of student 
clinical placements; the development of a meaningful allied health inter / intranet site; 
enhance regular communication between management and staff; promotion of a 
positive organisational culture; expansion of professional development opportunities; 
and the further development of staff orientation and induction processes.  
The recommendations have formed the basis of an allied health workforce action 
plan currently being implemented. 
 
 
 
 
 
 
 
 
 
 
 
 
 

mailto:Tass.Kostopoulos@easternhealth.org.au
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Evidence Based Education for Prescribers of Aids and Equipment ï 3 years 
experience in state wide education in Queensland 
 
Author: Stephen Hales, 
 
Clinical Education Officer, Medical Aids Subsidy Scheme, Queensland Health. Phone 
07 3136 3636 Email: Stephen_Hales@health.qld.gov.au 
 
Keywords: Education, Equipment, Videoconference, Evidence 
 
Aim: After a review of the Medical Aids Subsidy Scheme (MASS) and prescriber 
consultation over 2003-05, a clinical education position was created to facilitate 
learning in the complex area of equipment prescription for allied health prescribers 
state wide, including occupational and physiotherapists, speech pathologists and 
rehabilitation engineers working in government, non-government and private sectors.  
 
MASS provides subsidy assistance to eligible people with a disability in Queensland. 
Allied health prescribers submit applications to the scheme, demonstrating clinical 
eligibility for the equipment and taking on responsibility for the accuracy of the 
prescription and post delivery follow up.  
Prescribing wheelchairs and other adaptive equipment can be daunting for 
experienced and new graduate allied health staff. A myriad of complex products and 
technologies are on the market and evidence from published research can be 
challenging to access, interpret and disseminate. Many allied health prescribers do 
not routinely share their clinical experience/insights in the same way as others, such 
as the medical profession who present at grand rounds or similar.  
Since 2006 a calendar of education events has offered up to 20 videoconferences 
each year along with a symposium in 2006 and annual wheelchair prescriberôs 
workshop series. Videoconferences provide access state wide and form the 
backbone of the program with participation steadily increasing, starting out in 2006 
with 6-15 sites attending, to 2009 where it is challenging to accommodate 20+ 
locations at most topics. Presentations have involved clinical specialists presenting 
case studies and prescription guidelines, while workshops and symposiums have 
added trade displays and presentations by product specialists. Evidence reviews 
have been provided as pre-reading and some resources have been provided via the 
MASS website.  
 
Conclusion: Over 3 years the MASS education calendar has become an integral part 
of professional development for new to advanced level clinicians across Queensland. 
The program plans to evolve on-line resources to assist prescribers at the time of 
need.  
 
 
 
 
 
 
 
 

mailto:Stephen_Hales@health.qld.gov.au
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The Workforce Challenge: How to Implement a Sustainable Clinical 
Supervision Program in Queensland Mental Health Services. 
 
Authors:  Valda Dorries ,, Judith Piccone, Kerri Counihan & Leon Slattery  
 
Contact Details: Child and Youth Mental Health Services Qld  
Email: valda_dorries@health.qld.gov.au  Mob: 0423029528 
 
Keywords:  supervision, mental health, workforce retention, audit   
 
Aim 
This paper will provide an overview of the Clinical Supervision Program for Mental 
Health Services and report the results from Clinical Supervision Audits conducted in 
August 2008 and 2009.  
 
Background 
Workforce retention, quality and safety is one of the priorities for reform as outlined in 
the Queensland Plan for Mental Health 2007-2017.  As a result, the Queensland 
Government is implementing a range of initiatives to develop and expand the mental 
health workforce to ensure high quality, safe public mental health services.  
Improving the access to quality clinical practice supervision is an important 
component in valuing and supporting the mental health workforce as part of these 
initiatives.   
 
 Methods  
The State-wide Clinical Supervision Audit process completed in partnership with the 
Queensland Centre for Mental Health Learning currently occurs on an annual basis.  
The online audit aims to collate state-wide supervision data to identify progress in the 
implementation of the Queensland Health Practice Supervision in Allied Mental 
Health Human Resources Policy as well as gaps and priorities for supervision 
support to inform planning and allocation of available resources.  
 
Results / Discussion  
Results will compare 2008 and 2009 data (2009 audit yet to be conducted, 
comparison results not available). Audit data allows comparison between services 
broadly (i.e. adult and child and youth mental health services), and at a team/district 
site or by individual profession. 
2008 data indicated in adult mental health services 88% of respondents were 
receiving supervision and within child and youth mental health services 73% were 
receiving supervision at the time of the audit.   
 
Conclusion  
The results of Clinical Supervision audit are an indicator of the effectiveness of the 
Allied Health Mental Health Practice Supervision Policy and the Mental Health 
Clinical Supervision Training Program in Queensland Health.  Clinical supervision is 
regarded as the critical vehicle to a range of outcomes including; ensuring quality and 
safety in clinical practice, maximising staff retention and transferring professional 
learning to the practice environment.      
 

mailto:valda_dorries@health.qld.gov.au
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Meeting the Challenge - Developing a Sustainable Allied Health Workforce on 
the Outer Metropolitan Fringe 
 
Authors: Smith J, Smith R, Spring A, Champ P & Chapman S. 
 
Contact Details: Jenni Smith Acting Chief Allied health Officer Northern Health 
jenni.smith@nh.com.au 

Background 
Our health service is situated in a major growth corridor in outer metropolitan 
Melbourne. It services a population with low socioeconomic status and high burden 
of disease.  The Allied Health Division was formed in 2002 and had a combined 
workforce of 111 EFT.  With a rapidly growing health service, a sustainable workforce 
was of upmost importance. This paper will provide an overview of the key initiatives 
and frameworks that supported achieving this goal. 
 

Method and Results 
In 2002, a visionary multi-pronged approach was implemented by the newly 
appointed Allied Health Executive. This included the Chief Allied Health Officer and 
Health Service wide managers for Physiotherapy, Occupational Therapy, Speech 
Pathology, Dietetics, Social Work and Podiatry. The approach aimed to develop 
capacity within our existing staff group and to be seen as an employer of choice for 
allied health clinicians.   
 
The appointment of a health service wide manager for Allied Health Learning and 
Research was one of the first initiatives. This position is an integral part of the Allied 
Health executive and focuses on developing staff skills in research and evidence 
informed practice, clinical education and clinical practice.  A professor of allied health 
was also appointed in September 2007.  
 
Strong clinical governance structures have been implemented and baseline 
competencies are identified and clearly articulated. Performance against 
competencies is monitored and opportunities for individual, team or group 
development addressed. A structured Allied Health supervision framework and 
training program have been implemented. The Allied Health graduate program 
supports the transition from student to professional, improving work readiness and 
fostering productivity. A systematic approach to clinical role redesign has resulted in 
new workforce roles, including patient centred Grade 3 AHA positions.   
 
Currently Northern Health employs over 240 allied health staff (over 195 EFT) in 13 
different professional roles with no long-term vacancies. We have strong 
relationships with a range of training facilities and research initiatives continue to 
grow.  
 
 
 
 
 

mailto:jenni.smith@nh.com.au
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ORIENTATION ï Do we need to do more? 
 
Authors: Anne Maree Buttner and Ann Edwards 
Contact details: Ann Edwards, (ann.edwards@mater.org.au Ph: 07 31638241) 
 
Keywords:  orientation, productivity, staff perception,  
 
Aim:    
The aim of this paper is to demonstrate changes in Allied Health staff perception 
relating to orientation practices at Mater Health Services, Brisbane, 
 
The importance of developing a workplace that is both professional and competitive 
in a climate of increasing skills shortage prompted a Mater Allied Health Services 
project to explore practices surrounding employee orientation, learning and 
development and other workforce issues.  
A survey of allied health staff revealed that despite clearly articulated and 
administered procedures, employee orientation was rated poorly by staff. 
 
Research shows the importance of good orientation for retaining staff, improved 
workplace health and safety and productivity. Research also indicates that orientation 
programs represent a good return on investment. 
 
This paper will outline the process undertaken to improve the orientation of new allied 
health staff at Mater Health Services, including the research outcomes from the 
literature review, the new orientation program introduced and the outcomes achieved 
after a12 month post implementation review.  The paper will bring together the 
theoretical background and the perceptions of staff to highlight some of the risks 
associated with underestimating the impact of staff change on productivity and the 
positive influence on productivity and safety that a robust and valued orientation 
program can have.  Strategies to improve the experience of new employees for their 
and the organizations benefit will be highlighted. It will demonstrate that despite a 
tightening economic environment, investing in new staff is sound business practice.  
 
 
Conclusion: 
The outcomes of this project can be utilized to assist all allied health services to 
provide an effective orientation program to ensure a productive and safe workforce 
and improve staff retention. 
 
 
 
 
 
 
 
 
 
 
 
 

mailto:ann.edwards@mater.org.au
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Title: The Writing Series Project: A model for supporting allied health 
professionals to disseminate valuable practice knowledge 
 
Authors: Dr Jennifer Boddy, Ms Michelle Daly, Associate Professor Shari Munch 
 
Contact details: Griffith University, Gold Coast Campus, Parklands Drive, Southport 
QLD 4222, Australia, Ph: +61 7 5552 7706, Email: j.boddy@griffith.edu.au 
 
Key words: Allied health professionals, management/administration, staff 
development, research, writing 
 

Background 
Social work practitioners working across health care settings deliver innovative 
services in their daily work that benefit patients and their families. Regrettably, this 
expertise is seldom disseminated publicly through peer-reviewed journals, papers at 
professional meetings, or empirical practice-based research. Such activities tend to 
be dominated by academic scholars. Without greater involvement from practitioners, 
quality research may become narrowly defined [1]. Social work practitioners, along 
with other allied health professionals, are uniquely positioned to disseminate valuable 
practice experience and engage in interdisciplinary collaboration. Such efforts allow 
practitioners to contribute to knowledge development within their field of practice and 
across disciplines, thus enhancing service delivery and patient care outcomes. To do 
this successfully, collaborative efforts between academic researchers and 
practitioners are needed [2].  
 

Project aims and details 
Academics at Griffith Universityôs School of Human Services and Social Work (QLD) 
and practitioners within the Gold Coast Health Service District joined in a 
collaborative project to establish a social work writing group. The project aimed to (i) 
provide practitioners with strategies and knowledge on how to write for journals and 
conferences (ii) encourage practitioners to be competent, confident writers, and (iii) 
create a culture where writing and presenting are valued. 
 

Conclusion: Future directions and implications for allied health professions 
This model has considerable relevance for interdisciplinary allied health care teams 
struggling to promote professional, evidence-based practice. To highlight its 
relevance and the implications for allied health professionals generally, this 
presentation will describe the development of the writing series project, its content, 
administrative challenges, and lessons learned. 
 

References 
1. Heron G, Murray R. The place of writing in social work. Journal of Social Work 

2004; 4(2):199-214. 
 
2. Staudt MM, Dulmus C, Bennett GA. Facilitating writing by practitioners: survey of 

practitioners who have published. Soc Work 2003; 48(1):75-83. 
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Supporting allied health staff: getting serious about clinical supervision.  
 
Author: Gail Gordon, Executive Director Allied Health, Metro South Health Service 
District, Queensland Health.  Email: gail_gordon@health.qld.gov.au  
 
Key words: clinical supervision, professional support 
 
While some Queensland Health allied health disciplines have long been involved in 
clinical supervision, others have not had a strong culture of supervision. Supervision 
practices in allied health have often been inconsistent and ad hoc.  Queensland 
Health Southern Area Allied Health Workforce Advisory Group (SAAHWAG) 
identified the need for a consistent and rigorous approach to allied health clinical 
supervision to ensure high quality clinical governance.  An Area allied health 
supervision framework was developed for District implementation.   
 
The Princess Alexandra Hospital Health Service District (PAH HSD) and Southside 
Health Service District (SHSD) undertook baseline surveys to identify current 
supervision practices and gaps across allied health disciplines.  Within PAH HSD, 
10% of staff did not receive any form of supervision.  The majority of staff involved in 
supervision participated through face to face, individual sessions with a line manager.  
66% of allied health professionals (AHPs) had a documented supervision agreement, 
though less than then half had their supervision sessions documented.  Less than 
one third of staff received supervision of their supervision skills.  Many staff did not 
receive supervision at the suggested frequency for their experience, however ¾ were 
satisfied or highly satisfied with their supervisor and 2/3 were satisfied or highly 
satisfied with frequency.  Time and resources were reported as the most significant 
barriers to regular participation in clinical supervision.  
 
Local consultation and focus groups were undertaken to identify resources and 
programs that already existed and local need.  A local position statement, guidelines 
and toolkit were developed.  This was not prescriptive, though highlighted minimum 
requirements for allied health clinical supervision.   
 
PAH HSD and SHSD merged to become Metro South in late 2008.  Where possible, 
implementation of clinical supervision is now occurring as one new District.  A 
comprehensive change management strategy has been implemented to ensure 
clinical supervision is seen as core business for all allied health professionals, 
highlight the benefits of clinical supervision, and engage the workforce in this culture 
change.  Extensive training and resources have been made available in providing 
supervision, peer supervision and how to get the most out of supervision.  The 
baseline survey will be readministered in late 2009 to measure outcomes.   
 
 
 
 
 
 
 
 
 

mailto:gail_gordon@health.qld.gov.au
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Allied Health Service Models ï who will look after you? 

Authors:  Andrea Hurwood, Julie Hulcombe, Kerry Lyons, Michelle Stute 

Andrea_Hurwood@health.qld.gov.au  Ph: 07 3224 8738 

Keywords:  workforce, redesign, models, delegation 

Background 
Daily, reminders of the growth in the ageing population, shrinking available workforce 
and economic realities occur. Will our current ways of delivering allied health services 
be sustainable in this context? Will these allied health professionals realise the full 
and potential skill base of their education and training?  Is there something going on 
in the way we currently deliver services that encourages a significant proportion of 
the workforce to leave not long after entry? 
  
Aim 
Queensland Health has embarked on a two-year redesign journey, trialling 20 
models of service delivery across the state, in city, regional and remote areas. These 
models focus on appropriate utilisation of all the skills of our workforce, delegation of 
tasks and advanced and extended roles. The common goal of all projects is to 
improve patient outcomes, improve access and increase satisfaction of the 
workforce. 
 
Results and Discussion 
By October preliminary results will be available, with Phase 1 complete. Discussion 
will identify barriers faced and factors inhibiting reform in the workplace and explore 
any differences related to leadership, discipline and location.  Key factors contributing 
to initial successes will also be examined. 
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Redesigning the Allied Health Assistant Workforce 
 
Author : Michelle Stute 
michelle_stute@health.qld.gov.au; phone 07 32341386 
 
Keywords:  Assistant, delegation, workforce, redesign, healthcare 
 
Background 
Workforce predictions indicate projected service demands are unlikely to be met if 
health services continue to be delivered using current workforce utilisation models. 
Though the allied health support workforce is a potential source of skilled workers, 
they are largely underutilised.  Contributing factors include poor definition of the role 
and scope of practice, and an ad hoc approach to their training, education and 
support needs.  Resolution of these issues will enhance the roles of allied health 
support staff, and allow new, consumer-focused, realistic, sustainable and cost 
effective ways of delivering allied health services.  
 
Aim 
The aim of this research project is to define and redesign the role and scope of 
practice of allied health support staff working within Queensland Health to promote 
optimal skills utilisation.  The initiative will develop innovative roles and redesign 
traditional roles, making recommendations about governance, support and training 
required.  The project aims to establish a career pathway for support staff by 
developing trainee and advanced scope of practice roles. 
   
Method 
Consultation with the workforce, peak professional bodies, unions and other key 
stakeholders has occurred through focus groups and interviews.  A Delphi survey 
has been used to redefine role boundaries.  Demonstration projects will implement 
role and work redesign. Strategies to promote sustainable workforce reform such as 
training, leadership and culture change are embedded within the project design. 
 
Discussion 
Discussion will address barriers and critical success factors for reform of the support 
workforce. Outcomes will be reported as performance against key indicators 
pertaining to patient care, workforce sustainability and demand management. 
Implications for the roles and scopes of practice of allied health professionals will be 
examined.  Initiatives of the National Allied Health Assistant Working Group will be 
discussed. 
 
Conclusion 
Critical analysis of the results will reveal successes, challenges, and transferable 
learnings relevant to other jurisdictions. 
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Visionary Allied Health Leadership 
 
Author: Michelle Stute  
michelle_stute@health.qld.gov.au; phone 07 32341386 
 
Keywords:  Allied Health, leadership, vision, empowerment 
 
Background 
Forces shaping the health workforce include new models of care, innovative 
technology and information systems, a focus on prevention and wellness, and new 
models of education and training (1).  These drivers challenge allied health 
professionals to adapt and redefine their roles, to establish themselves as 
indispensable members of new healthcare teams.  Strong leadership is essential to 
allow allied health professionals to thrive, not just survive through changes in the 
complex health care environment.  Evidence suggests a critical mass of emerging 
leaders within an organisation enhances communication, creates a shared vision, 
improves motivation and facilitates recruitment and retention of top talent (2).   
 
Aim 
The primary aim of the Allied Health Leadership Development Program is to 
recognise, nurture and develop competent allied health leaders.  The program is 
designed to change leadership culture by creating an environment that empowers 
and rewards leadership behaviours. 
 
Method/strategy 
Thirty participants were selected from Metro North Health Service District 
(Queensland Health) based on their performance against criteria.  The program 
engages participants in workshops, stretch projects, mentoring, research, higher 
duties, work shadowing and exposure to the wider healthcare environment.  
Participants drive and tailor their own learning and development through 
collaboration with their line manager.  Qualitative and quantitative evaluation against 
performance indicators occurs through focus groups, interviews and surveys at 6 
monthly intervals.   
 
Discussion 
Critical analysis of evaluation data will inform discussion around barriers and critical 
success factors for allied health leadership programs.  Discussion will examine the 
effectiveness of leadership programs for succession planning, critical skills and 
attributes for emerging leaders, and functions of executive sponsorship and role 
models. 
 
Conclusion 
Organisations that invest in developing and maintaining effective leadership at all 
levels will be better equipped to deliver high-performing services that effectively meet 
the needs of patients (3).  

 
1. Miller TW, Gallicchio VS. Allied Health Professionals with 2020 Vision. Journal of Allied Health. 

2007;36(4):236-41. 

2.Runny LA. Developing Tomorrow's Leaders. Hospitals and Health Networks. 2009;83(4):25-6. 
3.Berwick C, Allen P. Leading as a cohesive team:  the changing role of clinical leaders in health 

care. Nursing Times. 2009;105(8):S17. 
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Survey of allied health professionals working in physically demanding roles 
delivers strategies to reduce injury and improve retention 
 
Author: Cherie Hearn, Assistant Director Physiotherapy, Princess Alexandra 
Hospital.  Email cherie_hearn@health.qld.gov.au  
 
Key words:  retention, physically demanding workloads, injuries 
 
Retaining allied health professionals (AHPs) and allied health assistant (AHAs) in 
physically demanding roles is becoming increasingly challenging.  Work Related 
Musculoskeletal Disorders (WRMD) amongst physiotherapists have been widely 
reported in the literature. At Brisbaneôs Princess Alexandra Hospital (PAH), a survey 
of physiotherapists (PTs), occupational therapists (OTs) and prosthetists/orthotists 
assessed the incidence of WRMD. The survey found a 12 months incidence of 
WRMD of 70% amongst AHPs, and a career incidence of 88% for one or more 
WRMD.  The low back, neck and upper back were the most common areas involved 
in the WRMD reported. The service areas most frequently identified by survey 
respondents as being physically demanding were geriatric rehabilitation (72%), 
neurological rehabilitation (71%) and orthopaedics (63%). Focus groups proposed 
multiple strategies to decrease the incidence of WRMD including -  

 Targeted work specific conditioning eg. core stability training 

 Provision of clinically specific manual handling training and competencies for 
AHPs 

 Education around general reporting processes and reporting for cumulative/ 
non-specific injuries 

 
As a result of the survey and focus groups, several initiatives have been 
implemented at the PAH to improve recruitment and retention including -  

 Patient handling guidelines developed for areas identified as most physically 
demanding in their therapeutic handling, including management of patients 
with total hip replacement, fractured neck of femur and hemiplegia.  The plan 
is to expand these guidelines to produce a more complete package for Allied 
Health Professionals working in Queensland Health; 

 A core stability exercise program is being offered to PTs and OTs at the PAH 
during normal working hours.  This program will soon be extended all AH staff.    

 Increased education has been provided to allied health staff regarding 
reporting and management of work related injuries. 
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Allied Health Workload Allocation Model 
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Background 
Allied health (AH) managers need to be able to quantify workloads in order to 
effectively manage the increasing demands on the health system.  With recruitment 
and retention a major priority, allied health professionals need a workload allocation 
model that will allow them to monitor, evaluate and determine manageable workloads 
to improve job satisfaction and prevent staff burnout. 
 
Aim 
The purpose of this project was to develop and trial an AH workload allocation model 
incorporating the National Allied Health Casemix Committee (NAHCC) Health Activity 
Classification, and provide recommendations regarding implementation of this model. 
 
Methods 
A model was developed which includes a staff workload mapping tool, data analysis 
spreadsheet and guidelines for calculating procedure times. The model was trialled 
across three occupational therapy, physiotherapy and speech pathology in two 
hospital districts, and across inpatient, outpatient and community settings.  A total of 
30 participants completed the trial. 
Staff and managers completed a post-trial survey to provide feedback on the model.  
Results indicated that staff and managers found the model useful for evaluating and 
quantifying workloads. Managers believed the model would be useful for preparing 
business cases and benchmarking staff workloads.  
Following the trial, funding was sought and training and education has been provided 
across Queensland in the use of the tool. 
 
Conclusion 
Workload allocation models have been identified as a valuable means of evaluating 
and managing allied health workloads.  This in turn may lead to improved job 
satisfaction and reduced staff burnout.  This workload allocation model provides an 
example of how managers can use such models to effectively manage staff 
workloads and plan for new services 
 
What does this paper add? 
This presentation demonstrates the effectiveness of an allied health workload 
allocation model that can be used across disciplines and work sites. 
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Extending the Scope of Practice of Assistants: Integrating an Interdisciplinary 
Allied Health Assistant (I-AHA) Role in an Acute Care Setting. 

 
Authors: Carla Gordon; Celia Marston 
 
Contact: Carla Gordon, Senior Physiotherapist 
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Background / Aim 
The rapidly changing environment and demands of acute health care requires 
innovative service provision and inventive work roles.  A new model of care was 
introduced in the general medicine unit at Monash Medical Centre (MMC) in July 
2008, part of which included the introduction of an innovative, collaborative I-AHA 
role.  This role extends the scope of practice of current assistants in the acute setting 
who historically provide services aligned with single allied health disciplines, to now 
provide services across Physiotherapy, Occupational Therapy, Dietetics, Speech 
Pathology and Audiology.  The I-AHA advances and integrates the common goals of 
various allied health disciplines ensuring best care for older persons.  With limited 
literature on multidisciplinary assistant roles currently published and no other acute 
Melbourne hospital utilising a similar role, the allied health division at MMC had the 
unique opportunity to develop, implement and evaluate the role of an I-AHA in the 
acute setting.   
 
Results    
To date, outcomes include: (i) a daily exercise program to prevent functional decline; 
(ii) the MOVEE project (mobilisation, orientation, validation, environment, education) 
to prevent delirium; (iii) malnutrition risk screening; (iv) hearing and language 
impairment risk screening; (v) increased provision of individually tailored therapy 
programs integrating various disciplines; (vi) redirection of allied health clinician 
resources; (vii) documented competencies specific to the I-AHA role; and (viii) 
avenues to support ongoing professional development across all disciplines.   The 
introduction of an I-AHA has significantly improved both staff and patient satisfaction.  
 
Conclusion  
The I-AHA role extends the scope of practice of current assistants in line with the 
developing, collaborative roles of allied health clinicians.  This role increases the 
capacity, efficiency, cost effectiveness and sustainability of quality healthcare to older 
persons at MMC.  Future directions for the role include producing and publishing a 
framework for an I-AHA model of care that is transferable to other acute healthcare 
organisations. 
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Benefits of clinicians' involvement in research include clinically relevant research 
questions and direct application of results to improve patient care. However, along 
with expenditure on research capacity building and activities, there is a requirement 
to measure research output.  
 
The Australian Council of Healthcare Standards provides criteria on which to choose 
or develop a performance indicator and performance indicator system. An indicator 
must be clear, relevant, definable, valid, reliable, useful, responsive and comparable. 
The performance indicator system must be focused, appropriate, balanced, robust, 
integrated and cost effective. In addition to meeting these, there are other 
requirements for public hospital allied health seeking to develop measures of 
research output.  
 
The indicators and system must be useable, relevant and applicable to not just one 
discipline, but across all allied health disciplines and service types. The system must 
be sensitive to show small improvements to acknowledge and encourage progress in 
services that have limited staff numbers, time and capacity. It must be balanced to 
reflect all types of research and the range and extent of associated activities. It must 
show changes in culture and capacity; it must not just focus on research grants, 
which may take many years to attain, especially in the early stages of research 
involvement.  
 
The performance indicators developed at the Royal Hobart Hospital have been 
refined over four years. New indicators have been added to encourage a changed 
emphasis, such as multi-site research. Indicator targets expect a minimum number of 
parameters across a specific number of years to record the first steps on the multi-
year time frame that is needed to complete research from concept to publication or 
develop a research culture.  
 
The system is used to measure service managers' performance and service outputs 
and to expose gaps in output to planning, directing and improving research activities 
in each service.  
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Towards a new approach to building research capacity in allied health  
 
Authors: Sue Pager, Libby Holden, Xanthe Golenko   
Allied Health Research Project Officer Metro South 
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This study forms part of a broader research project evaluating the effectiveness of a 
settings-based approach to research capacity building (RCB) in health practitioners. 
RCB develops knowledge and skills enabling individuals to produce high quality 
research. The settings-based approach considers the individual as operating within 
the context of a team within an organisation. A range of research capacity building 
strategies are being applied at all three levels. 
 
Aim: This paper reports on results of a survey of practicing health practitioners that 
investigated the barriers and motivators to engaging in research. 
 
Methods: The survey was completed by 85 health practitioners from ten allied health 
teams engaged in community health care in Queensland Health. This data forms part 
of the baseline for the wider project.  
 
Results: Other work roles taking priority (82%) and lack of time for research (78%) 
were most frequently reported barriers to research. Key motivators to do research 
were to develop skills (78%) and for increased job satisfaction (65%). Only 50 % of 
clinicians identified research as part of their role and library access (22%), time for 
research (16%) and research training (13%) were the most frequently provided 
supports. Research supervision (4%) and administrative support (4%) were rarely 
provided. 
 
Conclusion: Significant time and workload barriers to undertaking research were 
expected given the high demand for allied health. However, the motivators for 
research are less clear for this group of health professionals and related more to 
developing skills, increasing job satisfaction, wanting to change identified problems 
and keep their brain stimulated.  Lack of practical support for research was also 
highlighted. These insights suggest that research programs will be more successful if 
they assist health practitioners to do research that is highly relevant to their work and 
develops new skills while also providing practical support. 
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Pain is a commonly encountered chronic condition affecting a considerable 
proportion of the population and contributing to significant morbidity and healthcare 
utilisation.  
 
Currently service provision within Queensland's public hospital sector is limited to two 
Chronic Pain Services and a small number of individual clinicians. Waiting times for 
patients referred to these services often exceeds normal waiting list standards. 
 
The Gold Coast Hospital's Multidisciplinary Chronic Pain Team (MDCPT) currently 
has a membership consisting of 2 part-time (P/T) consultant anaesthetists, 2 
psychologists, 2 occupational therapists, a P/T physiotherapist, a P/T clinical 
pharmacist and an administration support officer.  
The service conducts weekly initial triage meetings utilising the information contained 
in individual patient referrals. This is then followed by a patient review in the 
outpatient clinic undertaken by one of the healthcare professional members of the 
team. This review enables more detailed pain assessment and treatment planning to 
take place and identifies appropriate therapeutic interventions. Possible treatments 
include anaesthetic interventional procedures (e.g. nerve blocks), individual Allied 
Health interventions, enrolment in the team's multidisciplinary Pain Management 
Program or any combination of these. 
 
This paper will describe, using patient case examples, the detailed workings of the 
MDCPT. We will describe problems and solutions in the use of the multidisciplinary 
triage process, the use of uni-professional evaluation for potential treatment 
interventions. We will also describe new thoughts on the management of long term 
waiting list patients balancing an early consumer self-management training 
intervention with longer term, more definitive management options. 
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Background: Being in paid employment is socially valued, and is linked to health, 
financial security and time use. Issues arising from a lack of occupational choice and 
control and diminished role partnerships are particularly problematic in the lives of 
people with an intellectual disability. Informal support networks are shown to 
influence work opportunities for people without disabilities, but their impact on the 
work experiences of people with a disability has not been thoroughly explored.  
 
Aim: This study explored the experience of óworkô and preparation for óworkô of a 
group of seven people with intellectual disability (the participants) from their 
perspective and the perspective of key members of their personal support networks 
(network members). 
 
Methods: The University of Sydney Human Research Ethics Committee provided 
ethical approval for the study. Network members and participants were interviewed in 
their homes and other community locations. Participant observations of work and 
other activities were undertaken. Data analysis included conceptual, thematic and 
axial coding. Data analysis software (QSR NVivo 7) was used to code and manage 
the large datasets.  
 
Results/Discussion: Personal network members identified the interests and choices 
of participants. These formed the basis of important employment opportunities 
developed by network members. Formal support services did not always recognize 
the participantsô specific interests and skills, but they were nevertheless strongly 
linked to the quality of work performance and the work satisfaction of participants. 
The meaningfulness and success of vocational support was linked to goodness of fit 
between the interests and needs of the participant and the type of work and support 
provided. 
 
Conclusion: We found the insight and actions of network members were critical to 
the creation and attainment of employment and support opportunities that effectively 
matched the needs and interests of the people with an intellectual disability at the 
centre of each network. 
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Background 
As part of the promotion of evidence-based practice it is important to provide training 
opportunities for allied health clinicians who want to learn more about research.   
Evidence suggests that research training schemes for clinicians work best when 
targeted to those most interested, with mentor support, and with specified outcomes. 
Therefore, Eastern Health developed an allied health training scheme, Stepping into 
Research, with the aim of having clinicians complete a systematic review of a 
clinically relevant topic. 
 
Methods 
The program went for 12-weeks, comprised of 5 x 3 hour group training sessions and 
a minimum of 7 individual sessions with an experienced mentor clinician from the 
health service.  Participants presented their review findings at a seminar at the end of 
the program.  The program was evaluated with mixed methods. First, participant 
research experience, interest and confidence were measured with a validated 
questionnaire, at the start and end of the program.  Second, all participants and 
mentors were interviewed at the end with semi-structured in-depth interviews to 
explore their perceptions about the program.  Interviews were audio-taped and 
transcribed verbatim, and coded for themes by two independent reviewers. 
 
Results/Discussion 
Seven participants and six mentors, from five different allied health disciplines 
completed the program.  Quantitative analysis showed that participants had 
increased research confidence after completing the program (Wilcoxon, p =.027).   
Key themes identified by both the participants and mentors were that  they 1) were 
positive about the model of training, 2) valued the opportunity of working with like-
minded clinicians, and that 3) there were time pressures in completing the review.  
 
Conclusion 
A targeted allied health training scheme that provides a mixture of classroom 
learning, mentoring and peer support can be effective in increasing research 
confidence and can be a step towards developing a research culture amongst allied 
health clinicians. 
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Acute stress disorder following a minor motor vehicle accident. 
  
Author: Euan Donley:  Social Worker Angliss Emergency Dept Psychiatric Triage 
 
Background 
Many people present to emergency following a minor motor vehicle accident and 
psychological impact does not appear widely studied.  The aim of this study was to 
screen for any persons that may be experiencing acute stress disorder (ASD) 
following a minor car accident, provide and examine appropriate follow up, and 
develop appropriate local-based policy. 
 
Method  
Patients were referred by any emergency department clinical staff for follow up post 
MVA.  To be considered a minor accident, the patient could not be admitted, not 
have lost consciousness, not shown intent, or been under influence of a substance. 
The Risk Screening Tool (RST) involved three questions based on emotional, 
physical, or other concerns.  If they were positive to the RST, they were further 
screened for ASD, or other varied needs as they arose. 
 
Results/Discussion 
A total of 77 patients presenting to Angliss Hospital Emergency Department were 
evaluated between 2 and 6 days post MVA with an age range of 18 ï 88 years.  
Approximately half of the population did not require any follow up, after answering 
ónoô to all of the risk screening tool questions.  Of those requiring follow up, 14.0% 
total tested positive to the Acute Stress Disorder risk screening tool; 66.6% of these 
had a past history of mental health problems they had sought or received treatment 
for.  A total of 31.2% required follow-up physiotherapy referral, and 20.7% were 
referred to their GP. 
 
Conclusion 
ASD  following a minor traffic accident is a significant issue affecting almost 1 in 7 of 
those presenting to an Emergency Department.  Appropriate follow-up involves a 
multidisciplinary allied health team.  The numbers of patients presenting with this 
problem suggests other strategies such as development of a patient information 
handout could be useful. 
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Background 
Research is the basis for safe and effective service delivery in health. This is a 
statement both of fact and of value. Although there are many allied health disciplines 
which have an energetic research business, there are also some disciplines which 
have minimal research engagement. 
 
Aim 
We propose that dedicated and networked strategies to increase allied health 
research capacity in the health sector could increase levels of safe and effective 
evidence-based practice. Additionally, providing a higher profile to research within 
the organisation may increase the opportunities for valued interdisciplinary research 
and translation into practice. 
 
In Queensland Health there has been a three-pronged approach designed to 
increase overall allied health research capacity. Strategies being implemented 
include (a) annual clinical research grants at novice and experienced level and for 
clinical education research; (b) 15 dedicated research positions across the state with 
a focus on partnering across disciplines and districts and with universities; and (c) a 
statewide coordinator of a network for allied health research and evidence based 
practice. 
 
This paper will present some initial data about the number and range of research 
projects supported and completed, the goals of the 15 research positions, and the 
achievements of the network. Ongoing evaluation of the initiatives will occur and 
research questions will be developed to quantify the results of this capacity-building 
approach. 
 
Conclusion 
Research capacity outcomes will not be available for several years, however, early 
indications are of increases in research activity particularly at novice level and 
increases in high-value partnerships with universities. A further observational 
conclusion is that linking research positions to an industrial framework engenders 
confidence to persist with establishing university ï health sector partnerships. 
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Background 
Workforce planning for the allied health professions remains challenging, despite 
their increasing importance to the health care agenda. Without established systems 
of staffing, allied health are placed in a vulnerable position in regard to accessing the 
health dollar.  
 
Allied Health Staffing is often based on a best guess basis, or worse still, is made to 
fit what monies are left over. There is often a lack of acknowledgement of non-direct 
clinical hours essential to meet service requirements such as EQUIP standards, 
student training, professional development, safety, quality and service development 
and the use of clinical care ratios ensure these elements are applied to the staffing 
profile.   
 
Aim 
This paper will describe the methodology used to develop the first Australasian Allied 
Health clinical care ratios that relate across all allied health disciplines in the acute 
hospital setting.  . 
 
Methods 
The NAHBC has 

 Agreed on a hierarchy of levels according to seniority and 
management/clinical responsibilities 

 Agreed on standards of clinical care ratio that are consistent across all 
disciplines 

 Conducted two month long snapshots of allied health activity in 2007 and 
2008 for physiotherapy, occupational therapy, social work, speech pathology 
and nutrition and dietetics in 7 Acute Facilities across Australia. 

 
Results/Discussion 

The study found consistency across facilities and across professions for each 
staff level that could be applied to acute hospital facilities with similar features to 
those within NAHBC.   
Examples will be cited of how facilities have applied these quantified clinical care 
ratios in service review, service planning and budget development. 
 
Conclusion 
Clinical care ratios are a useful tool in workload management and determining 
staffing levels in acute hospital facilities and provide credibility for allied health 
work processes.  They are an important building block towards the development 
of Allied Health staffing level models.   
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The growing incidence of chronic disease is widely recognised as placing an 
enormous burden on the Australian healthcare system.  An ageing population with an 
increasing lifespan, better treatment and medication are among factors that 
contribute to this.  These factors also mean that many patients have co-morbidities. 
 
This is increasing pressure on general practitioners (GPs), with an estimated 35% of 
their working hours spent on chronic disease cases.  
 
A growing number of people graduate each year in an allied health profession, with 
many courses providing chronic disease management (CDM) specific training.  
Hence there is a large pool of highly qualified health professionals able to support 
general practice in CDM. 
 
Allied Health Professions Australia (AHPA) received funding under the Australia 
Better Health Initiative (ABHI) to undertake this project. The projectôs aim is to 
achieve improved outcomes for patients with chronic disease by facilitating 
multidisciplinary team care between general practice and allied health professions. 
AHPA has developed resources for the project to assist with improving mutual 
understanding of the roles of GPs and allied health professionals (AHPs), and 
facilitate communications between GPs, AHPs and general practice nurses (GPNs). 
   
The projectôs objectives are: 
 
Å Identify and address any attitudinal or informational issues that may be limiting 
a full multidisciplinary approach between GPs and AHPs, particularly in relation to 
CDM 
Å Prepare clear and concise information on the expertise of AHPs eligible to 
provide services under the relevant Medicare items to ensure that patients are 
referred to the AHP best suited to their needs 
Å Make these information resources are widely available to GPs, GPNs and 
AHPs in a range of media formats. 
 
Extensive research, including surveys with stakeholder groups, shaped the resources 
developed to achieve the projectôs aims, all of which will be downloadable from a new 
web site.  
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Next Challenge was created as a private community service organisation in 2002 
designed using the authors clinical service analysis model (C-SAM).  The 
organisation was established by four allied health professionals with a commitment to 
interprofessional and family focused practice.  The organisation operates in four 
program areas ï Family services, School services, Contract (Third party) services 
and Professional/ Agency Support services. Each program relies on critical 
partnership models with key stakeholders to enhance community access to allied 
health services. The organisation links services under the auspices of family funded, 
school funded, other agency and government funding to maximise community access 
to speech pathology, occupational therapy and physiotherapy support. 
 
The C-SAM has been an essential tool for continual improvement of the organisation. 
It has also been a key tool in the Professional/ Agency support program when Next 
Challenge has been contracted to provide service reviews. This presentation will 
illustrate key design elements of Next Challenge using the C-SAM, and demonstrate 
the use of the C-SAM for continual service improvement. There will be a focus on the 
barriers, strategies and practical steps taken by the organisation to embed 
interprofessional learning and practices across all program areas. 
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Demand for clinical placements across allied health continues to grow as the 
numbers of undergraduate students increase. In Victoria alone, a total of 330 new 
Commonwealth-supported allied health university places were allocated in 2005-
2008 (DHS, 2007). Striving for efficiencies in clinical education, whilst maintaining 
effectiveness, is great challenge and one which rises in importance with the growing 
demand. The Royal Childrenôs Hospital is a specialist tertiary paediatric hospital 
where children with a range of complex conditions and major trauma are treated. 
Allied health staff are committed to the provision of quality clinical education, 
however on-site clinical placement opportunities are at capacity and a creative 
solution was needed. The Health-e-Kids and Health-e-Learning projects were 
successfully piloted in 2006-2007 in the departments of occupational therapy and 
physiotherapy. The success of these projects has paved the way for further 
exploration of the use of telemedicine for student clinical education and professional 
support for rural and remote therapists. Made possible by funding from DHS and the 
Telematics Trust, these projects are now been expanded across allied health to 
include the disciplines of occupational therapy, physiotherapy, speech pathology, 
prosthetics & orthotics, social work and dietetics. Interdisciplinary practice education 
is the focus of the Health-e-Learning project, which uses videoconferencing to 
provide clinical observation opportunities to allied health students at La Trobe and 
Monash Universities. Via videoconference link, students at the various university 
sites have the opportunity to view pre-recorded footage of clinical sessions and 
engage with the clinicians to discuss the case. This project aims to promote and 
capture interdisciplinary practice at The RCH and match this to the interdisciplinary 
learning objectives of the various allied health disciplines. This innovation is 
congruent with recent changes in education models at some universities that have 
adopted a generic health curriculum in the early undergraduate years. e-SP runs 
concurrently with the Health-e-Learning project offering speech pathology specific 
sessions to students, in addition to video consultations between Speech Pathologists 
at the RCH and allied health professionals, parents and children from the south-west 
region of Victoria. The aim of these sessions is to provide support and enhance 
communications for clinical care. Preliminary findings of both projects and the 
potential of this technology to enhance the opportunity for student education and 
professional support to rural and remote therapists will be presented.  
 
Reference: 
Department of Human Services (2007). Clinical placements in Victoria, establishing a 
statewide approach.  
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Aim: To determine the outcome of referral to Allied Health Professionals of people 
with chronic kidney disease and at increased risk of falls, both directly from the Renal 
Physician and also from GPs , under Team Care Arrangements  
 
Background: The Keeping Up Project funded by the Department of Health and 
Aging to the value of $180,000 was conducted in the Illawarra Region of NSW. It 
provided Accredited Exercise Physiology (AEP) Services to 2 groups of people with 
chronic kidney diseases and at increased risk of falls, those on Renal Dialysis and 
those not yet on Dialysis. Participants in the project required referral to the AEP. In 
the case of people on Dialysis this referral came from the Renal Physician, and in the 
case of those not yet on Dialysis it came from the their GP.  
People on Dialysis (n=34) were provided 3 sessions of tailored exercises targeting 
falls prevention prior to and during Dialysis sessions for a 24 week period. Reduction 
in falls risk was evident throughout their involvement in the KUP. Significant 
differences (P value <0.05) in Falls Risk Score, lower limb strength and ankle 
dorsiflexion were evident in those people on dialysis following 24 weeks involvement 
in the KUP. 
People referred from their GP (n=18), attended one session at the Hospital with the 
AEP and then were referred to a local AEP for their allotted sessions under 
Enhanced Primary Care. 
 
Discussion and recommendations: The very low numbers of people with chronic 
kidney disease referred to the KUP are disappointing. This low referral rate was 
evident despite letters of support by the Renal Physicians and a wide range of 
support strategies introduced for local General Practitioners and their staff. 
Other models of management will be discussed. 
 
Conclusion: Timely and efficient referral to appropriately trained AHPs for support of 
individuals with Complex and Chronic conditions and at increased risk of falls is 
required. The current system presents barriers to this process. 
The number of sessions currently available to AHPs under Medicare is not evidence 
based, and this also requires attention. Furthermore, funding from Private Health 
Insurance for initiatives such as this also warrants attention. 
 
Acknowledgements: Participants in this project living with chronic kidney disease, 
Federal Department of Health and Aging. South East Sydney Illawarra Health 
Service, Wollongong and Shoalhaven Hospital Renal Units and staff. Brianna James 
(AEP), Shane Rose, (AEP), and other local Illawarra AEPs. 
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Background: Allied health practice in the Emergency Department (ED) is an 
emerging clinical specialty in Australia. National health strategies and emergency 
medicine guidelines endorse allied health contributions in emergency departments 
(EDs), particularly in relation to the assessment and management of people 
presenting with non-urgent, complex and chronic conditions. To date, most 
professional literature relating to ED allied health has described services in the 
United Kingdom and North America. While an Australian evidence base is emerging, 
there are major gaps in our understanding of what is being done, where, how and 
whether or not it is effective. This study provides a much needed profile of the 
distribution and type of allied health services in Australian EDs, building upon existing 
knowledge of allied health ED practice locally and internationally. Study findings also 
identify the extent to which national/state policies and professional emergency 
medicine guidelines are being implemented in relation to the use of allied health in 
EDs.  
 
Methods: Australian public hospitals were surveyed to identify EDs, and whether or 
not allied health services were offered, the types of professions involved in allied 
health ED service and the nature of the service (multi-or interdisciplinary, on-call or 
standardised hours etc). The descriptive profile was compared with policy statements 
relating to allied health uptake in ED.  
 
Results: The provision of public hospital allied health ED services will be presented 
and compared with government and professional policies.  
 
Conclusion: This study provides a description of the extent to which allied health 
has been incorporated into ED services and also the extent to which national, state 
and professional policies recommend diversification of ED services to those beyond 
medicine and nursing. This presentation will be of interest to allied health clinicians 
who work in Emergency Departments, allied health managers and researchers with 
an interest in aged care. 
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Background 
It is well recognised that the maintenance of good oral health in an acute hospital 
environment is essential for maximising nutrition, recovery and well being and 
preventing further complications (dysphagia, aspiration, infection, malnutrition, 
pressure ulcers).  These issues are of significance to all staff working in an acute 
care setting due to the link between in-hospital complications and increased patient 
acuity and length of stay.  Our unit, a Queensland Early-assessment Medical Unit, 
has a high proportion of older dependent or semi-dependent patients (62% over 
71yrs).  These patients are in the high risk category for poor oral condition, 
dysphagia and malnutrition both on admission and during their stay. Other risk 
factors include: reduced level of alertness, dental caries, dentures, multiple 
medications (xerostomia), dependent or semi-dependent for oral cares, and oxygen 
therapy. 
 
Methods 
Evidence-based Speech Pathology and Nursing literature was combined to develop 
a standardised Mouth Care Assessment Tool (MCAT) and Mouth Care work unit 
guidelines for the General Medicine Program.  Implementation strategies included 
staff awareness sessions focusing on the importance of identifying oral condition at 
admission, MCAT scoring procedures, conducting mouth cares and selecting 
appropriate mouth care tools. 
 
Results / Discussion 
Post-implementation audit results suggest high inter-rater reliability between nursing 
and speech pathology ratings on the MCAT (95%).  Completion rates for MCAT 
remained at 66% with ongoing challenges to ensure plans are documented and 
actions follow assessment.  A post implementation survey of staff suggested 
increased awareness of the importance of mouth cares and increased confidence in 
selecting appropriate mouth care equipment. 
 
Conclusions 
This presentation highlights the benefits of a collaborative approach to patient care 
between Nursing and Speech Pathology.  By sharing evidence-based information 
within each discipline, developing collaborative management strategies and 
minimising preventable complications we have achieved significant benefits for both 
our patients and our health-care system. 
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Background 
Allied heath clinicians are expected to utilise evidence-based practice, and there is 
an increasing expectation that clinicians will become involved in clinical research.  
 
Aim 
The primary aim of the present study was to find out the research experience and 
level of research interest of allied health staff.   
 
Methods 
Allied health professionals from a health care network in an outer metropolitan region 
of Victoria were surveyed. Research experience and interest were evaluated with the 
Research Spider tool, which evaluates 10 core areas of research experience and 
experience on a 5-point Likert scale [1].  

Results/Discussion 

Surveys were returned from 132 allied health clinicians; a response rate of 50.6%. 
Overall, Allied Health clinicians rated themselves as having ólittle research 
experienceô (median 20/50), and rated themselves as having ósome research interestô 
(median 34/50). There was a moderately strong correlation between research 
experience and research interest (Spearmanôs rho = .49, p <.01). There was no 

difference in research experience between disciplines (Kruskal Wallis test, 2(9) = 
3.7, p= .45). However, there was a difference in research interest between disciplines 

( 2(9) = 9.85, p= .04); speech therapists expressed the highest level of interest. More 
than 15% of the sample were óvery interestedô in each of the 10 research categories.  
This contrasted with the very small number of clinicians who were óvery experiencedô 
in research.   

 
Conclusion 
The results of this study have implications for the implementation of education and 
support programs aimed at providing evidenceïbased practice and research 
opportunities for allied health professionals.  The benefits of offering clinicians who 
are very interested in pursuing research specific opportunities, such as training and 
mentoring, are worth exploring. 
 

1. [1] Smith, H., Wright., Morgan., & Dunleavey, J. (2002). The óResearch 
Spiderô: a simple method of assessing research experience. Primary Health 
Care Research and Development, 3, 139-140. 
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Background & Aim Allied Health Assistants (AHA) can have a direct impact on 
Allied Health service sustainability, increasing collaboration and flexibility between 
Allied Health disciplines and maximising the workforce capacity. The aim of this 
programme was to establish the current scope of practice for AHAs across Allied 
health disciplines, identify potential extended scope of practise for AHAôs, and to 
inform the development of a detailed Competencies and Training Package.  

Method In May of 2008, 22 Allied Health Managers across a large metropolitan 
health network, that services a population of 800,000, were surveyed relating to the 
current 17 AHA staff working across the service as well as the potential AHA 
extended scope of practice. 

Results Several key themes were identified from the survey: 

 There is currently a diverse scope of practice, as well as utilisation for AHAs 

 AHA staff who have previously completed, or are currently completing, the 
Certificate III & IV of AHA training are not fully work-ready when they 
commence employment  

 There may be further ability for the Allied Health Professionals to act as 
consultants with the AHA completing appropriate therapy interventions / 
activities as directed by the professional 

 Currently, there are very few AHAs who have the ability to work across 
disciplines, which produces an inflexible workforce across the Allied Health 
disciplines 

 There is potential for Health Networks to engage in collaborative relationships 
with the VET sector, which offers the AHA Certificate Training, for inclusion of 
specific network driven competencies, to ensure work ready graduates for that 
Health Network 

Discussion The survey identified the need to develop a network-wide Grade 1, 2 & 3 
AHA Competencies and Training Package, which will ensure consistent levels of 
skills across individual disciplines, across the multi-disciplinary setting, across 
programs and across the Health Network. 

Conclusion The outcome of the survey identified key themes that have led to the 
network developing an AHA competency-based skill-matrix across the Allied Health 
disciplines, in line with the National Professional Associations as well as service 
needs of the health network. The health network has also commenced negotiations 
with the VET sector for inclusion of the Competencies and Training Package into the 
Certificate III and IV AHA Courses, where these same students are then guaranteed 
student placements within the partnering health network. 
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Background & Aim Within health networks, medicine and nursing provide 24-hour 
care, whereas traditionally Allied Health has provided most of its services within 
usual business hours from Monday to Friday. The aim of this project was firstly, to 
establish the current levels of Allied Health service provision out of business hours 
across a large metropolitan health network; and secondly, to identify any gaps in 
service provision that need to be addressed.  

Method  Following ethics approval, a survey was conducted in April 2009 of the 31 
Allied Health Managers who oversee the 20 Programs and 72 Departments across 
the in-patient and ambulatory setting that provide an Allied Health service, in a large 
metropolitan health network that is staffed by 735 Allied Health Employees, with a 
total of 487 EFT, and services a population of 800,000.  

Results/Discussion The survey indicated that there were limited out of business 
hours allied health services available across the disciplines and across the programs 
of the health network. This has direct implications for patient care with the ability for 
all disciplines to respond in a timely manner, particularly for at-risk patients requiring 
urgent care. In addition, the lack of out of business hours services within the 
ambulatory setting suggest there was limited scope to provide a client-centred 
approach to the young clients, still in full-time work. The survey also identified the 
potential to provide expanded roles for Allied Health clinicians to provide 
interdisciplinary support outside of business hours.  

Conclusion There are limited out of business hours Allied Health services in a large 
metropolitan health network. These results suggest that strategies be introduced to 
provide timely Allied Health services for at-risk patients, and to provide opportunities 
for clients in full-time work to access ambulatory services.  The introduction of any 
additional out of business hours Allied Health services should be evaluated rigorously 
for feasibility, cost and effectiveness. 
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Background 
Queensland Health is a large and complex organisation. The allied health workforce 
has varying clinical education and training needs. The Allied Health Clinical 
Education and Training Unit (CETU) was established as a result of a ministerial 
taskforce on clinical education and training.  
 
Aim 
To develop a clinical education and training framework for the allied health workforce 
to support safe, sustainable, high quality clinical practice. 
 
Approach 
Each of the nineteen allied health disciplines undertook a training needs analysis 
(TNA) using a consultative, state-wide approach. Clinical Education and Training 
Reference Groups were established to provide discipline specific information and 
guide the process, including consultation methods. 
 
The workforce scope of the program is broad in that it encompasses all staff from 
entry into Queensland Health. The workforce dimensions include type of practice, 
service settings and particular training and education triggers, such as change in 
practice area or re-entry. 
 
The TNA component represents the beginning of a journey to ultimately provide 
enhanced and co-ordinated clinical education and training strategies for allied health 
staff across Queensland Health. Design and development then implementation and 
evaluation of learning strategies is expected to follow and then form an ongoing cycle 
with the main aim being to embed clinical education and training for the entire 
workforce and promote a stronger learning culture. 
 
Discipline specific business cases will outline clinical education and training priorities 
and proposed learning strategies. Funding decisions will be made based on a range 
of criteria. Design and development then implementation of these learning strategies 
is expected to occur over the next two years.  
 
Conclusion 
This paper will provide an overview and analysis of the different TNA methods 
employed as well as some preliminary findings relating to the identified priority areas, 
both specific to and across disciplines. 
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Despite interest from service planners, national and state jurisdictions, and local 
service managers, there are no recognised allied health staffing standards for acute 
inpatient services.  Frequently, service planners assume that such standards exist 
when developing a new service or facility.  It is often a surprise that no standards can 
be applied for such purposes. Local staffs are then required to develop staffing 
recommendations using local, custom approaches. 
 
Aim:  
The National Allied Health Benchmarking Consortium (NAHBC), with Chappell Dean 
management consultants, undertook a project to model allied health staffing levels. 
The model aimed to allow NAHBC members to calculate staffing levels for each 
profession for service and for particular casemix groups and departments.  The 
staffing model produces casemix adjusted staffing levels against a number of 
scenarios ï the NAHBC average, the lowest in group, percentile rankings and 
highest in group. 
 
The Project 
The presentation:: 

 Outlines the data elements and methodology used to compare staffing levels 
for defined casemix groups. 

 Describes the process undertaken to derive and test the model and discuss its 
current status and utility. 

 Demonstrates the predictive staffing model for a profession, based on current 
practice. 

 Discusses the application in calculating staffing levels in planning of new 
services or reviewing existing services.   

 Considers the next steps for the project. 
 
Conclusion: 
The benefits of having a model with a rigorous, externally validated methodology 
include: 

o Service managers have a credible tool for assessing resource allocation 
against óstandardô practice.   

o Service planners have a credible tool for calculating resource requirements for 
new or expanding services. 

o Capacity to define best practice standards in the future, based on outcomes 
evidence, rather than simply reflect current resource levels. 

o Improved approaches to workforce planning and workload management. 
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Problems with retention are assumed to be exacerbated by the low level of 
recognition of the skill and expertise of allied health professionals (AHPA, 2008). 
However, there has been no empirical measure of practitionersô perceptions of 
professional recognition and thus no empirical evidence of a relationship between 
recognition and professional turnover intention. This paper will present the initial 
results of a recent doctoral study that develops a measure of professional recognition 
at varying levels (intra-professional, inter-professional and policy) and investigates 
the relationship between perceptions of professional recognition and key 
occupational variables. This survey study of 505 clinical social work practitioners 
provides a valuable starting point for other allied health professions to consider the 
relationship between professional recognition and turnover intention. 
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Background  
Patients admitted to hospital from Low Level Care (LLC) facilities presented a 
challenge to Allied Health (AH) on the Medical Assessment and Planning Unit 
(MAPU) at St Vincentôs Hospital Melbourne. Individual care needs and facility 
classification were required to commence the discharge planning process. AH 
independently contacted the care facility to obtain discipline specific information, 
resulting in multiple phone calls. Barriers to discharge were identified late in the 
admission.  
 
Aim 
To develop an AH LLC screening tool that could be implemented at the beginning of 
an admission. 
 
Methods 
AH collaborated to develop a LLC screening tool to assist the assessment of aged 
care patients and obtain timely information. Physiotherapy, Occupational Therapy, 
Social Work, Speech Pathology and Nutrition on MAPU agreed on the minimum data 
required from a care facility.  This information was developed into a one page 
document. Two versions of the tool were trialled on the MAPU ward. The first for 
three months, with 18 patients assessed. Number of phone calls by AH was 
measured for each admission. Staff satisfaction was evaluated and subsequently 
content revised. The second trial was concluded when 50 patients were assessed.  
 
Results/Discussion  
In a single phone call one AH member completed this form on behalf of the team in 
5-10 minutes. From the first trial, phone calls to care facilities were reduced by 67%. 
Seven clinicians evaluated general satisfaction, 38 % of responses were very 
satisfied. 89% of responses agreed that the tool content contained enough 
information. From the second trial 12 clinicians and six students rated the time 
efficiency, content, and willingness to use the tool at 100%. Further editing of the tool 
was not required based on staff evaluation. The final version is an official form filed in 
the medical history. 
 
Conclusion  
The LLC tool is efficient and reduces duplication across AH. Patients have their 
immediate care needs identified, the multidisciplinary team is alerted to discharge 
barriers and immediate referrals are generated.  
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The 2005 Queensland Health Systems Review (1) identified the lack of sufficient 
allied health staff as a major problem.  Amongst numerous recommendations, the 
report highlighted the need to improve organisational culture, foster strong leadership 
and increase change management capacity to aid in the recruitment and retention of 
a suitably qualified allied health workforce.  A range of measures have since been 
introduced to address these issues including: 
 

 The implementation of allied health leadership positions  and Workforce 
Development Officers across the state;  

 The development of a new career structure for allied health providing pathways for 
leadership in clinical and management streams; 

 The development of statewide discipline specific groups and  

 The introduction of an ñEmerging Clinical Leadersò program.   

Through these initiatives Queensland Health has sought to encourage leadership at 
multiple levels within the organisation and thereby facilitate the workforce reform 
required to meet the current and future health service delivery challenges. Broad 
performance indicators including:  growth of staff numbers; staff satisfaction and 
attrition, demonstrate some level of success but these measures are broad and 
cannot be related to leadership alone.  Anecdotal evidence also suggests that the 
development of leadership in multiple arenas may also lead to increased conflict and 
the strengthening of professional silos. 
 
 The implementation of these strategies marks the beginning of a long process 
towards improving the organisational culture of Queensland Health. Feedback to 
date indicates the need for improved communication and integration between 
discipline, district and statewide structures. Alternate strategies should also be 
investigated. To better measure the success or otherwise of these and future 
strategies, more refined performance indicators need to be identified. 
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Hepatitis C is a fast growing infectious disease in Australia and is often associated 
with related psycho-social and mental health problems.  The conventional treatment 
process for hepatitis C is challenging due to a number of reasons. The aim of this 
study was to explore social workersô contribution to hepatitis C treatment in relation to 
the treatment experience of patients.  The roles that social workers fulfill, their 
contribution to the multidisciplinary team and towards a culturally competent service, 
were explored.  Furthermore the knowledge, skills and values required for providing a 
competent service in a hepatitis C treatment setting was explored.  The broad 
theoretical frameworks that inform social work practice were considered, especially 
the biopsycho-social model, the strengths perspective, the critically reflexive 
approach and communications theory. 
 
This qualitative study used a semi-structured interview method for data collection.  
Ten social workers in hepatitis C treatment clinics participated in the study.  The 
findings highlight the needs of patients and how social worker participants described 
helping to address and meet these needs by employing their knowledge, skills and 
values through their social work roles and interventions in a team context in a 
multicultural and multi-faceted work environment. 
In conclusion the findings lead to a number of recommendations to improve social 
work services in hepatitis C treatment settings.  More research was recommended in 
areas such as motivational techniques, psychiatric support, and effective group work 
strategies.  The need for increased funding for social work positions in the hepatitis C 
field was also highlighted. 
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Aim:  Allied health clinicians need to make decisions about which clients to see and 
in what order services should be provided.  The primary aim of this project was to 
evaluate the level of agreement between two independent clinician raters assigning 
priority categories to community rehabilitation referrals for Occupational Therapy and 
Physiotherapy within the Access Unit at Eastern Health in Melbourne, Victoria.  The 
secondary aims were to explore whether discipline background, client diagnosis, or 
the presence of consultation with colleagues when making a rating affected 
agreement. 
Methods:  214 consecutive referrals received for community rehabilitation services 
were assessed and prioritised by a clinician following routine practice, and a second, 
independent, blinded assessor.   The data were analysed using weighted kappa (əw) 

to measure agreement of prioritisation decisions between the two clinicians. 
 Results:  Overall agreement was moderate to substantial (əw =0.60), but 
disagreement occurred in 30% of cases.  Subgroup analysis indicated that the 
discipline of the raters and whether they consulted with colleagues did not affect 
agreement, although agreement was significantly different for some subgroups based 
on diagnostic category, with ratings for clients after orthopaedic elective surgery 
appearing to have lower levels of agreement (k = 0.25). 
Conclusions:  Clients expect decisions on how referrals are prioritised to be fair and 
transparent.  Whilst agreement between raters in this study was significantly greater 
than chance a high level of agreement is needed if a prioritisation tool is to be useful 
to clinical practice.  Clinician subjectivity, especially in rating routine referrals such as 
those for clients after orthopaedic elective surgery, appears to be the most likely 
source of error, suggesting that ongoing education may be important in maximising 
agreement. 
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AIM: 
To determine the relationship between clinical pharmacy workloads for medical and 
surgical patients and patientsô disease state classifications. 
 
METHOD 
For patients in medical and surgical wards of two acute general hospitals, 
pharmacists used standard recording tools to document clinical activity. During 
designated sampling intervals, they recorded the time involved for these activities. 
We estimated the required time to perform activities recorded during non-sampling 
intervals using the EM algorithm, a statistical imputation technique. Integration of 
clinical pharmacy activity data with the two hospitalsô Patient Information 
Management Systems retrieved clinical pharmacy workload records linked to each 
patient episode and to each associated Diagnostic Related Group (DRG) 
classification. 
 
RESULTS 
During May ï September 2006, pharmacists provided clinical pharmacy services to 
4625 patient episodes. The mean times to perform clinical pharmacy activities 
included 9.6±4.5 minutes for the medication history interview and 5.9±3.0 minutes for 
pharmacistsô interventions. The time to provide all clinical pharmacy services within 
complete patient episodes was 22.4±16.7 minutes. For medical patient episodes the 
time was 23.5±15.8 minutes and, for surgical patients, 20.6±19.4 minutes. Patients 
with a co-morbidity or complication affecting their DRG classification (ócomplicatedô 
patients) required more time than óuncomplicatedô patients (26.6Ñ17.9 vs. 19.0Ñ14.8 
minutes). óComplicatedô surgical patients required the most time (28.0Ñ 22.5 
minutes); however, the associated workloads accumulated over prolonged lengths of 
stay (LOS). Individual DRG classifications with considerable time requirements 
without prolonged LOS included medical patients with ócomplicatedô presentations for 
heart failure and shock (33.7±22.2 minutes), septicaemia (28.7±13.7 minutes) and 
respiratory infections (28.6±13.2 minutes). Conversely, óuncomplicatedô surgical 
presentations for appendicectomy (10.5±5.5 minutes) and hernia procedures 
(8.5±6.1 minutes) required substantially less time. 
 
CONCLUSION 
The study identified that medical patients and those with a ócomplicatedô DRG 
classification required more clinical pharmacy time than surgical and óuncomplicatedô 
patients respectively. 
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One clinicianôs journey back to vocational education. 
Is the Certificate IV in Allied Health Assistance a foreign language or a return to 
the vocational foundation of allied health education? 
 
Author: Sue Steele-Smith 
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Key words ; Allied Health Assistance, Vocational Education 
 
In 2007 the Certificate IV in Allied Health Assistance was developed and launched as 
a new qualification in the vocational education sector, following wide industry 
consultation with key stakeholders.  The Royal Rehabilitation College, which is part 
or the Royal Rehabilitation Centre Sydney, is a health industry based registered 
training organisation that specialises in the training of allied health assistants.  
 
This case study will describe the journey that one occupational therapist, with 20 
years experience in physical rehabilitation, took into the world of Vocational 
Education and Training (VET),  only to find that it was a return journey. 
 
The clinicianôs journey involved taking on a dual role in the Royal Rehabilitation 
College as both developer and coordinator of the Certificate IV in Allied Health 
Assistance program.   While on this journey, the foreign language of VET was 
demystified by the clinician, and the value of 'on the job training' was firmly 
established.  
 
This presentation will describe the process used by a clinician to plan comprehensive 
and flexible training and assessment, designed to meet workplace and clinician need, 
using her many years of experience; and an occupational therapist approach to this 
very practical qualification. 
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"What can I ask an assistant to do?" 
Exploring the current and future roles of allied health assistants using the 
Certificate IV in Allied Health Assistance. 
 
Authors: Sue Steele-Smith and Sarah Fereday 
Sue.Steele-Smith@royalrehab.com.au    02 98089631 
 
Key words ; Allied Health Assistants, roles, Certificate IV in Allied health 
 
Allied health assistants are a vital part of the current and future health workforce, yet 
their roles are not always clear.  This may be due to the wide diversity of roles they 
currently work in. The Certificate IV in Allied Health Assistance is a new qualification 
from the HLT07 training package.  This qualification is very relevant to the allied 
health assistant workforce in Australia.  The Royal Rehabilitation College is a health 
industry based Registered Training Organisation that specialises in the Certificate IV 
in Allied health Assistance. 
The allied health assistant has been an essential yet often hidden part of the health 
workforce for many years.  They work in a wide variety of roles and positions, often 
with more than one allied health professional. Allied health therapists who currently 
work with assistants have a clearer idea of what the current roles are, however it is 
much  less clear for those for whom working with assistants is a potential future. 
Through training and recognising the skills and knowledge of these assistants, using 
the Certificate IV in Allied Health Assistance, the Royal Rehabilitation College has 
identified many of the roles that currently exist within the health workforce in 
Australia.  The Certificate IV in Allied Health Assistance can be used to assist with 
determining future roles for allied health assistants.  It is also provides a framework 
that will allow assistants to be well trained for new and developing roles into the 
future.  
 
This presentation will describe a range of current allied health assistant roles across 
NSW and SA, along with how the Certificate IV in Allied Health Assistance can be 
used to showcase possible future roles for this group.  Participants will gain a clear 
and practical answer to the question,  "What can an Assistant do?" 
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The Allied Health Rural and Remote Training and Support program ï improving 
access to continuing education and professional support for Queensland 
Health rural and remote allied health professionals.  
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The provision of continuing education, training and professional support is critical to 
ensure that the allied health workforce is equipped to deliver services which are safe, 
of a high quality, and appropriate to the health needs of the population.  It is also an 
important strategy to promote workforce and service sustainability, as the inability to 
access relevant education and professional support impacts negatively on 
recruitment and retention of allied health staff, particularly in rural and remote areas1.    
  
A number of continuing education and professional support strategies and programs 
have previously been developed for allied health professionals working for 
Queensland Health in rural and remote areas.  However, these have been limited in 
access and not always sustainable. 
 
The purpose of this paper is to describe the development and planned 
implementation of the Allied Health Rural and Remote Training and Support 
(AHRRTS) program.  The aim of the AHRRTS program is to increase the provision 
and coordination of continuing education and professional support activities for allied 
health professionals working in rural and remote areas of Queensland. 
 
The AHRRTS program is an integrated program which offers a series of 
developmental pathways for allied health professionals. It includes competency 
assessment, the identification of developmental needs, and the provision of a range 
of continuing education and professional support activities.  The AHRRTS program 
incorporates and builds on existing Queensland Health initiatives, including the Allied 
Health Professional Support Framework.  The program is linked to Queensland 
Health Performance Appraisal and Development processes, and can be tailored to 
meet the developmental needs of individual allied health professionals and the 
organisational requirements of each work unit.  
 
In addition to improving access to developmental opportunities for individual allied 
health professionals, it is hoped that the AHRRTS program will make a positive 
contribution to clinical governance, service quality and safety, and workforce 
sustainability in rural and remote areas of Queensland.    
 
1.  National Rural Health Alliance Inc, 2004.  Under pressure and under-valued: 
allied health professionals in rural and remote areas.  Available at 
http://www.ruralhealth.org.au [Accessed 20 February 2009] 
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Background 
Wellness approaches are not routine in childhood disability services, despite 
increasing demand for them from health consumers and disability activists and 
support for them in the mission statements of many disability services. 
 
Methods 
Interviews with 23 allied health therapists and managers working within four 
Australian childhood health and disability services demonstrated the ways in which 
individuals and organisations attempt to embed wellness approaches into their 
policies and practices. 
 
Results/Discussion 
The participants were challenged by professional and technical issues arising from 
moving away from the óexpertô model of care. The professional issues centred on role 
adjustment and working collaboratively with therapists from different disciplines and 
those outside allied health, while the technical issues were the tension between 
quality and efficacy, and the speed of change.  While there were some challenges 
and dilemmas arising from moving away from the óexpertô model of care, several 
successes were also identified. 
 
Conclusion 
The findings have implications for the quality and delivery of services and supports 
for children with disability and their families. 
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Background 
Wellness approaches to health, which are alternatives to the medical model and are 
based on the social model of disability, are increasingly preferred throughout the 
health and disability service sectors. However, despite the óparadigm shiftô towards 
wellness in Australian health services, wellness approaches are not routinely utilised. 
 
Methods 
A national study aimed to determine the facilitators and barriers to the 
implementation of wellness approaches by allied health professionals within 
childhood health and disability services. First, we examined the policy documents of 
key childhood health and disability agencies in three Australian states ï Western 
Australia, South Australia, and Queensland ï for the key indicators of wellness. 
Second, using case studies of four childhood health and disability services within the 
three states, we identified and documented the practice of wellness approaches and 
identified the factors that facilitate and impede the uptake and implementation of 
wellness approaches in allied health settings. 
 
Results/Discussion 
We were able to determine the extent to which wellness approaches are evident in 
the policies and practices of allied health practitioners employed within childhood 
health and disability providers across Australia. 
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An expanded role for physiotherapy in the Emergency Department can reduce 
patient length of stay  
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Background: Improving patient flow in the Emergency Department is a key policy 
objective of health providers.  One strategy to improve patient flow is to have allied 
health professionals such as physiotherapists take an expanded role by seeing 
Emergency Department patients directly (primary contact) without them being seen 
first by a doctor (secondary contact). Therefore, we aimed to determine whether 
primary contact physiotherapy management of patients presenting to Emergency 
Department with musculoskeletal injuries resulted in reduced length of stay without 
any adverse effects compared with secondary contact physiotherapy.  
 
Methods: A non-randomised controlled trial was completed in three metropolitan 
emergency departments. Adults presenting with peripheral musculoskeletal injuries 
(N=306) were allocated to a single episode of primary or secondary contact 
physiotherapy, according to the day of the week.  Patients with serious pathology, 
open fractures and spinal pain were excluded.  Primary outcomes were patient length 
of stay, waiting and treatment time.  Secondary outcomes were re-presentations to 
emergency department, referrals for imaging, patient satisfaction, and staff 
acceptance.  
 
Results/Discussion: Primary contact physiotherapy resulted in a reduction in length 
of stay of 60.0 minutes (95%CI 41.0 to 79.0) compared with secondary contact 
physiotherapy, with a reduced waiting time of 24.1 minutes (95%CI 12.6 to 35.6) and 
treatment time of 36.4 minutes (95%CI 19.8 to 52.9).  There were no differences 
between the groups in referrals for imaging, or unplanned re-presentations.  More 
than 82% of patients were very satisfied with their management, and 96% of 
emergency department staff agreed that primary contact physiotherapist had 
appropriate skills and knowledge to provide emergency care. 
 
Conclusions: An expanded role for physiotherapists in an Emergency Department 
managing peripheral musculoskeletal injuries was effective in that it saved time for 
patients, with no observed adverse effects and was well accepted by patients and 
staff.  
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of university health students working to support sustainable health care for 
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Aim: The National Rural Health Students Network seeks to maintain and build on 
strong relationships with professional allied health bodies benefiting both current and 
future allied health professionals who will ultimately provide a higher standard of 
health care for all Australians, particularly to those in rural and remote areas. 

The National Rural Health Students Network (NRHSN) is the peak body that 
harnesses the passion of health students through representation, networking, 
professional development and other initiatives in order to increase the health 
workforce and health outcomes of rural and remote Australians. 

The NRHSN represents 29 Rural Health Clubs with over 8500 members located at 
universities throughout Australia.  The NRHSN is a multi-disciplinary network 
representing allied health, nursing and medical students from rural, urban, 
Indigenous and non-Indigenous backgrounds. There are currently just over 3000 
allied health student members of the NRHSN.  

Student executive officers, council members, portfolio holders, and the thousands of 
club members nationally are all unpaid volunteers, passionate about working 
professionally as students to support and enable a sustainable future for rural health 
in Australia with a thriving rural health workforce.  The network is supported by 
financial assistance from the Australian Government with Rural Health Workforce 
Australia providing other support including administration. 

The NRHSN Allied Health portfolio aims to build stronger links between the NRHSN 
and professional organisations representing allied health professionals.  This allows 
for education and feedback between both students and organisations to further 
strengthen our allied health workforce.   

Conclusion: The NRHSN represents all health students in Australia with an interest in 
servicing our rural and remote areas.  These students are the future workforce of 
Australia and are passionate about improving the health of all Australians particularly 
those in our rural and remote areas.  These students are vital to our aging population 
to ensure health care in Australia remains among the best in the world. 
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Tele-rehabilitation: Application in the field ñwartsò and all.  
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This paper will report on the implementation of two concurrent allied health tele-
health projects, one in Toowoomba the other in Cairns. A tele-rehabilitation system 
(the eHAB device) was used to provide remote clinical assessment, treatment and 
support in clients own home as part of the Toowoomba Transition Care Program 
(TTCP), while in Cairns it was used to provide expert clinical advice and support to 
Allied Health Professionals working in 6 rural hospitals. This presentation will report 
on the results and aim to inform future directions.  

Evaluation 12 months post implementation TTCP. 

 The client suitability level for eHab fell well short of the 50% goal.  Main 
reasons were:  

o Home environment unsuitable for use of the system. 
o Client complexity, especially cognitive status deficits in the elderly 

population. 

 There was high-level professional satisfaction from AHPs when eHAB was 
used, mainly due to reduced travel time. This did not result in the goal of 50% 
reduction in travel time overall as there were few rural clients admitted to 
TTCP.  

 Essential to have a ñchampionò and super-user in the team and management 
support. 

 Most of the clients who used eHAB reported a high level satisfaction in the 
system as a component of their care. The AHPs took considerable care to 
ensure elderly clients had adequate support in using the system, which 
appeared to negate a time benefit.  

 eHAB was shown to be most efficient and effective when implemented with 
suitable clients living > 30 min travel time from Toowoomba. 

 Workload barriers: The clinical workload of the TTCP team is high and 
familiarisation with the operation of eHAB was in addition to this workload. 
Staff turnover required an increase in weekly training sessions. 

 
Effectiveness of eHAB system in supporting Rural AHPôs   

 Dedicated training resources and technical assistance to implement the 
system were essential. 

 The rural AHPôs perceived greater value from specialist clinical consults and 
support than the specialist providing the consultation.  

  
Conclusion 
Telehealth modalities such as eHAB will be an essential tool for AHP service delivery 
in the future. The presentation will outline elements for successful implementation 
and criteria for utilisation. However, further research is required to implement this 
technology effectively and efficiently in a complex health care environment.  
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Aim: This study was a qualitative investigation aimed at exploring clinical educator's 
perceptions of the clinical education experience and barriers to providing more 
clinical education; and whether these perceptions differ across the continuum of care. 
 
Introduction: Clinical education is a key component of any physiotherapy 
undergraduate program. As physiotherapy undergraduate numbers rise and 
workforce demand increases, pressure mounts on physiotherapy service providers to 
increase the availability of student placements.  In order to deliver a work force that is 
sufficient in number and quality to cope with growing demands, it is important to 
understand factors that may promote capacity and best practise in clinical education. 
 
Method: An online questionnaire consisting of 4 open-ended questions was sent to 
the entire population of physiotherapy clinical educators at 7 Southern Health sites 
(n=50). A framework approach was used to develop themes and understand the 
relationships and contextual factors involved. 
 
Results: 28 responses (response rate 56%) were received comprising 142 
comments relating to the five questions posed. A framework involving key themes 
"motivators for delivering clinical education", "consequences of delivering clinical 
education", and "beneficiaries of clinical education" was constructed. Motivation for 
delivering clinical education was consistently reported as duty or responsibility, which 
could be self initiated or externally initiated by job description or setting. 
Consequences of delivering clinical education were comprised of positive effects on 
department profile, educator professional development, student professional 
development and development of the physiotherapy profession. Clinical education 
was largely recognized as having a negative impact on non-clinical tasks. The effect 
of clinical education on workload was seen as both positive and negative, depending 
on student ability, attitude and quantity, and on staffing levels. These consequences 
were distributed across a range of beneficiaries of clinical education inclusive of 
students, educators, patients, the department and the profession. 
 
Discussion/Conclusion: A large proportion of responses to all questions focussed 
on advantages and disadvantages for the clinical educator. Therefore, models to 
increase capacity that maximise potential for clinical educator gain may be more 
readily accepted. Across the continuum, educators highly valued students enhancing 
their own professional development. Community based educators commented more 
often than hospital based educators on students increasing department profile, and 
improving recruitment. Strategies aimed at enhancing these positive aspects may be 
more successful in increasing capacity for student placements. 
 



National Allied Health Conference 2009  Page 55 
 

                                                                                                                                                         

Clinical outcome measures: filling a gap in the clinical governance framework 
for allied health  
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Background 
The Victorian Governmentôs Clinical Governance Framework details the elements 
required to deliver quality clinical services.  Two of these elements central to this 
research are to: 
1. Measure performance, and 
2. Report, review and respond to performance  
 
The problem is allied health has limited ability to measure their performance beyond 
efficiency data.  Specifically, they have no routine clinical outcome measures to be 
able to link an intervention to a patientôs health outcomes (effectiveness data).   
 
Aim 
To identify a draft set of clinical outcome measures for the most common Allied 
Health (AH) disciplines servicing oncology populations across six acute-care sites of 
the Western and Central Melbourne Integrated Cancer Services (WCMICS).  
 
Method 

A twelve-point questionnaire was distributed among WCMICS AH staff to extract 
qualitative information about the objective of each AH disciplineôs input to cancer 
services; profession specific validated, cancer specific or cancer relevant outcome 
measures; and issues associated with use of outcome measures. AH Heads of 
Department (HOD) of four professions (n=24) were invited to participate in a 
facilitated workshop to identify, describe, and agree on three to five profession-
specific, validated, clinical outcome measures. One HOD from each profession 
facilitated the consultation process within their profession.   

 
Results 
Questionnaire and workshop data was used to draft a first-set of validated clinical 
outcome measures for Nutrition, Occupational Therapy, Physiotherapy and Social 
Work. The next steps are to: 
1. Examine outcome measures against definitions and criteria 
2. Broader consultation, and  
3. A testing phase of outcome measures in practice  
 

Conclusion 

This work brings allied health a step closer to performance reporting in health. 
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Interprofessional learning (IPL) is firmly embedded in patient safety and quality care. 
There is evidence of a need to ensure optimum collaboration between health care 
workers in order to improve patient safety and quality care. IPL is still in its 
developmental stages and health educators are seeking to build their repository of 
teaching and learning tools to deliver authentic, contextual and applicable IPL for 
both undergraduate and postgraduate learners. This paper aims to briefly describe 
the planning and delivery of a single case study in the context of a coronial inquest to 
demonstrate simulation as a tool to deliver authentic IPL. 
 
Coronial business requires a coordinated, systematic and integrated approach to the 
process of liaison, notification, accountability, monitoring and reporting, in 
collaboration with local health services. Coronerôs are the investigators and 
advocates of death and injury prevention. Any health professional could find 
themselves involved in a coronial inquest at any time, contributing to the fact finding, 
presenting their evidence at a Hearing or helping to implement changes following 
inquest recommendations. 
 
A coronial inquiry was simulated at a hospital and delivered to a large group of newly 
graduated health professionals from allied health, nursing and medicine. This 
simulation stimulated much discussion around legal responsibilities, professional 
roles and processes in place intended to prevent mistakes and errors. It was 
considered an ideal forum for contextual IPL for health workers.  
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Background: 
 
In 2007, La Trobe University and Northern Health jointly developed a Professor of 
Allied Health position, with a primary aim of building research capacity and activity 
across allied health, and a particular focus on research of relevance to the Health 
Service, and involving collaborative activity between the University and the Health 
Service.  This presentation will describe the development of the position, 
achievements to date, processes implemented to achieve these, and current and 
planned activities and outcomes associated with the role. 
 
Discussion: 
 
There were a range of existing and developed facilitators supporting the positive 
achievements of the new Professorial role, including a supportive framework at both 
the University and Health Service, established capacity building activities including 
the Health Service Research Committee reporting directly to the Board, research 
training programs within the Health Service, and small grant opportunities.  
Challenges have included meeting a diverse range of needs across multiple 
disciplines, matching expectations of both the University and the Health Service, and 
establishing processes to reduce the divide between researchers in the University 
setting and clinicians with an interest in research.   
 
Outcomes and future developments:  
 
The establishment of the Professor of Allied Health role has supported continued 
growth in research related activities within the Allied Health Division at NH across a 
number of key target areas.  These include number and scale of research grants 
submitted for funding, number of students being supervised towards higher research 
degrees, peer reviewed publications, and extent of collaborative research activities 
between La Trobe University and Northern Health.   In conclusion, this model may be 
suitable for enhancing health service research across allied health between other 
university and health service settings.   
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Aim: To develop a staff education program that met staff needs across a variety of 
settings. 
Background: The Aged Care and Rehabilitation Service (ACRS) of ACT Health 
employs over 70 Allied Health staff across 5 sites in a number of different teams.  In 
2006 the ACRS introduced an allied health inservice program to enable the allied 
health team to come together for education seminars. The program consisted of 
monthly seminars presented by each discipline on a rotating roster. Seminars 
frequently focussed on discipline specific developments, shared with the wider allied 
health team. 
 
The program was evaluated annually by attendance records, and biannual staff 
surveys. Attendance numbers were noted to drop steadily during 2008. In addition, 
the majority of attendees were found to be new or junior staff, with more experienced 
staff choosing not to attend. The program was reassessed with the aim of creating an 
inservice program that better met staff learning needs. Staff were surveyed for their 
opinions on the program, their learning development goals and their suggestions for 
improving the content, structure and relevance of the program. 
 
Results/Discussion: The survey respondents highlighted the need to enhance the  
multidisciplinary approach to education seminars to ensure the program catered for 
all allied health staff, across all ACRS locations. Members of the Interprofessional 
Learning (IPL) and Interprofessional Practice Research (IPP) Project team were then 
consulted for suggestions to restructure and reorient the program to reflect 
interprofesional collaboration in both the structure of the presenting teams and in the 
content of their presentations.   
 
Conclusion: The survey feedback has resulted in several changes to the inservice 
program. Presenting teams are now structured along multidisciplinary team lines 
rather than by single discipline, and their presentations are now being created to 
meet the learning goals generated from the survey. We aim to translate the 
information gained into clinical practice and policy. 
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System (eMMS) 
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Background:  
Pharmacists are the primary resource for medications and their management. Use of 
an eMMS requires pharmacists with clinical, managerial and information technology 
expertise to cross the divides between manufacturers, drug database repositories, 
information technology providers and clinicians to ensure medications are 
appropriately managed in the electronic environment. 
 
Issues and outcomes:  
Medications are integral in an eMMS. With the implementation of an eMMS in 2005 
at St Vincentôs Hospital, Sydney, pharmacists have been instrumental in identifying 
issues and addressing improvements to ensure medications are prescribed, 
reviewed and administered safely. 
Key safety and strategy initiatives achieved:   
Á Recognition and affecting change of 75 inadequate drug descriptions 
Á Development of over 235 local clinical decision support automated rules which 

message safe practice policies visible to doctors, nurses and pharmacists  
Á Creation of 44 dose range checks for targeted problem medications 
Á Integration of pharmacist chart annotation standards 
Á Implementation of pharmacist-own notebooks on carts  
Á Solutions found to satisfy the variety and flexibility required to prescribe and 

administer medications in a hospital environment 
Á Documentation of methodologies     

 
Future developments and sustainability: 
Continued sustainability will be dependent on ongoing investment in pharmacy 
workforce to maintain constant database updates in line with new drug committee 
decisions and evolving quality use of medicine initiatives.   
Dedicated pharmacy resources in a clinical information systems team will effectively 
navigate the e-Health maze to sustain integration of medications management into 
the electronic health record. 
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Aim: To develop an on-line resources package to support allied health professionals 
working in rural and remote practice for the first time funded by the Department of 
Health and Ageing, through the Rural and Remote Health Education and Training 
(RHSET) program. 
 
Remote and rural practice provides many opportunities for development: the chance 
to experience a different lifestyle, meet new people and move beyond comfort zones; 
and, the diversity and variety inherent to remote and rural practice fosters high levels 
of professional competence, independence, resourcefulness and flexibility.  While the 
experience is worth the effort, making the transition to remote and rural practice and 
life can be challenging.  Services for Rural and Remote Allied Health (SARRAH) 
undertook a project to support allied health professionals working in remote and rural 
practice for the first time. The project culminated in the development of an online 
resource for allied health professionals transitioning to rural and remote practice.  
The resource includes: a Transition Toolkit and several learning modules; detailed 
information; a selection of resources and support pathways around the Rural and 
Remote Context; Rural and Remote Practice; Skills and Competencies; and, 
Orientation, Development and Support; additional links and resources; and transition 
stories from allied health professionals working in remote and rural settings. Five 
Learning Modules were developed, focusing on key issues for remote and rural 
practice, including: Self Care; Confidentiality and Professional Boundaries; Cultural 
Safety; Translation Evidence Based Practice; and Primary Health Care. 
 
Conclusion: This project developed a resource to better support the transition of 
allied health professionals to remote and rural practice and fill the gaps between 
training and the realities of remote and rural practice. It is intended to supplement 
university training and local orientation processes, and to increase the retention of 
allied health professionals in remote and rural areas.  
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Itôs a P Party! Managing strategically in complex settings 
 
Authors: Gail Gordon, Sue Pager, Rosalie Boyce  
Executive Director Allied Health, Metro South, Brisbane 
 
Keywords: strategic management, professional, framework 
 
Command and control behaviours are no longer the best option for leaders in the 
complex and chaotic business of health care. Instead the work requires authentic 
leaders who engage in open communication and risk-taking behaviour[1].   
 
Aim: This paper describes the work of leaders in the Metro South (MS) district of 
Brisbane to strategically manage allied health in the absence of a clear pathway and 
in the face of significant and ongoing change.  
 
Method: A model uses three Pôs to describe the key elements of a professional 
infrastructure triangle that provides a tangible framework to engage staff in 
professional issues.  
 
People: Who we are- These are the technical skills, clinical skills, leadership 
qualities, communication, workforce, cultures, behaviours and attitudes. 
 
Places: Where we are- These are the physical structures, local environments, 
networks, political structures, continuum of care and communities of learning. 
 
Products: What we do- This includes the models of care, activities, budgets, 
equipment, tools, systems and information. 
 
Drivers are employed to manage initiatives within these three elements and 
strengthen the links between them. These drivers are in the form of corporate 
direction, strategic vision, frameworks, governance, commitment, funding and reward 
and recognition and are referred to in the model as Promoters, Protagonists and 
Policies. 
 
Conclusion: The professional infrastructure triangle has assisted MS to simplify the 
complexity of this health setting and provided a way of thinking about and a common 
language to talk about professional issues. It has assisted in deciding where to invest 
efforts and how to coordinate activity. In addition some simple tools have been 
developed to monitor progress and define targeted strategies to support further 
development. Some key initiatives that are part of this process will be showcased in 
other presentations from some of our MS leaders at the conference. 
 

1. Malloch K, Porter-OôGrady T. The quantum leader. Boston: Jones and Bartlett; 
2005. 
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Southern Health Rehabilitation and Aged Liaison Service (RALS) Model of care: 
Enhancing the link between acute and continuing care services.  
 
Authors: Donna Markham (BOccTher)  
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As part of the implementation of a new General Medicine Model of Care, a new 
interface between the Monash Medical Centre General Medicine Unit and Continuing 
Care services was introduced on 21 April 2008. The innovative Rehabilitation and 
Aged Liaison Service (RALS) Model of Care aimed to improve patient access to 
Continuing Care services, including Sub-Acute Rehabilitation, Rehabilitation in the 
Home, Transitional Care and Aged Care assessments. RALS provides a 
comprehensive geriatric and rehabilitation assessment and streamlines patient flow 
through the continuum of care. The RALS service operates business days and 
consists of 1.0 EFT Liaison Officer (previously a nursing role, now extended to Grade 
3 Allied Health) and 0.5 EFT Geriatrician who together cover a base of approximately 
75 acute General Medicine patients. The RALS service ensures the following; 
Continuing Care representation in acute sector, paper free referral, proactive ópullô 
approach, early identification of patients, collaborative discharge planning, and timely 
transition to Continuing Care services.  
 
The RALS service is an integral and highly valued component of the multidisciplinary 
team attending all daily ward meetings and actively participating in the care of acute 
General Medical patients.  Due to recent change processes and implementation of 
the General Medicine Model of Care and the RALS model, length of stay has 
reduced by approximately 20% (matched period May - December 2007 / 2008).    
The RALS service continues to grow and develop and now includes the completion 
of Aged Care Assessments (ACAS). The potential to continue to extend the scope of 
the role, and develop into other areas, such as the Emergency Department, Acute 
Ambulatory Services and Community services is currently being addressed. The 
RALS service also demonstrates the capacity to extend the scope of Allied Health 
disciplines in what might have been traditionally viewed as a nursing role.  
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Background 
Health professionals are encouraged to collect clinical and performance indicators 
with the intention that they can be used ñto assess, compare and determine the 
potential to improve care.ò (The Australian Council of Healthcare Standards (2007). 
From 2001, PICI (Performance Indicator and Clinical Indicator project group) NSW 
developed, trialled and evaluated a set of indicators relating to speech pathology 
practice from which individuals, services and upper management could measure their 
performance. A number of benchmarks have been set by PICI and speech pathology 
services across Australia have continued to collect and report to these indicators. 
The PICI project group sought to further investigate the impact of these indicators 
within the profession.  
Aim 
This study investigated whether clinical and performance indicators changed 
practice. Specifically, the following two questions were asked 1) Does exposure to 
clinical and performance indicator collection change clinical and/or managerial 
practice in speech pathology? 2) Does collection of clinical and performance 
indicators influence clinical and/or managerial practice in speech pathology?  
Method 
Two methods of evaluation were utilised: electronic survey and focus group to 
capture changes in clinical or managerial practice. These focus groups and surveys 
were conducted on a range of health senior/ managerial speech pathologists in June 
2009. Perceptions of clinical and managerial practice change were gathered and 
analysed for key themes.  
Results/ Discussion 
Preliminary data has indicated broad clinical and managerial changes have occurred 
in services that have collected indicators. These have included modification to 
information provided to patients and carers (school age language indicator), increase 
in staffing levels (response time indicator, dysphagia indicator).  
 
Conclusion 
PICIôs study suggests that clinical and performance indicators can positively affect 
both clinical and managerial speech pathology services. Further data will be 
presented and links to broader allied health practice will be explored.  
 

ACHS (2007) [Home page of ACHS] [on line] 19th September 2007 ï last updated. 
Available http://www.achs.org.au/ ClinicalIndicators/ [24/9/07] 

http://www.achs.org.au/
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Allied health assistants (AHAôs) work across all disciplines and the continuum of care 
in Southern Health.  The framework provided for the new Three Grading Award 
structure for AHAôs was ambiguous, with limited differentiation between the 3 
different grades. Within Southern Health there was also little consistency in position 
descriptions relating to current AHA roles.  Assisted by funding received through the 
Department of Human Services, Southern Health supported representatives from 5 
allied health disciplines (occupational therapy, dietetics, speech pathology, podiatry 
and physiotherapy) to complete workplace competency training to assist with role 
clarification of AHAôs in line with industry standards and the Victorian Education 
Training (VET) system. These representatives performed job analyses of AHAôs 
routine tasks based on benchmarking and current performance criteria from key 
competencies within industry standards. A skills matrix was developed, using 7 
domains of competency identified as the key areas of practice for AHAôs and 
applicable to all allied health disciplines across the continuum of care. This matrix 
clearly identifies the specific roles, expectations and limitations of each grade. Based 
on the matrix, generic position description proformas were developed that clearly 
delineated the roles and responsibilities of each grade of AHA. These will be used by 
allied health managers to develop job-specific and consistent position descriptions. 
Professional knowledge and collaboration between the allied health disciplines 
ensured an interdisciplinary focus was maintained throughout the documents. The 
Southern Health AHA skills matrix provides clear delineation between the roles of the 
3 grades of AHAôs and the documents ensure that AHA positions are based on job 
requirements. The proposed benefits of this project are that it will support allied 
health managers in effective recruitment and retention, provide clear role structure 
and support career progression of AHAôs. 
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The WA Country Health Service (WACHS) supports the use of Allied Health 
Assistants (AHA) as a mode of service delivery to assist in the achievement of 
allied health service provision goals and priorities. Many of the AHA workforce 
have multidisciplinary roles, are based at a different location to their supervising 
AHP, and work across a number of settings. Rural and remote AHA programs 
have been attributed with providing ongoing client management between AHP 
visits (in the case of outreach services), supporting the continuity of services, and 
building skills and capacity within the community.  

  
As a significant WACHS workforce there has been considerable investment of 
resources and development programs over time.    In 2008 an AHA Framework was 
developed that describes the elements considered to be essential for efficient, 
effective and safe service delivery by AHA. This model guided the development of 
policy and guidelines for the WACHS workforce and provided a focus on areas 
needing additional resource development and professional development.  The model 
can be applied at a whole of organisation level or at a local level to analyse how well 
the system supports the effective and safe use of AHA models for service delivery.  
 
This model and its elements will be discussed in depth with a particular focus on the 
critical role of the delegation decision making process in developing AHA service 
provision. 
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Increasing involvement of AHPs in health care, what will it take? 
 
Author: Owen Curtis  Contact Details: Email: owen@ortran.com.au 
Mobile: 0447654663 Mail: P.O. Box 109 Keiraville, NSW, 2500 

 
Keywords: Falls prevention, Referral processes, Complex/chronic  
 
Aim: Funded by Department of Health and Aging to the value of $320,000, The 
Better Balance Project (BBP) evaluated the effectiveness of collaborative referral 
relationships between General Practitioners (GPs) and Allied Health Professionals, in 
this case Accredited Exercise Physiologists (AEPs) to reduce the risk of fall injuries in 
the primary care setting under the limitations imposed by the Enhanced Primary Care 
(EPC) Model.   
 
Discussion  
A wide range of strategies and processes were implemented with local stakeholders 
to ensure they were aware of the BBP and of its potential impact. Furthermore, a 
considerable number of documents, templates and tools were provided for Medical 
and support staff at GP Surgeries. Of 308 local GPs, 78 referred at least one eligible 
patient to the BBP. 329 screened participants took part over 24 weeks, representing 
less than 1% of the people in the Region likely to be eligible for inclusion. 
 
GPs who referred frequently to the BBP were interviewed and provided valuable 
information about their work practices, computer skills and competencies, staffing 
levels and utilisation, awareness of and use of tools from Medical Director, 
awareness of Federal Government initiatives supporting staff employment and 
appointment and upskilling of Allied Health Practitioners and Practice Nurses. These 
GPs had identified and overcome potential barriers to referral to Allied Health 
Practitioners. 
 
 Conclusion 

1. Despite direct involvement and support of the two Divisions of General 
Practice, GP referral to the BBP was disappointingly low.   

2. EPC funding must reduce barriers to referral and improve access to effective 
Allied Health services. 

3. The number of individual services under EPC needs reviewing, and should 
move towards an evidence based type and frequency. 

4. Divisions of General Practice provide the ideal infrastructure to facilitate 
greater collaboration, awareness, education and mutual respect between GPs 
and AHPs. Their role in this process should be expanded. GPs who are 
óleadersô within important initiatives should be identified and used strategically 
by Divisions to promote more appropriate team initiatives. 

5. Area Health Service policy must ensure that at risk patients can be referred to 
appropriate Allied Health services in the community. 
  

Acknowledgements: Participants in this project, 65 years or older living with 
chronic disease and at increased risk of falls, Federal Department of Health and 
Aging,  SESIAHS,  Illawarra and Shoalhaven Divisions of General Practice, local 
AEPs. 
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Abstract 
Physiotherapy in the Emergency Department (ED) is a new and emerging area 
requiring specialist therapists to provide assessment and appropriate interventions. 
Prior to implementation of the ñ4 days on, 4 days offò rostering system at Dandenong 
Hospital, physiotherapy provided a weekday service to the ED covering the hours 
between 8.30am and 5.00pm.  We were unable to recruit for suitable ED weekend 
physiotherapy staff.  As a result, on weekends there was no dedicated ED 
physiotherapy cover with the general ward physiotherapist paged as required.   
 
Aim 
The aim of this rostering system was to provide dedicated and consistent 
Physiotherapy coverage to the Emergency Department over seven days.  
 
Discussion 
With a small increase in funding, we were able to employ two senior physiotherapists 
who each alternate working four, nine and a half hour days in a row and then have 
four days off. Hours of service increased to cover from 8.00am until 6.00pm every 
day of the week. As therapists now only work essentially four days out of eight, staff 
satisfaction is excellent. Feedback from medical and nursing staff has been 
extremely positive. Both patient contact numbers and contact hours have increased 
by approximately 50% since the introduction of this roster. Several challenges have 
also been identified, such as the need to train additional staff for leave coverage, the 
need for regular crossover between the two staff members for supervision and 
professional development and also the continuing rise in the number of Emergency 
Department presentations.  
 
Conclusion 
As demonstrated by the model at Dandenong Hospital, a potential solution for 
providing dedicated physiotherapy cover to the Emergency Department over a seven 
day period is by employing staff on a ñfour days on, four days offò rostering system. 
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Background 
It is universally acknowledged that responsibility for provision of student clinical 
education should be a shared one, with academic facilities (i.e. Universities) and 
health facilities acting in a partnership.  In 2008, Queensland Health made a 
substantial commitment to workforce resources with which to progressively build 
capacity for clinical education placements.  One advance arising from this 
commitment was the development of a collaborative Clinical Education Placement 
Working Party ñto ensure that Queensland universitiesô reasonable requirements for 
student education placements with Queensland Health are met in a fair and efficient 
way by the QH Departments of Physiotherapy.ò   
 
Aim 
The main aim of the Working Party has been to develop a methodology which: 

 Improves predictability of student placements for the universities 

 Builds sustainable capacity for student placements within QH facilities 

 Facilitates communication and management of clinical education 
placements between QH and the universities. 

 
Methods 
An innovative approach to meeting these objectives has been the development of a 
Central Allocation Process for identification, collection and allocation of clinical 
education placements statewide for physiotherapy.  The mechanisms by which this 
model has been achieved will be detailed, including a discussion of the cultural shift 
required by all stakeholders.   
 
Results/Discussion 
There has been a successful shift from a competitive model, where each university 
negotiates directly with individual QH facilities in order to secure clinical placements, 
to a centralised collaborative model of shared placement identification and allocation.  
Growth in clinical placements offered by Queensland Health will be demonstrated. 
 
Conclusion 
This paper will present a conceptual framework on which the Statewide Central 
Allocation Process has been developed and the implications for physiotherapy 
clinical education in Queensland for 2009 and beyond. The benefits and 
disadvantages of this central allocation process will be discussed and application of 
this model to other health professions involved in clinical education will be presented.  
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Aim: 
The aging population is booming, birth rates diminishing.  Indigenous rates are the 
inverse - the perfect time, during a skills shortage and increase in demand for 
workers, to recruit from a population of people that is growing - and in demand for the 
knowledge that they bring to the workplace. The indigenous proportion of the 
Queensland population has grown to 3.3% and is rapidly increasing. Research into 
current practices has shown that Cadetships are a successful strategy to address the 
recruitment, retention and skills development of Indigenous workers.  The 
Queensland Health Allied Health Cadetship Program (QHAHCP) is developing this 
strategy.   
 
Obstacles exist at all stages of the employment cycle for Indigenous people. Many 
staff feel locked into Indigenous roles and require better access to professional 
development to work at higher levels and in different contexts.  Less than 1% of QH 
AH staff identify as Indigenous Australian.  Culturally appropriate recruitment of 
workers is required to meet performance targets that match the employment of 
Indigenous workers to their representation in the population.   
 
The QHAHCP has undertaken a review of the management of indigenous 
cadetships.  Changes to the program include a centrally coordinated program, 
support structures and frameworks, development of resources, an on line toolkit and 
Guidelines and setting of performance targets for employment of indigenous staff.  
 
Conclusion: 
The QHAHCP is recruiting and growing the Indigenous Workforce into the future 
across a range of disciplines.  Cadets benefit through job security, financial 
assistance, orientation and experience, support and mentoring in a culturally 
supportive and aware environment.  The employer benefits by directly addressing 
failing performance targets and the underlying causes of poor indigenous health, 
supporting  the local Indigenous community, gaining further knowledge and 
understanding of Indigenous culture and issues and having an oriented, trained and 
committed graduate ready for the workplace. 
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The Queensland Child Protection System has undergone significant reform  
during the last four years with a whole of government approach to the  
improvement of child safety services.    Each Queensland Health district has  
been funded to provide a Child Protection Advisor and Child Protection  
Liaison Service.   Paediatricians have been the obvious advisors, with limited  
opportunity for leadership by allied health staff.  This presentation will  
describe a child protection advisory and liaison service based at The Prince  
Charles Hospital in Brisbane but developed and led by the Social Work  
Department.   
 
In the largely adult services of this health district, with the majority of  
mandatory reports of suspected child abuse and neglect originating from  
mental health services, it has been vital to promote a child protection service  
which considers the safety and well-being of the óinvisible child.ô  
 
A community capacity building model has been utilised, which encourages  
each hospital unit or community service to increase its own resources and  
expertise to improve early intervention for families at risk and fulfil statutory  
roles in child protection.   Achievements, forged through óownershipô of child  
safety by each service, have included: improved partnerships between Mental  
Health/Alcohol and Drug Services and the Department of Child Safety in care  
planning and education; the creation of a child safety positions within mental  
health services; expansion of early intervention family services in the  
Indigenous Health Service; and sustainable training, education and resourcing  
through óchampionsô within services.  The partnership with neighbouring major  
health districts, The Royal Brisbane and Womenôs Hospital, and the Royal  
Childrenôs Hospital, to develop and resource child protection services in an  
adult patient setting, will also be described. 
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The Queensland Council of Allied Health Professions (QCAHP) is a  
constituted body with a great mix of representatives from public health and  
education, private and non-government sectors and academic training  
institutions, across metropolitan, regional and rural areas.  QCAHP has a  
proven track record of supporting national peak bodies, such as the National  
Allied Health Casemix Committee (now Classification Committee).   At the  
State level QCAHP was the driving force to unite allied health professions in  
the 1990s and in obtaining a Queensland Health Principal Allied Health  
Advisor.   Recently, QCAHP has provided the allied health representation on the 
Health Ministerôs Rural Health Advisory Council. 
 
This and other state-based alliances such as those in Western Australia and  
New South Wales have provided local and national leadership, advocacy,  
cross jurisdictional collaboration, professional development and research  
opportunities across both metropolitan and rural areas over nearly two  
decades.  However, in recent years the national allied health voice has  
become stronger both through the advocacy of individual professional  
associations and through organisations such as Allied Health Professions  
Australian (AHPA) and Services for Australian Rural and Remote Allied  
Health (SARRAH).  Just as individual professional associations struggle to  
maintain both national and local governance, financial viability and productive  
services, so too the collective alliances of allied health face similar questions.    
Is there a place for state-based allied health alliances or should all advocacy  
and workforce planning take place at the national level?  Do national bodies  
meet all state needs? 
 
The achievements, challenges and potential of a state-based allied health  
alliance will be described, as a stimulant for debate on state alliancesô future  
roles in promoting cross-jurisdictional collaboration and workforce planning at  
the local level, and contributing to national advocacy.     
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Friedreich Ataxia (FRDA), the commonest genetic cause of ataxia, affects 
approximately 1 in 30,000 people. The average age of onset of symptoms is between 
10.5 and 15.5 years. In the vast majority of cases ataxia is the presenting symptom 
associated with sensory changes, weakness and spasticity. Other symptoms may 
include cardiomyopathy, hearing loss, visual disturbance and diabetes. FRDA is a life 
shortening condition with the age average of death 37.5 years. To date there is no 
proven therapies available to halt the progression of this condition. People with 
FRDA have typically found it difficult to access experienced specialist multi-
disciplinary professionals able to offer long-term management. The Friedreich ataxia 
clinic at Monash Medical Centre, Melbourne was established in 2000 with the aim of 
providing long-term, proactive intervention by reducing symptoms, preventing 
complications and maintain quality of life in people with FRDA. The clinic is unique in 
terms of being located in an acute facility whilst providing community based 
intervention with strong links to sub-acute services.  
To date over 130 national and international people with FRDA have been seen in the 
clinic. Allied health interventions include regular review by occupational therapy, 
physiotherapy, speech pathology and social work to identify, intervene and monitor 
issues related to spasticity, mobility, community/personal activities of daily living, 
dysarthria/dysphagia and psychosocial issues.  Fundamental to evaluating the 
efficacy of intervention in FRDA is the longitudinal use of clinical rating scales.  This 
paper will describe the model of clinical intervention of the FRDA clinic, outcome 
measure utilized and suggest this model as useful for similar progressive 
neurological conditions. 
 
 
1 Occupational Therapy Department, Monash Medical Centre. 
2 Bruce Lefroy Centre for Genetic Health Research, Murdoch Childrens Research 
Institute 
3  Physiotherapy Department, Monash Medical Centre.  
4 Monash Neurology, Monash Medical Centre.  
5 Department of Clinical Genetics, Monash Medical Centre, Clayton Rd, Clayton. 
6 Department of Paediatrics, University of Melbourne, Royal Childrenôs Hospital, 
Flemington Road, Parkville 
7Department of Cardiology, Monash Medical Centre, Clayton Rd., Clayton. 
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Aim: Professional competence is not negotiable and patients deserve the right 
people with the right skills to care for them. The development of knowledge and skills 
can be assessed in a summative fashion; however performance in actual practice is 
rarely assessed. Many allied health professionals become sole practitioners relatively 
soon after graduation, and professional competence is often not assessed. 
 
Initially developed in the UK by the NHS, and subsequently Australianised by the 
Safe Medication Practice Unit (SMPU) in Queensland, the General Level Framework 
(GLF) is a competency based framework for general level pharmacy practitioners to 
provide minimum standard of pharmaceutical review. When combined with 
constructive feedback, it allows for superior, focused development of a practitionerôs 
performance.  GLF Assessment is performed by clinical pharmacists who have been 
trained in the process of evaluation and feedback; it involves observational 
assessment in the clinical setting and provides pharmacists with a ñsnapshotò of the 
performance of different activities and behaviours observed against the agreed 
standards and competencies.  The aim of this project was to train three pharmacists 
within the ACT as GLF assessors and to subsequently use the GLF within ACT 
Public Hospital Pharmacies. 
 
Method: Three trainers from SMPU visited Canberra to conduct an intense, three 
day course which involved an engagement session with Department Directors, an 
introductory session to all staff, and a clinical assessment and feedback session. 
Each trainee then underwent an individual GLF, and then observed a trainer perform 
a GLF. The trainees then performed two GLFs under trainer supervision.  After each 
session, the trainees received valuable feedback enabling continual improvement in 
all processes. 
 
Results:   All three pharmacists from the ACT were successfully trained as GLF 
assessors.  During the training process 12 pharmacists were assessed using the 
GLF and preliminary feedback suggests it was a very positive experience.  Several 
post training debriefing sessions have identified areas for improvement and training 
both within the department and for individual pharmacists. 
 
Conclusion: 
The introduction of the GLF to ACT was initially successful and ongoing promotion 
and utilisation is planned.  The aim is to incorporate the GLF into routine 
performance management of clinicians, and also into career structure and 
progression of clinical pharmacists in the ACT. This model of competence based 
practitioner development could potentially be adopted in all areas of allied health, and 
used to identify the level of service provided within an organisation, areas for 
individual improvement, training needs and the development of allied health services.   
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The Older Persons Mental Health Inpatient Unit at Calvary Hospital is a purpose 
built, 20 bed acute inpatient facility for older people presenting with a functional 
mental health illness, dementia with behavioural and psychological symptoms or 
both. 
A significant proportion of these clients may require residential care due to functional 
decline, social issues, carer burnout and general concerns about their ability to 
remain safely in the community.  In many cases, the clients present with challenging 
behaviours which may impact on their own and caregiversô experience and at times, 
placements have failed as a result of these behaviours. 
 
In recognising the unique needs of these individuals, the allied health team have 
undertaken to offer and provide information sessions to aged care facilities regarding 
clients.  These sessions have included information about their personal history, 
medical and psychiatric conditions, challenging behaviours, triggers and relevant 
management strategies.  It is hoped that these sessions will ease the transition 
between hospital and residential care, promote person-centred care and support 
facilities in managing clients who may be challenging.  The aim is also to create 
strong links between the inpatient unit and aged care facilities.  Case studies will be 
used to demonstrate how this approach has been used with five clients of the service 
who have been transitioning from hospital to residential care. 
 
This approach is considered a working project in its initial stages however the aim is 
to offer sessions to all aged care facilities when a client is transitioning from hospital 
to that facility.  There are also plans to approach facilities to obtain feedback 
regarding the benefits of these sessions and any recommendations for future 
changes. 

 
 
 
 
 
 
 
 
 
 
 
 

mailto:stefanie.pearce@calvary-act.com.au


National Allied Health Conference 2009  Page 75 
 

                                                                                                                                                         

Making mental health happen in nutrition and dietetics training 
 
Authors: Kerryn Dowding1, Susan Ash1, Annette Byron2, Nerida Bellis2 
1Queensland University of Technology, School of Public Health, Victoria Park Road, 
Kelvin Grove, QLD 4059 Australia s.ash@qut.edu.au. 2Dietitians Association of 
Australia (DAA). 
 
Keywords: competency standards, mental health, entry-level training 
 
Background: Dietitians are involved with mental health issues through clinical, 
community and food service roles. The Mental Health Tertiary Curricula for Dietitians 
Project (2007-2009) aimed to identify the core mental health knowledge and skills 
required for entry-level dietitians to inform the review of entry-level competencies and 
practice. 
 
Methods: An ethnographic approach was taken to select and interview recent 
graduates (n=19) and to identify core activities of entry-level practice[1]. A critical 
incident interview involving a mental health issue was also conducted[2]. Interviews 
were taped and transcribed. Thematic analysis was used to exhaust key themes of 
general entry-level practice and more specifically mental health practice. 
 
Results and discussion: Analysis of core activities and critical incident interviews 
revealed the need to improve entry-level dietitiansô communication, counselling and 
advocacy skills with respect to mental health. Subsequently the competencies were 
revised to address these gaps. Graduates also identified the need to incorporate 
education in mental health across all areas of practice by using a more holistic 
approach during training and after graduation. The resource package developed from 
the project has taken a case study approach. It includes teaching strategies for 
classroom and professional practice and resources for mentoring post entry.  
 
Conclusion: This project highlights the importance of mental health issues across 
the spectrum of allied health practice and offers insights into robust methods and 
tools to improve entry-level training, competency standards and continuing 
professional development in mental health.  
 
1. Phillips, S., Ash, S. & Tapsell, L. Relevance of the competency standards to entry-
level dietetic practice. Aust. Journal. of Nutr. and Diet. 2000; 57:198-207. 
2. Ash, S., Gonzi, A. & Hager, P. Combining research methodologies to develop 
competency-based standards for dietitians: a case study for the professions. 
Canberra: AGPS; 2003. Australian Government DEET, NOOSR Research Paper No. 
6. 
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The Remote Area Health Corps: An Update 
 
Author: Lisa Studdert,  
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Keywords: remote, Indigenous, workforce, short-term, NT,  
 
Aim:To support the strengthening of primary health care services in remote 
Indigenous communities through the mobilisation of health professionals for short-
term placements. 
 
The Remote Area Health Corps (RAHC) was established in late 2008 with funding 
from the Federal Governmentôs Expanding Health Service Delivery Initiative. RAHC 
is designed to mobilize urban-based health professionals ï allied health, doctors, 
nurses and dental - to work in primary health services for Indigenous people in 
remote areas of the Northern Territory (NT). Assignments are paid and for short 
periods of three weeks to three months enabling health professionals to maintain 
their professional and personal obligations at home while participating in efforts to 
improve Indigenous health. 
 
Up to August 31, 2009, RAHC has placed more than 150 healthcare professionals in 
over 40 health services and communities throughout the NT.  Health professionals 
receive cultural and clinical training and orientation including participation in an 
obligatory 2-day program delivered in Alice Springs or Darwin before their first 
placement commences. RAHC provides ongoing support during a placement and 
primarily seeks to ensure the placement is successful for both the health professional 
and óclientô ï the Aboriginal Medical Service (AMS) or clinic of the NT Department of 
Health and Families.  
 
To date, RAHC has had placements for physiotherapists, podiatrists and 
occupational therapists and future placements are expected to include opportunities 
for audiologists, dietitians, social workers and psychologists, amongst others. RAHC 
is seeking to be actively engaged with, and responsive to, the allied health 
community and to work collaboratively to support growth in the provision of high-
quality allied health services to remote Indigenous communities. 
 
Conclusion:  The Remote Area Health Corps is a new and innovative 
approach to supporting workforce needs in remote health services and provides the 
opportunity for health professionals to make a contribution to closing the gap. 
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Allied Health Graduate Program ï Supporting new graduates to learn from each 
other. 
 
Authors: Smith, R., Pilling, S., Champ, P.  
 
Robyn Smith; Robyn.Smith@nh.org.au  Ph: (03) 9495 3333. 
 
Key words: interdisciplinary, new graduate, transition, supervision, professional 
development. 
 
Background 
There is evidence to indicate that the time of transition from student to professional is 
challenging and potentially stressful.  Programs that actively support this transition 
process are uncommon in allied health.  In 2004, our health service developed and 
implemented a support program specifically for allied health graduates.  The 
interdisciplinary program aims to: 

 Smooth the transition from graduate to professional 

 Capitalise on peer support and build collaborative teamwork 

 Foster interprofessional practice 

 Provide orientation and induction of graduates into the allied health workforce and 
organisation ï complementing the discipline specific experience. 

 
Outcomes 
The program has evolved over time, to now comprise 8 x 2 hour sessions held 3 ï 4 
weeks apart during the first half of the year, with a follow-up session in late 
November.  The program employs reflective practice and group based learning.  
Graduate numbers have ranged from10-28 depending on the intake of graduates in a 
particular year.  More than 90 graduates will complete the program by the end of 
2009.   
 
This paper will describe the evolution of the program; outline the refined model and 
present summary data on graduate demographics ï including retention rates ï and 
program outcomes.  Issues regarding program sustainability, flexibility and perceived 
value will also be detailed.  
Conclusion: The allied health interdisciplinary graduate program has proved to be a 
useful adjunct to routine discipline specific induction and clinical supervision.  It 
serves to support the transition from student to professional for new graduate staff. 
 
 
 
 
 
 
 
 
 
 
 
 
 

mailto:Robyn.Smith@nh.org.au


National Allied Health Conference 2009  Page 78 
 

                                                                                                                                                         

Workforce Planning: crystal ball or robust tool? 
 
Authors: Susan Brandis, Melissa Slipper, Nadine Baker & Camille Aked 
  
Chief Allied Health Officer Gold Coast Health Service District 
Postal Address: Gold Coast Health Service District  
108 Nerang Street Southport, 4215 Phone 07 55198767 
 
Keywords: workforce planning, projection tool, benchmarks 
 
Aim  
 
Projected workforce shortages, rapid population growth and the commissioning of the 
first University Hospital in Australia has required a new approach for predicting allied 
health staffing levels. This paper will present the achievements to date of the Gold 
Coast Allied Health Workforce Planning Project funded by Queensland Health. This 
project will develop an Allied Health Planning Tool (Q APHT) and related glossary of 
terms to form key components of an Allied Health Workforce Planning Framework for 
Gold Coast Health Service District (GCHSD). The tool will be standardised for state-
wide application.  
 
Background 
 
The Gold Cost Health Service District services an area which is one of the fastest 
growing in Queensland. With a projected population growth of 4.6% per annum, 
Queensland Health has responded with rapid capital development and service 
expansion. Future Allied Health workforce issues provide the opportunity to develop 
a robust and consistent approach to planning staffing needs to meet increasing 
demands. To date this had been ad hoc and inconsistent across professions and 
geographical areas.  
 
Conclusion 
 
Workforce planning is a mix of visioning and planning and the following have been 
achieved:  
 
ÅA standardised process for mapping and projecting key disciplines within the Allied 
Health workforce  
ÅImprovement in the process of mapping, analysing and forecasting the Allied Health 
workforce  
ÅAlignment of allied health service profiling, workforce planning, and demand 
management  
ÅClarification of benchmark application in workforce planning frameworks for 
Queensland Health. 
 
 
 
 
 



National Allied Health Conference 2009  Page 79 
 

                                                                                                                                                         

Working and learning together ï an adventure in interprofessional clinical 
education (IPCE)  
 
Authors: Smith, R., Dodd, K., Smith, J., Davidson, M., Schofield, C.  
Robyn Smith: Robyn.Smith@nh.org.au  Ph: (03) 9495 3333. 
 
Key words: interprofessional clinical education, collaboration, partnership, education 
models.  
 
Background 
Interprofessional practice is becoming more prominent in policy and practice in 
Australia.  Training of health professionals is beginning to adopt interprofessional 
approaches, however, there are still limited examples of interprofessional clinical 
education. 
 
In 2006-07 the Department of Human Services, Victoria funded a collaborative 
project between a health service and a university to establish an allied health model 
of interprofessional clinical education.  This project aimed to develop a workshop 
style program that could be implemented with allied health students during their 
clinical placement in the health service.   
Outcomes 
Sixty-four allied health students participated in this program and the subsequent 
sessions run within the health service.  A further project has been funded through 
2009-10 to expand the model in a number of ways: 1) to include medical, nursing and 
a wider range of allied health students; 2) to increase the numbers of students 
participating in each program; 3) to increase the numbers of organisations 
participating.   
 
Evaluation includes student surveys (open ended questions and the Interprofessional 
Education Perception Scale1), feedback from clinical educators and group facilitators. 
 
This paper will provide an overview of the program, and discuss the evaluation 
findings.  The barriers and enablers to implementing such a program will be 
presented.  This paper will be of interest to others considering running similar 
activities in their own setting.   
Conclusion: Interprofessional clinical education is a valuable and important 
component of clinical placement experiences in health and community care.  A 
number of critical success factors enable program implementation and effectiveness.   
 
1. Leucht, RM., Madsen, M.K, Taugher, MP and Petterson, BJ, Assessing 
Professional Perceptions: Design and Validation of an Interdisciplinary Education 
perception Scale.  Journal of Allied Health, 1990; 181 ï 191.  
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A randomised clinical trial to investigate the effects of oral intake of water and 
quality of life in patients with dysphagia 
 
Authors: Martha JP Karagiannis1,2, Leonie K Chivers3, Tom C Karagiannis4,5 
 
Modification of diet and/or fluid consistency (i.e. prescription of thickened fluids) is an 
important intervention for the prevention of medical complications in dysphagic 
patients.  However, the modified fluids often raise clinical management issues such 
as limited oral intake and quality of life. Given these considerations, numerous 
hospitals, medical centres and aged care homes have adopted policies allowing free 
access to water.  However, with the exception of a single published study with a 
small cohort of dysphagic patients (10) and anecdotal support there is minimal 
documented evidence to reflect current practise.   
 
Aim 

We designed a relatively large-scale, randomised-control prospective study, to 
investigate the following:  

 the effects of water aspiration in dysphagic patients prescribed thickened fluids;  

 the hydration levels in dysphagic patients on thickened fluids only compared to 
dysphagic patients on thickened fluids and water;  

 the quality of life and satisfaction levels of dysphagic patients on thickened fluids 
only compared to dysphagic patients on thickened fluids and water. 

A total of 100 patients were randomly assigned either to the control group (thickened 
fluids only) or to the study group (thickened fluids and free access to water).  Patients 
were examined for chest status, temperature changes and hydration levels. 
Furthermore, quality of life surveys were administered at the end of the monitoring 
and intervention or control phases depending on the group in which patients were 
assigned. Our findings suggest a significant increase in aspiration pneumonia in 
patients allowed access to water compared to the control group.  However, further 
analysis of our observations indicates that only a subset of patients, namely, those 
with no or very low mobility developed aspiration pneumonia.  Further, our findings 
indicate an increase in total fluid intake in patients allowed free access to water, and 
patients in the study group noted significant improvements in quality of life.   
 
Conclusion  
Overall, our findings reaffirm the difficulties associated with the management of 
patients with dysphagia.  On the basis of our findings we recommend that, only sub-
acute patients with relatively good mobility, be considered for placement on free 
water protocols. In addition, we recommend that these patients be closely monitored 
for 24-36 hours post implementation for adverse effects.  Further research should be 
aimed at clarifying the risk factors for aspiration pneumonia in sub-acute patients with 
dysphagia.  
 
1 Manager Allied and Community Health, West Wimmera Health Service, Nhill, Vic, 
Aus  
2 Founding Director, Darebin Aged Care Health service, Melbourne, VIC, Aus 
3 Speech Pathologist, Latrobe Regional Hospital, Traralgon, Vic, Aus 
4 Senior Research Officer, Trescowthick Research Laboratories, Peter MacCallum 
Cancer Centre, Vic, Aus 
5 Department of Pathology, The University of Melbourne, Parkville, 
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Supervision ï a comprehensive approach to support retention and 
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Background 
 ñSupervisionò has a spectrum of meanings across allied health disciplines.  The word 
may provoke thoughts of student supervision, or of the regular checking on workload 
for accountability purposes, or of more in-depth debriefing support to clinicians 
involved in counseling roles.   
Process 
At our outer metropolitan public health service, the allied health executive identified a 
need to improve the approach, consistency and availability of supervision for all allied 
health staff and implemented a program aimed to address these.  We embarked on a 
process of developing an evidence informed framework to underpin supervision.  
This included guidelines about supervision model, frequency and documentation.  
The supervision framework and guidelines have been implemented across 8 allied 
health disciplines and all grade levels across 5 campuses.  This comprises 
approximately 240 allied health staff (195 EFT). 
 
A targeted training program was developed and implemented for supervisors, with a 
supporting ñhow to use supervisionò inservice for all allied health staff.  The training 
program has undergone continuous evaluation and refinement.  An evaluation of the 
implemented supervision process and outcomes will be completed in mid-2009.   
 
This paper will present an overview of the supervision framework and supporting 
resources.  The outcomes of the 2009 allied health wide review of supervision will be 
presented, with implications for future development discussed. 
Conclusion: feedback to date indicates that the supervision framework has been 
feasible and appropriate for application across a range of allied health disciplines.   
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Title: Sowing the seeds of Workforce development 
 
Authors: Julie Connell,  & Katie Healy 
Executive Director, Clinical Support Services, PAH,  Metro South ( 
Julie_Connell@health.qld.gov.au) 
 
Keywords:  Allied Health Workforce Development Officer, Foster Review,    

 

Aim : To discuss the outcomes of a review undertaken by Qld Health in relation to 
the Allied Health Workforce Development Officers role and the future for these 
positions. 

Background:  
In the context of rising global shortages in the health workforce, Queensland Health, 
in 2005 invested in 11.5 FTE Allied Health Workforce Development Officer (WDO) 
roles across the state to support new graduates and assist in the retention of 
experienced clinicians in the Allied Health workforce.  This key recommendation from 
the Forster Report also formed part of the broader Queensland Health vision to 
transform and improve the health system.  The review of the WDO positions in 2008 
(sponsored by the Allied Health Workforce Advice and Co-ordination Unit) aimed to:-  

- check alignment between stakeholder expectations and service delivery 
- identify key outputs and consistency between roles 
- identify strengths and weaknesses of the role 
- identify ways to share information and 
- collate achievements and provide support for these roles. 

The review surveyed incumbent WDOôs and conducted focus group interviews by 
phone with Directors of Allied Health who predominantly line manage the WDO staff.  
 
Conclusion/Discussion:  
Results from the survey indicated that there were some striking differences between 
the surveyed groups. WDOôs related dissatisfaction with the role, particularly in terms 
of a lack of role clarity and administrative support, with concerns also raised about 
the balance of strategic and operational work.  Many also reported grey areas in role 
scope (e.g. which disciplines and/ or services to serve?) and most reported that their 
workload required constant negotiation to remain manageable.  In contrast, the 
Directors of Allied Health reported a very high level of satisfaction with the roles, and 
described them as having a unique ability to óimplement the visionô and óembedô 
workforce innovations.   
Issues for further discussion and exploration included 

- Role consistency, scope and core activities 
- The strategic versus operational balance 
- WDO support (professional development, WDO networks) 
- WDO job titles and links with associated roles 

 
This review highlighted the need to address the above issues, as the role that the 
WDO positions will play into the future is vital if Queensland Health is to successfully 
maintain and grow its workforce. 
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Making the impossible possible - Allied Health getting the EMU off the ground. 
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Background  
The number of Medical Assessment Units in Australia continues to grow with a 
greater appreciation of their contribution to effective patient flow through the hospital 
system. The clinical relevance of these units is supported by an increasing body of 
evidence; however the scope of practice and resourcing of Allied Health appears 
inconsistent.  
 
Discussion  
This presentation aims to showcase Allied Health initiatives and services  
within a Queensland Early-assessment Medical Unit (EMU), and discuss how Allied 
Health has contributed to achieving outcomes such as an average length of stay of 
32 hours, with 91% patients being discharged or transferred within the target of 48 
hours. The comprehensive allied health team consists of physiotherapy, occupational 
therapy, speech pathology, social work, dietetics, pharmacy, podiatry and 
neuropsychology. Core business is care of the older person and given the co-
morbidities and hazards associated with hospitalisation, access to timely assessment 
and interdisciplinary intervention and care planning is crucial. Our team focuses on 
utilising lean methodology such as combined allied health assessments to reduce 
duplication and visualisation of patient admission via an electronic patient journey 
board. Allied health proactively seek patients requiring intervention in order to 
facilitate efficient and safe patient care and enable early discharge planning.   
 
Conclusion  
The multidisciplinary team has recognised that in order to maximise patient 
outcomes, it is paramount that patients have timely access to allied health to provide 
comprehensive assessment, intervention and adequate plans for a safe discharge. 
Allied health disciplines should consider work within medical assessments units to be 
an emerging speciality. We need to build upon existing frameworks to ensure allied 
health in medical assessment units are considered a necessity rather than a luxury.  
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Protecting Mealtimes- itôs a team responsibility 
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Background   
Mealtimes in acute hospital wards can be filled with unnecessary interruptions and 
limited assistance often compromising patientsô nutritional intake and contributing to 
malnutrition. It is well documented that malnutrition is an independent risk factor in 
increasing morbidity and mortality, in addition to impaired wound healing and 
increased length of hospital stay. The aim of this study was to investigate mealtime 
practices prior to the implementation of Protected Mealtimes and develop targeted 
strategies to improve patientsô mealtime experience. 
 
Methods  
An observational audit of 83 patients during a lunchtime meal was conducted over a 
2 week period across 2 acute general medical wards. The project team consisted of 
a dietitian, speech pathologist and clinical nurse.   
 
Results  
Of the patients observed (n=83), 80% of patientsô meals were interrupted, with 38.5% 
of patients having 3 or more interruptions. Patients were interrupted by Medical 
(20.5%), Nursing (47%) and Allied Health (41%). Assistance was provided to 68% of 
patients, with the majority of assistance being provided by nursing staff (48.2%). 
Meal set up and general encouragement to eat was the most common form of 
assistance. In addition 42% of the patients observed did not have their meal placed 
within reach and 26% were not positioned appropriately when the meal arrived, with 
6 patients going on to eat their meal lying down. Over one third (37%) of patients 
consumed less than half of their meal.  
 
Conclusion  
Ensuring patients have the opportunity to consume adequate nutrition in hospital is 
everyoneôs responsibility. Strategies implemented centred on multi-disciplinary 
awareness and education to minimise non-urgent clinical activity and increase 
assistance at mealtimes. A multi-disciplinary approach can contribute to improving 
patientsô nutrition whilst in hospital as well as leading to sustainable changes to work 
practices. 
 
 

mailto:Rebeccasmith@health.qld.gov.au


National Allied Health Conference 2009  Page 85 
 

                                                                                                                                                         

Allied health treatment versus reliance on domestic care providers: An 
innovative and collaborative approach. 
 
Authors: Lynelda Greenwood and Trish Kimball 
 
Contact details: lynelda.greenwood@mater.org.au, Phone: (07) 31631760 
 
Keywords: Collaborative approach, early intervention, innovative, community and 
quality of life. 
 
Aim: Address the need to assist clients to maintain a maximum degree of functional 
independence to prevent deterioration of their health status. 
 
Conclusion: Data collected to date is supporting a wellness approach, with 72% of 
participating clients achieving independence with all IADL tasks. Domestic services 
are now adopting a solution focused model of care where clients are encouraged to 
remain active and independent, highlighting the need for continued early intervention 
by allied health to enhance clientôs independence.  
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Background 
Malnutrition in hospitals is a serious concern and its effects are well documented 
including increased morbidity and mortality, increased length of hospital stay and 
decreased quality of life. Increasing workforce shortages and pressures on skilled 
professionals are challenging the capacity to ensure patients are as well nourished 
as possible during their hospital admission. Nutrition assistants play a vital role in 
assisting the Dietitian to ensure patients nutrition is maximised during their 
admission. The Prince Charles Hospital first obtained funding for a nutrition assistant 
role in 2007. Their role focuses on delivery of nutritional care in conjunction with the 
Dietitian. Currently there are 2 full time nutrition assistants funded across 4 wards, 
including both acute and sub acute services. This accounts for about 120 hospital 
beds and approx 23% of patients. 
 
Discussion  
The role of the Nutrition Assistant includes: malnutrition screening, collecting clinical 
data from bed charts, patient food preference checks and consumption audits, food 
chart analysis, liaison with other health professionals and quality activities. Since the 
commencement of nutrition assistant service, the level of malnutrition in acute wards 
has decreased from 30% to 28%, with sub acute malnutrition decreasing from 74% to 
52%. 
 
Conclusion 
Nutrition assistants provide a valuable service in assisting the Dietitian in clinical 
delivery of nutrition care including screening, implementation and monitoring stages 
of dietetic intervention. This allows Dietitians to focus intervention in areas of greatest 
need, as determined through malnutrition screening, as well as assess and prescribe 
intervention for a greater number of clients. Future role expansion is planned to 
include: screening for cardiac and diabetic risk factors and providing simple patient 
education. In addition the provision of prevention educational material in the form of 
discharge packs to at risk patient groups, including information on avenues for 
outpatient follow up and support. 
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Supporting the Allied Health workforce:  scoping the possibilities for an Allied 
Health Assistant role within Melbourne Health 

 
Authors: Stella Kravtsov (Allied Health Workforce Development Manager, 
Physiotherapy), Carol Jewell (Leader, Allied Health Clinical Education)  
 
Workforce shortages are of growing concern across a range of Allied Health 
disciplines.  This has created a need for innovative models of care incorporating the 
development of enhanced scope roles. The introduction of the new classification 
system for Allied Health Assistants (AHAs) provides a great opportunity to examine 
how these roles can substantially support further enhancement of Cliniciansô roles.  
The aim of this project was to determine how the enhanced Grade 3 Allied Health 
Assistant roles could be most useful to our Clinicians.   
 
We will outline the process we have gone through in developing this project and the 

progress we have made to date.  This will include an outline of:  
Á Our systematic critique of the existing Allied Health Assistant workforce at 

Melbourne Health, 

 The benchmarking we have done to compare our AHA workforce and grading 
structures with other health services across Victoria & interstate,  

 How we have determined the areas where Grade 3 extended scope AHA 
positions would add most clinical value.   

 How we have engaged key stakeholders in the process to ensure the 
expectations and responsibilities of Grade 3 AHAs are clearly understood & 
agreed  

 How we are going about developing clear protocols and position descriptions   

 What key performance measures we are interested in using to evaluate the 
utility and efficacy of these extended scope roles 

 The barriers we have encountered and the lessons we have learned.   
 
Workforce reform in Health is inevitable.  We have found that by being proactive and 
systematic we have identified ways to enhance AHA roles that not only benefits our 
service but has created a career structure which in itself builds job satisfaction and 
staff retention. 
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Radiation Therapy (RT) and Nuclear Medicine (NM) studentsô mutual benefit 
from peer mentoring in clinical education: Quality Assurance. 
 
Authors: Tracey Smith and Yobelli Jimenez 
The University of Sydney, T.Smith@usyd.edu.au 
 
Keywords: peer mentoring, clinical education 
 
Benefits have been reported in clinical education and peer mentoring. A peer 
mentoring program was introduced for first and third year RT and NM students who 
were paired during the first clinical placement for first year students (n=130). The aim 
was to create a support network which subsequently assessed the mutual benefit for 
these students as a quality assurance process. 
 
An introductory interdisciplinary session surveyed student perception of the peer 
mentoring program (pre-test, n=93). A 5-point Likert scale with an option for 
comments was used. A post-test survey following clinical placement using Yes/No 
responses and comments was conducted (n=120).Responses to the Likert scale 
were collapsed to disagree, neutral and agree. Percentage responses were 
calculated. Thematic analysis of comments was also conducted. 
 
The pre-test found that the entire group perceived peer mentoring to have an 
individual benefit (63%) with a greater benefit (72%) expected for their partner. The 
post-test results indicated that there was a higher individual perceived benefit to first 
year students (64%), compared to third year students (42%). When asked about the 
perceived benefit to their partner, the first year group considered that there was less 
benefit to their third year partner (43%) and correspondingly, the third year group 
perceived a greater benefit to their first year partner (58%). Interestingly, first and 
third year students indicated a higher level of support for the continuation of the peer 
mentoring program (65% and 90% respectively) compared to their perceived 
individual and partner benefits. 
 
In conclusion there was overall support for the continuation of the peer mentoring 
program. A number of limitations were encountered, however this initial experience 
with student feedback as part of quality assurance, will be used to refine the program 
for 2009. 
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Taking Account of Allied Health: National Measures of Professional Activity 
Authors:  Amy Mayer & , David Stokes  
 
Chair, National Allied Health Classification Committee and Speech Pathologist  
(Amy@straighttalkspeach.com.au) 
Past Chair of NAHCC and Clinical Neuropsychologist 
(d.stokes@psychology.org.au) 
 
Many members of the allied health workforce have contributed over the years to 
developing and enhancing activity measures for allied health.  Similarly, many of 
these professional and others have carried the conviction that activity measurement 
was crucial for the services to not just survive but flourish and produce the health 
outcomes for consumers that are known to be possible.  Such measurement is 
central to the specific aspects of costing, workforce planning, service development 
and promotion.  Carrying the core work of activity measurement has been the 
National Allied Health Classification Committee ï a voluntary group of allied health 
professionals nominated by their professions and Sate and Territory groups to further 
this vital work. This paper will review the work of this group so far, report on recent 
work on the IFI, and discuss a future agenda of tasks such as standardised 
performance indicators and outcome measures for allied health. 
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Background 
Evaluating the effectiveness of education programs for health professionals remains 
a challenge in part because of the difficulty in measuring practice change. Self-
efficacy provides a possible solution. Previous studies have shown that employees, 
who developed a high sense of efficacy following training, coped better, were more 
satisfied with their jobs, had stronger commitment to their profession and 
organisation, and had less intention to quit their profession or job compared to 
employees with low self-efficacy. In fact, fewer of them left their organisationi.  
Methods 
The project proposed to evaluate if enhanced self -efficacy in Grade 2 Allied 
Health clinicians influenced their work intentions. The project obtained a 
Victorian Health Services Management Innovation Council (VHSMIC) Grant 
for 2007/08 and was jointly funding by Barwon Health.  The study used a 
pre-post test design with survey data collected at the beginning and end of 
the study period.   

Results / Discussion 
21 Grade 2 clinicians across 8 Allied Health disciplines participated in the project. 
Participants with low self-efficacy at entry had a statistically significant rise in self-
efficacy compared to those who entered the project with high scores. (T=4.616, 
df+18, p=0.000). 

Those participants with higher self-efficacy scores following training had stronger 
intentions to stay another 5 years. This relationship showed a statistically significant 

correlation (Statistically signif. r=0.533, N=20, p=0.015, 2 tailed).  

Conclusion 
The predictive relationship of self-efficacy with subsequent performance provides the 
basis for it to be a useful tool in evaluating the effectiveness of any training program 
that targets specific skills. In this project, targeted training appeared to not only 
enhance an individualôs self-efficacy but also positively influenced their job 
satisfaction, organisational commitment and intention to stay with an organisation. 
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Aim: The Social Work Department at Flinders Medical Centre found that due to the 
increased complexity of peopleôs needs and the lack of community resources to 
enable them to transition back to their original/ increased supports, or to an 
alternative supportive environment, individuals had to remain inappropriately in the 
acute sector for extended periods. Consequently the Complex Transitions Consultant 
role was developed to address issues at a systems level both internal and external to 
the hospital to ensure barriers to discharge are addressed and processes for smooth 
transitions to other community agencies, including both the disability and aged care 
sectors, are developed to facilitate early and safe discharge from FMC and prevent 
avoidable admissions. This has required the initiation of new responses, and 
development of creative pathways to ensure safe, appropriate and sustainable 
outcomes for individuals.  
 
The role is based within the Social Work Department however works collaboratively 
with key personnel across the hospital and other agencies to find solutions to 
complex problems. The Complex Transitions Consultant provides a consultative 
service to all disciplines within in FMC that involves education, support, problem 
solving as well as a referral point to the service when required. Within the Social 
Work Department this also includes supervision and mentoring of other social 
workers.  Another key function and responsibility of the role is to report on the status 
of long stay patients or patients who have complex discharge needs, identify and 
report on activity and barriers to relevant executive staff and forums at both a 
regional and state level.  
 
Conclusion: This data collection has revealed that the outcome of the Complex 
Transitions Consultant role implementation, and consequent streamlining of 
processes, has been a reduced length of stay for both disability patients and patients 
awaiting permanent residential care placement. 
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Allied health in the acute hospital environment has many challenges facing it, 
particularly in the current global financial situation where budgets are tight. Our 
survival is linked to our ability to change and adapt. How ready is Allied Health for 
this challenge? How willing are we to change? This paper aims to be provocative to 
the Allied health audience and explore the current state of Allied Health in the 
hospital context.  
With the introduction of Lean Thinking methodologies at FMC over the past 6 years 
the impact of this approach on the culture of AH will be explored. The paper will 
discuss the authorôs view of the culture of Allied Health in the acute hospital setting 
and the implications of this culture. It will then explore Lean Thinking approach and 
outline the journey of staff engagement, facilitator role, value of ñearly adoptersò and 
training and development approaches. 
This paper will also discuss the link between change management approaches and 
Lean Thinking methodologies and demonstrate the value of the methodology in 
creating an environment where change and in particular culture change is possible. 
The paper will demonstrate the process using Allied health division as a case study 
and outline how the Lean Thinking approach has encourages a change in culture, 
has improved our reputation and enhance cross-Divisional relationships.  
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Background & Aim Allied Health Assistants (AHA) can have a direct impact on 
Allied Health service sustainability, increasing collaboration and flexibility between 
Allied Health disciplines and maximising the workforce capacity. The aim of this 
programme was to establish the current scope of practice for AHAs across Allied 
health disciplines, identify potential extended scope of practise for AHAôs, and to 
inform the development of a detailed Competencies and Training Package.  

Method In May of 2008, 22 Allied Health Managers across a large metropolitan 
health network, that services a population of 800,000, were surveyed relating to the 
current 17 AHA staff working across the service as well as the potential AHA 
extended scope of practice. 

Results Several key themes were identified from the survey: 

 There is currently a diverse scope of practice, as well as utilisation for AHAs 

 AHA staff who have previously completed, or are currently completing, the 
Certificate III & IV of AHA training are not fully work-ready when they 
commence employment  

 There may be further ability for the Allied Health Professionals to act as 
consultants with the AHA completing appropriate therapy interventions / 
activities as directed by the professional 

 Currently, there are very few AHAs who have the ability to work across 
disciplines, which produces an inflexible workforce across the Allied Health 
disciplines 

 There is potential for Health Networks to engage in collaborative relationships 
with the VET sector, which offers the AHA Certificate Training, for inclusion of 
specific network driven competencies, to ensure work ready graduates for that 
Health Network 

Discussion The survey identified the need to develop a network-wide Grade 1, 2 & 3 
AHA Competencies and Training Package, which will ensure consistent levels of 
skills across individual disciplines, across the multi-disciplinary setting, across 
programs and across the Health Network. 

Conclusion The outcome of the survey identified key themes that have led to the 
network developing an AHA competency-based skill-matrix across the Allied Health 
disciplines, in line with the National Professional Associations as well as service 
needs of the health network. The health network has also commenced negotiations 
with the VET sector for inclusion of the Competencies and Training Package into the 
Certificate III and IV AHA Courses, where these same students are then guaranteed 
student placements within the partnering health network. 
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The Professional - Performance Enhancement Program (P-PEP) has been designed 
as a method of professional development and goal setting.  The P-PEP has been 
designed specifically for Allied Health Professionals (AHPs) and related service 
orientated professionals.   

Outcomes of the P-PEP include enhancement of the professionalôs personal 
performance in a role, and enhancement of the service or organisationôs overall 
performance. The P-PEP was designed to meet the essential performance 
development requirements particularly of AHPs, but also to increase the retention of 
quality AHPs in employment positions for the ultimate benefit of the community they 
are employed to service. The P-PEP model also takes into account the previous 
recruitment and retention impacts on the individual, the service and the community. 

The P-PEP can be implemented at any level of management in an organisation. It is 
specifically designed to be implemented by either by managers or by peers within or 
across professions. It is a flexible tool that can be adapted to suit the needs of the 
organisation and can complement other performance appraisal or development 
systems in place.  The P-PEP has been implemented successfully by managers, 
workplace peers and external mentors across a wide range of organisations. 
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Deadly Ears, Queensland Healthôs Aboriginal and Torres Strait Islander Ear Health 
Program, is a multidisciplinary program that works to address the dramatic rates of 
ear health problems among Aboriginal and Torres Strait Islander children.  
 
We are a state-wide, invitation-only community support service whose main goal is to 
build sustainable local workforce and community capacity to provide holistic ear 
health care in our partner communities. 
 
AIM 
Recruitment and retention of Allied Health professionals is a major issue in rural and 
remote communities in Queensland, and their caseloads are often excessive. Deadly 
Ears is implementing a new culturally appropriate caseload management and 
prioritisation system that is supporting and increasing the quality of Allied Health care 
provided to children in Aboriginal and Torres Strait Islander communities in 
Queensland.  
 
The success of this system depends on building the capacity of community-based 
health workers and early educators using a holistic whole-of-community approach 
based on existing child development evidence. 
 
The following tools and services are provided to our partner communities: 
 

 The Deadly Ears Communication Skills Screening tool 

 Whole of class culturally agreed intervention programs 

 Community workshops and training to key workers 

 Ongoing support and mentoring to rural and remote Allied Health 
professionals and community health workers 

 
CONCLUSION 
Through mentoring and support of the community workforce, combined with effective 
and culturally appropriate screening tools, Allied Health professionals in rural and 
remote areas will face a smaller and more targeted caseload. More importantly, this 
will then impact positively on parents, carers, children and the wider community. 
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Aim 
A practitionerôs progression towards ñclinical expertò status is not automatic; it is a 
developmental process and the literature confirms that for new graduates transition 
from student to confident professional is a difficult one. The Thriving Not Surviving 
project sought to devise a practical, standardised and evidence-based model to 
support the orientation, induction and development of newly employed social workers 
at the Royal Brisbane and Womenôs Hospital in Queensland, Australia.  
 
Method 
Selected literature review was undertaken based on the focus question: óWhat are 
the programmatic and environmental factors associated with supporting the transition 
of new social work employees to a specialised hospital department?ô 
Qualitative research methodology included internal focus groups and a small, 
national survey of interstate colleagues at principal referral hospitals to obtain a 
snapshot of óregularô new employee practices. Internal workforce analysis was also 
undertaken.  
 
Results / Discussion  
Data supported the hypothesis that a new practitionerôs progression towards clinical 
expert status is not automatic. Expectations that new and returning staff should óhit 
the ground runningô overlook the complexities of the social work role in the modern 
health context. Recommendations from focus group participants corroborate with 
literature in pointing to the importance of a quarantined induction and orientation 
period, mentorship and clearly defined learning and development strategies.  
Deliverables from the project included a tailored program for new employees, 
including new employees program and handbook, return-to-work employees program 
and handbook and a competency and career development framework. These aligned 
with current policy, standards and key literature themes on work readiness, 
competency definition, skill development and retention. Based on this platform, a 
second project is currently underway to drive implementation and evaluation. It will 
also build linkages to pre-existing training resources.  
 
Conclusions 
Efforts to build organisational capacity by improving recruitment and retention rates in 
a prevailing environment of workforce shortages and ageing population, can be 
enhanced by supporting clinicians at entry level.  The evaluation of the model in 
Stage 2 of the Thriving Not Surviving project will clarify the impact and outcome of 
this approach for individual social workers. 
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Aim 
To provide information about the Queensland Health Pharmacist Relief Team, 
established in response to the difficulties experienced by small hospital pharmacy 
departments in accessing suitable locum cover when taking leave. 
 
Background 
Smaller pharmacy departments with up to five pharmacists or less historically had to 
organise cover for their leave themselves.  This occasionally included an 
inexperienced locum pharmacist being recruited from a commercial agency.  Often, 
due to the unavailability of appropriately trained staff, it resulted in the absence of a 
pharmacist in the department at all during the period of leave. 
 
This resulted in a decrease in clinical pharmacy services, possibly compromising 
patient safety. 
 
Relief team members are located across the state, with a range of hospitals acting as 
their ñbaseò hospital for periods of time when not undertaking relief duties.  Their 
salaries are paid corporately and the receiving health service district is responsible 
for all travel, accommodation and meal and incidental expenses incurred whilst relief 
is provided to their district. 
 
The team provides cover for annual or long service leave requirements, educational 
leave and offers support for vacant pharmacist positions as demand allows.  There 
are 26 hospitals across Queensland with a pharmacist establishment of five 
pharmacists or less, who are all able to request the services of the relief team. 
 
Part of Queensland Healthôs Strategic Plan 2007-2012 is the development of our 
people in a way that recognises and supports their role in the delivery of health care 
services.   
 
Conclusion 
The Pharmacist Relief Team contributes significantly to service delivery, which now 
remains uninterrupted during periods of leave and where there are long term 
vacancies.  Retention of a well trained workforce is a key to service delivery and the 
ability of the relief team to respond to requests for leave has contributed to the 
stability of the workforce in these rural areas. 
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Introduction: Access to professional support is recognised as one of the primary 
determinants of allied health retention, particularly in rural and remote areas 1,2.  
Queensland Health has undertaken to develop a framework for an organisation-wide 
standard of professional support that addresses current access inequities and 
evaluates the outcomes of its implementation.   
Aim:  Detail the development of the Allied Health Professional Support Framework 
comprising a suite of resources and training programs with a policy underpinning.  
Details:  The Professional Support Framework has been developed to provide 
capacity to choose the most appropriate form of professional support from a range of 
options including formal supervision, peer group supervision, mentoring, inservice, 
work shadowing, peer review and journal club.  This will facilitate utilisation by allied 
health professionals across a range of disciplines, career stages and service models.  
It is anticipated that the Professional Support Framework will positively influence 
retention and recruitment, enhance clinical governance and the quality and safety of 
allied health service delivery.  Specific impediments for rural and remote practitioners 
impacting on participation in professional support activities is recognised and 
addressed through imbedding the Framework within the Allied Health Rural and 
Remote Training and Support Program. The Professional Support Framework is to 
be supported by a policy prescribing the minimum level of participation in 
professional support activities.  
Conclusion: Development of the Professional Support Framework constitutes an 
organisation-wide drive to enhance and standardise access to professional support 
across the allied health workforce.  The authors note that similar work is currently 
occurring in other jurisdictions, although to date communication and collaboration has 
been informal.  Enhanced efficiency and quality of outcomes may be affected through 
greater inter-jurisdictional collaboration on professional support initiatives. 
 
 
1. Williams E, DôAmore W, McMeeken J. Physiotherapy in rural and regional 

Australia. Aust. J Rural Health, 2007;15:380ï386. 
2. Parkin AE, McMahon, S, Upfield N, Copley J, Hollands K. Work experience 

program at a metropolitan paediatric hospital: Assisting rural and metropolitan 
Allied Health Professionals exchange clinical skills. Aust J Rural Health, 
2001;9:297-303. 
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Aim:  To inform allied health professionals and academics about the opportunities for 
allied health student placement through the Northern Territory Clinical School, 
Flinders University 
 
The Northern Territory Clinical School (NTCS) provides training for Flinders 
University and James Cook University medical students, and placement opportunities 
and support for allied health students at Flinders and other universities. The purpose 
of the NTCS is provide access to unique training opportunities while developing a 
future rural/remote workforce that focuses on Aboriginal Health and Cultural issues, 
and interprofessional practice. Student placements are regularly offered in Darwin 
and Alice Springs, with opportunities also available in Katherine and Nhulunbuy.   
Conclusion:  Networks of allied health clinicians are currently being facilitated by the 
NTCS to develop a coordinated approach to the provision of distinctive student 
placements across the NT. 
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Ethical decision-making is recognised as a vital component of healthcare practice 
generally and paediatric healthcare, more specifically. In the paediatric setting what 
health care practitioners decide to do is complicated by the fact that the 
parents/guardians/families are the proxy decision makers for the child. Whilst there is 
a large body of literature identifying ethical issues that arise in medically-based 
paediatric practice, there has been much less discussion in the literature about the 
ethical issues that arise for allied health practitioners in paediatric contexts.  
 
The aim of this study was to systematically review the literature on ethics in allied 
health paediatric practice. The allied health practitioners included in the review were 
audiologists, speech therapists, social workers, physiotherapists, prosthetists and 
orthotists, educational play therapists, music therapists and dietitians. Two questions 
guided the selection and analysis of the literature; does the paper discuss ethics or 
an ethical issue in paediatric allied health practice? If yes, what type of ethical issue 
is discussed? From a total of 145 papers, 61 papers were read in full by both authors 
and 25 papers met the selection criteria. The papers focused on practitionersô ethical 
duties and obligations in specific case studies and when acting in the best interests 
of a child more generally. They also emphasised the importance of working with 
other health team members.  There was little discussion of how practitioners made 
ethical decisions in their everyday practice and how individual disciplines perceive 
and respond to ethical dilemmas and conflicts within their specific allied health 
discipline and paradigm of care.  
 
Conclusion: The review highlights a need for further research that examines and 
compares specific areas of allied health practice in the paediatric clinical setting, to 
identify the nature and consequences of ethical decision-making in everyday clinical 
practice.  
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Staffing ratios ï What is the evidence in Allied Health?  
 
Authors: Susan Ash, Michele Clark, Linda Cartmill, Tracy Comans    
School of Public Health, QUT, Victoria Park Road, Kelvin Grove, Q, 4059. 
 
Keywords: staffing ratios, systematic literature review, workforce planning, 
outcomes 
 
Background and aim: Determining staffing numbers in health settings is an often 
contested area of endeavour. The aim of this study was to survey the literature to 
determine appropriate levels of staffing for allied health (AH) professionals to inform 
AH managers.   
 
Methods: A systematic literature review, 2000-2008, was performed using medical, 
business and allied health databases to identify workplace ratios for nine identified 
AH professions: audiology, dietetics and nutrition, exercise physiology, occupational 
therapy, podiatry, physiotherapy, psychology, social work and speech pathology.  
Inclusion and exclusion criteria for the search were developed. Materials retrieved 
included controlled trials, narrative reviews, audits, opinions and editorials.  
 
Results: The initial search strategy produced 1207 titles of which 989 were excluded 
for not meeting inclusion criteria.  218 abstracts or full texts underwent and a second 
more detailed review of inclusion and exclusion criteria yielding 30 articles which 
were fully appraised.  Of these, 12 reports provided ratio figures for different AH 
professions to bed or patient numbers, and included staffing ratios for a range of 
settings such as hospital based rehabilitation, emergency departments and 
community based settings as well as for single AH professions including dieticians, 
physiotherapists and occupational therapists.  
 
Conclusion: The review found few examples of AH staffing ratios.  Only one study 
was linked to clinical outcomes showing increased levels of AH staffing led to 
significantly decreased in-hospital mortality and functional decline, an improvement in 
self-reported health status and a trend to reduced length of stay. Research on AH 
staffing ratios is scarce and lags behind other health professional groups. This study 
highlights research directions which could assist evidence-based workforce planning. 
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Background and aim: Workforce shortages in medical fields have created new roles 
and opportunities for allied health and nursing. The aim of this review was to identify 
new and emerging health care roles in nine allied health professions, identify what 
outcome measures were used and evaluate whether these new models of service 
delivery were as effective and as efficient as traditional models of care.  
 
Methods: A systematic search of medical and allied health databases (2000-2008) 
was performed and relevant articles extracted. Key terms were enhanced roles or 
extended scope or medical substitution combined with each of the professions 
named. 
 
Results: A number of medical substitution roles were recorded and a number of 
allied health professions were involved in these roles. Common role substitutions 
included orthopaedic or upper limb screening clinics, training nursing or allied health 
personnel to carry out tasks such as ordering radiography, and limited prescribing 
and injecting roles. 
 
Conclusions: Current evaluations of new and emerging roles in allied health are 
inadequate for determining whether these roles are as effective as traditional roles. 
Outcome measures chosen often reflect organisational need and not patient 
outcomes. Organisations need to ensure that high-quality performance measures are 
used to evaluate the success or failure of new health care service innovations. These 
performance measures should ideally be published evidence based measures, have 
sound psychometric properties such as reliability and validity and be applicable to the 
local health care setting. It is clear that well directed, quality research needs to be 
undertaken to ensure that quality of treatment and patient outcomes are enhanced or 
at least equal to traditional treatment when medical substitution roles are undertaken 
by allied health professionals. 
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 óThe Mind is the Heart.ô  
 
Old Buddhist Saying: When the heart is stressed the mind cannot think straight. 

 
In other words, stress inhibits the natural problem solving abilities of the brain. 
Reducing stress is an important focus of any kind of stress or trauma counselling and 
the more tools we have to help us with this the better. 
  
The build up of stress & tension is inevitable in professional life, even for the most 
seasoned practitioners. Regardless of how long we may have been working, there 
will always be challenges in our job. 

 
This workshop combines the strengths of evidence-based Complementary Medicine 
with Orthodox Psychology to produce a significant synergistic effect in dealing with 
stress.  
 
This participatory workshop provides professionals with extra highly efficient tools to 
add to existing trauma and stress management strategies. The process will include 
effecting rapid and efficient emotional release and processing, while also working on 
cognitive and behavioural change. 
 
Complementary Medicine techniques include utilizing Heart Rate Variability 
óbiofeedbackô Emwave training to accurately measure and control the relaxation 
response. The usefulness of Emwave training for the Systematic Desensitization of a 
variety of óemotional stress and trauma triggersô will also be demonstrated. 
 
The various relaxation and desensitization techniques taught in the workshop include 
the DeSoir Technique, Mindfulness Meditation, Isometric Muscle relaxation, and 
Cyclical Breathing. 
 
In conclusion, this workshop is designed to help allied health professionals to perform 
with maximum effectiveness in their jobs, while minimising the effects of inevitable 
stress and possible trauma. 
 
As successfully demonstrated at national and international conferences including - 
7th International Mental Health Conference 2007 (Surfers Paradise) 
Women & Psychology APS Conference 2005 (Brisbane) 
Holistic Nurses Conference 2005 (Brisbane) Whole Life Expo 1999(San Francisco) 
  
 


