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About the Series 

HISA is delivering an ongoing thought leadership series - Innovating Health: - Creating a New 
Conservation.  

Through an ongoing series of roundtable events, design sessions and other activities, we aim to lift and 
support the digital health innovation agenda in healthcare. Moving into 2018 we are assisting leaders 
by examining practical change in the age of digital disruption. 

We seek to bring together health leaders with industry experts, challenge current thinking with new 
and different perspectives, harness our collective knowledge and ideas, and ultimately share topics 
and discussion with others to stimulate sector change. The series is in collaboration with and supported 
by Accenture. 

Never has there been a time of such pressure on the healthcare system.  The need to transform is vital.  

Conjointly, the conditions and promise of innovative change are tangible through the development 
and application of new digital technologies, rapidly changing business models, Government policy 
reforms, the rise of health consumerism, and service led reform. 

As the series has evolved it is clear that we have seen a shift in focus from participating health leaders 
and executives. There is general acknowledgement and understanding that digital change is occurring 
and health system needs to take advantage of the opportunity.  

The questions are now about ‘how’. How do I design new services? How do I respond to the dynamics 
of a digital and consumer society? How do I set an agenda for reform and change through digital? To 
this end a design session format has been implemented to provide a structured and facilitated process 
for designing and solving identified problems. We look forward to lessons and learnings from these 
sessions facilitated by leaders in the field. 

 
“Many of the ways we go about improving health and care were  

designed in a different mindset for a different set of circumstances. 
 

Given the radical and complex nature of our transformational challenge,  
these 'tried and tested' methods increasingly won't deliver what we need to deliver for patients.” 

 
Helen Bevan and Steve Fairman NHS UK 
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Event 12:   Digital health evolving to address disadvantage 

Canberra - 13 June 2018 

Overview 

The Innovating Health Series returned to Canberra for another milestone in its series of design 
executive events. A design thinking format is used at these events as a way to move beyond discussion, 
harness collective experience of health leaders in the room, and strive to achieve practical outcomes 
and take-aways for progressing digital health innovation and implementation of change.  

This event examined how the digital health ecosystem can evolve to deliver measurable 
improvements in healthcare outcomes to the disadvantaged.  The problem statement was introduced 
by our Innovation Guide, Georgina de Beaujeu, General Manager Organisational Development and 
Support, Star Health Group. Star Health are a Victorian based community health service provider 
dealing with the complexities of health and social care in the community. Georgina was asked to 
contextualise a case example addressing the overall discussion theme of disadvantage, access to care, 
and health outcomes. Many of these people may also deal with social issues such as homelessness, 
community housing, unemployment, domestic violence etc. and the resulting impacts on the health 
and social care sector. 

Whilst the health system strives to provide equal access to treatment and care for everyone, we know 
that some people and population groups have poor access to both health and social care services 
generally leading to worse health outcomes. As the Australian digital health ecosystem of payers, 
providers and digital intermediaries grows in capability 
and capacity, how does it target deprived populations? 
We know historically, cookie cutter approaches to health 
service provision have not improved health outcomes for 
deprived populations. In fact, the ‘worried well’ have 
been the fastest adopters of digital health. 

The design thinking session over lunch provided the 
opportunity to work through the stated problem with a 
group of 25+ health leaders and consumer group 
representatives. There was active discussion with a 
number of key insights and outputs from the event.  

Problem Statement: 

 “How can the the digital health ecosystem evolve to deliver measurable improvements in healthcare 
outcomes for the disadvantaged?” 

Georgina focused initially on “did not attend” (DNA) rates and a practical consumer example to 
highlight the problem of disadvantage and to encourage discussion and shared experiences from 
participants. In short, digital opportunities were discussed with the aim to reduce the rate of DNAs 
across diverse services, particularly supporting disadvantaged clients. It also addressed how we can 
collaborate and work across services and facilities to better address the problem.  
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Star Health encounters a significant DNA per annum. Of the 110,000 + episodes of care, 18% did not 
attend in 2017. Approximately 19,800 episodes of care at $300 per episode. It costs the system over 
$6 million per annum, and they are unsure of the patient and consumer outcomes.  
 
There is no clear information on why these DNA figures are so high, other than we know it is different 
for different groups of people. It is clear that we need further knowledge to inform a client-centred 
approach to solving the problem. High DNAs are usually a symptom of systems or processes that aren’t 
meeting client needs. Star Health has the additional complexity of the type of clients they service, 
including those with ill mental health, have complex cases, or who are homeless or vulnerable, so there 
is a culture here that some DNAs are expected due to the nature of the client. This is true for a small 
percentage but is not the sole cause of the problem. We need to change this culture and actively 
manage DNAs.  
 
The case study presented: 

Jim has an appointment for a filling. We could see he had DNA’d once before and may again, based on 
his pattern of attendance.  

We don’t think the patient is in pain for the filling because the exam was in January. We exacerbated 
the issue by cancelling an appointment in February due to personal leave. The Dentist rescheduled two 
weeks later which the patient DNA’d. The next appointment was made for May.  

There has now been a long gap between the exam in January and the appointment in May. There are 
no general notes in the system suggesting why a delayed appointment, but the patient appears 
homeless / public space, so likely we couldn’t reach them or it was not a priority for them to attend a 
dental appointment on that day – or many other reasons. 

The Innovating Health design thinking event asked participants to bring their health professional focus 
as well as their consumer focus to the problem. The facilitated session was conducted to enable the 
health executive participants to access a different way of thinking about this ‘wicked problem’ using a 
co-design framework.  

Reflection on Problem Statement and Case Example:  

A number of participants discussed and shared their own experiences about the problem and broader 
observations on addressing disadvantage through digital. These included: 

 Lessons from an ACT Health Obesity Clinic reducing DNA rates by 40-50% by targeted and 
active follow up of individuals, and through adopting a consumer-centred approach to service 
design. 

 Similarly, fitness and wellness program DNAs in Canberra were at a constant 25% with 
particularly the most in need and potentially disadvantaged not attending regularly. 
Behavioural change and personal motivation are important factors. 

 Highlight the importance of a consumer approach and that the case study example really 
comes from a health provider point of view. We must always consider that we need include 
the consumer point of view. We cannot assume to know the answers to these problems. 

 A personal story was shared from one participant about dealing with life trauma, separation, 
unemployment, living in regional areas. We cannot assume that we can understand everything 
that is going on with people and the reasons for non-attendance. We may see it as a problem 
but they may have more significant priorities. We need a mind shift to be cognizant of people’s 
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own situations and why they may not be compliant to our processes and services however well 
meaning. 

 Social behavioural factors must not be ignored. There is a lot of evidence that indicate more 
understanding is required across social determinants, employment, housing, health and well-
being need to be better understood to address some of these problems. It will require 
significant data and data analysis. 

 An example was raised around workers compensation and case management in getting injured 
workers back to work. Motivational interviews and nudge theory were discussed as 
management techniques to encourage and change behaviour and to motivate people. 

Design Session 

A design session to look at ways of addressing the problem statement was led by Shannon Roper, 
Senior Manager Accenture. Elements of a ‘double diamond’ process was used to look at the root causes 
and to identify where the problems are, and in conjunction with affinity mapping to group and 
prioritise solution ideas. Participants were asked to separate into groups to focus on four separate 
questions. 

1. How might we use digital to improve health outcomes for the disadvantaged by addressing 
literacy?  
Group worked through a number of key areas in addressing health literacy with people dealing 
with disadvantage. Areas discussed ranged across modifying health system and service approaches 
to allow greater access and better understanding of what people have to do to look after 
themselves and access the health system when required. Priority areas highlighted included: 
 Enabling greater empowerment for consumers 

whatever their situation – it was agreed that an 
overarching principle of consumer empowerment 
should be implemented to enable improved health 
outcomes. Allowing people to understand and take 
action for their own health and well-being should 
always be a driving factor. One participant stated 
that “empowerment is the wonder drug of the 21st 
Century – and literacy empowers.”  

 Health Services to better address complexity of 
health system access. Making the system easier to 
use, removing barriers where ever possible, and 
providing clear information on how to access the 
system would be key things services could do to aide 
understanding of the system and health literacy. In 
the case of DNA, providing probably assessments as 
part of initial consultations and likelihood to 
patients attending appointments could trigger 
additional actions. Irrespective, requirements for services should always address the needs of 
the patient / client first. 

 Improve access through technology to increase consumer and patient engagement and 
improve health outcomes through medical compliance and a greater shift to personal health 
and wellness. This can include the use of intermediaries assisting people to navigate the 
system through the use of digital tools and to assist people who may not have access to those 
tools. Technology access to hubs for pharmacy, emergency department, GPs etc were 
highlighted as potential solutions. Language and cultural divides can be addressed through 
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translator apps and through community groups, carers and local champions. Online chat bots 
and access to health professionals to answer questions and discuss issues was seen as a great 
way to remove barriers and increase access. 

 Providing access to information – information needs to be relevant, personalised and of good 
quality. Information and access to information should build trust between health services and 
consumers which allows greater opportunities for interaction. Trusted information could be 
provided through a number of ways including web sites, call centres, and chat sites. The 
importance of feedback loops was highlighted and the opportunity to address questions. Need 
to ensure the information provided is in a format that is easy to understand and act upon. Data 
should be balanced on just enough information to inform and motivate behaviour. 
 

2. How might we use digital to improve health outcomes for the disadvantaged by addressing 
employment? 
This group essentially discussed the health benefits of good work. Evidence shows us that 
there is a clear linkage between gainful employment and feeling of worth and a persons’ health 
and wellness. When dealing with health service engagement, individuals health outcomes, and 
population health we cannot look at health in isolation. Employment, shelter, food and water 
are all basic needs if not met can significantly impact on health outcomes. In this instance we 
looked at employment. Priority areas discussed and highlighted included: 

 Building trust through transparency between key parties facilitated shared 
information and consent provided from the consumer. This really aims to provide a 
more holistic approach to the individual between the key organisations within ones’ 
life including the government, an employer, hospitals, GPs etc to the benefit of the 
consumer in the first instance, organisation / provider secondly. Agreed information 
on the person could be shared with key organisations and trusted partners to provide 
a more holistic picture of the person and their needs at any point in time including 
health interventions. This could allow the ability to share MyHealth data to an active 
employer number (approved), as well as access to other sources such as social media. 

 Provide greater connectivity between employer, health provider, employee, and 
government. A “person-centredness” approach to care was proposed, noting that 
there is not the same care level for all, but fundamental infrastructure is there when 
care requirements increase. Digital technologies and soft infrastructure available to 
assist general routines in connectivity between parties. 

 Providing improved accessibility to employment – it has ben stated over the last 
number of years that the best form of welfare 
is a job. If we can assist in providing greater 
accessibility to a job through improved digital 
channels, ensuring that we remove where 
possible cultural and language barriers, as well 
as through community development programs 
we could go a long way. Employment market 
entry has many barriers, including experience 
vs skills, career pathways, job definitions 
matching specific people. We need to reduce 
these barriers through leveraging public 
infrastructure such as libraries for job apps and 
interviews, as well as opportunities for a basic 
universal income which requires policy 
consideration. Final point raised was in terms of 
attribution of contribution in society through 
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tokenisation – new concepts of individual recognition of contribution acknowledged 
digital tokens and trading. 

 Make room for social inclusion – essentially the notion of making room for everyone 
to participate in society and have a job. Acknowledge the changing and diverse range 
of jobs that now exist – self / part-time / entrepreneurs. Less and less people are now 
moving into traditional full-time employment with an organisation. 
 

3. How might we use digital to improve health outcomes for the disadvantaged by addressing 
access?  
This group identified four key priority areas to address improved access. These included: 

 Make the transaction easy – currently health services put many obstacles and barriers 
up that make it difficult to access health services and care. The logic has been to create 
an administrative process which suits the health service, not those interacting with it. 
In line with a design thinking and co-design approach, a focus on reducing complexity 
around health transactions would see greater engagement and participation. An 
example was raised where in China, most transactions across society are enabled by 
QR codes and RFID technology through mobile devices. In addition, the use of simple 
appointments, tele-consults, drop-in centres, and kiosks at shopping centres where 
people regularly attend should be included into revised services. 

 Improved use of data and predictive analytics – to address DNA rates through 
predictive analytics and scheduling of clinic times. Better use of the data we already 
collect, refocused on the patient and consumer priorities and not ours may reap some 
real benefits and improved health outcomes. Data can also be used to inform 
programs directed at individuals or targeting groups. 

 Better links between health and social care – to address disadvantage the system 
needs to address the divide between multiple organisations, funding programs and 
services. From a consumer point of view, they are difficult to understand, complex and 
create fragmentation. Information is not readily shared and has the compounding 
issue that a lack of information may create potential for wrong healthcare decisions 
by practitioners and consumers. An improved interface and coordination with the 
National Disability Insurance Scheme (NDIS) would be one current example where 
there is a real disconnect between health and social care, particularly in relation to 
disability and community care. 

 Always include a cultural focus – in multi-cultural Australia we need to always include 
a cultural and language focus into everything we do, particularly in relation to access 
to services and care. With people who are already disadvantaged through 
circumstance, providing information in a form that they can easily interpret and 
understand is critical. 
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4. How might we use digital to improve health outcomes for the disadvantaged by addressing 
social and community networks? 
 
This group focused on five key priority and initiative ideas to address social and community 
networks for improving health outcomes for those with disadvantage. These included: 

 Providing the infrastructure hubs for digitally marginalised populations / cohorts of 
people. Hubs could be physical and / or virtual to address access to services specific 
to community needs. It could be argued that we cannot just do nothing. There could 
be also opportunities to provide free access to digital (mobile, Wi-Fi, data, 
equipment) for those that do not have it available. Digital access could also be 
provided via community service 
organisations e.g. homelessness services. 
It could also facilitate app connect access 
to physicians. 

 Embracing telehealth services – building 
on the principles of telehealth. Scale-up 
what is already there and make it more 
mainstream. Also, to include new types of 
services like online coaching /case 
management, expanding on meet-up 
concept for clinical services and health 
education, and connecting with wiki health and community pathways.  

 Make outreach forums available – leverage off existing social infrastructure such as 
religious and community groups, clubs, social groups etc. as well as community 
services to provide a safe network for people to connect with and feel as sense of 
belonging and support. Prioritised health programs and support services could be 
delivered through these channels. Notion of neighbourhood safe places should also 
be incorporated into this area as a value add for people to wanting to engage – 
particularly those in need. 

 Provide Feedback and Analysis – provide information services / resource about how 
to access services and treatment options (digital and physical locations), as well as 
an established feedback process that connects with the individual to improve their 
health treatment compliance. Finally, using combined sets of data (health and 
Centrelink) to highlight and address social and environmental determinants. 

 Building and Leveraging Communities – without major investment leverage and 
work with community groups to build value add communities where disadvantage 
and health outcomes can be addressed. A bottom-up approach aligned with top-
down funding and support. 

Final Comments 

A brief discussion followed after the groups presented to provide final comments and reflections.  

The discussion included the recognition that solutions are evolving and some business models will 
change as consumer sentiment changes, and data becomes more available and informative. The World 
Health Organisation was quoted around the healthy benefits of good work – “best predictors of good 
health.” We were all reminded of the old adage in healthcare training – “First do no harm” - we are 
there to make things better, so we need to include this at the top of our mind particularly dealing with 
disadvantaged and vulnerable people. A program on ethical decision making (Cranlana Foundation) 
was noted as a great course around this topic.  
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And finally, thinking about practical take-aways which would include taking a problem in this area that 
can only be resolved in your organisation – do it. For ones that cannot be solved in your organisation 
alone, look at who you need to collaborate with and plan on a change. 

Conclusion - HISA Reflection on the Event 

We were delighted with the proactive involvement and animated discussion through the design 
thinking process. We want to thank all health leader participants. We also thank Georgina de Beaujeu 
and Shannon Roper for their time, participation and expert facilitation of the session.  

Our key take-away as participants and observers at the event were: 

 Improving health for people with disadvantage should not be seen in isolation –  taking a 
holistic approach to people and what is happening in their lives is important, and particularly 
important with those in situations of disadvantage. Health should not be seen in isolation. 
There are many contributing factors which we may or may not be aware. Remember – do no 
harm. 

 Reduce complexity and increase ease of access – all agreed that we make accessing health 
services complex and difficult. There were many examples discussed which could be 
implemented back into our organisations to improve access (particularly in areas of 
disadvantage). These solutions may or may not be digital – but just make things easier. 

 See the individual holistically – where possible resolve information and service fragmentation. 
This is particularly evident in the current NDIS rollout where there is a disconnect and lack of 
coordination between healthcare, disability and community care services. 

 Leverage existing infrastructure and community networks – there are many community 
groups and services all participants and groups highlighted health pathways and consent 
models as key approaches for change. These may have merit and there are examples where 
some of these models are already evolving. 

 Use and share data smarter – as we build our information sources we need to start sharing 
data better to address improved health outcomes. Having more and better information 
available at points of care allows better treatment and planning of care. In addition, the use of 
predictive data tailoring specific services or approaches to target groups or individuals will 
focus efforts to potentially achieve improved outcomes. 

We look forward to our next instalment in the series later in 2018. We thank Accenture for their 
continued support and leadership in series. Health Leaders in attendance for this session were: 

 Georgina de Beaujeu, General Manager, Organisational Development and Support, Star 
Health (Problem Statement Facilitator) 

 Shannon Roper, Senior Manager, Accenture (Design Session Facilitator) 
 A / Prof. Paul Dugdale, Director Chronic Disease Management, ACT Health 
 Sandra Cook, Future Capability and Governance, ACT Health 
 Peter O’Halloran, Chief Information Officer, ACT Health 
 Ian Bull, eHealth Manager – National eHealth Program, ACT Health 
 Brian Lee Archer, Managing Director, Accenture 
 Suzanne Greenwood, CEO, Catholic Healthcare Australia 
 Emma Hoban, Health Policy Officer, Catholic Healthcare Australia 
 Stephanie Panchision, Senior Health Policy Officer, Catholic Healthcare Australia 
 Philip Browning, Managing Director, P&B Co 
 Ian Manovel, Principal Innovation Accenture 
 Prof Rachel Davey, Professor of Health Research, University of Canberra 
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 Dr Deborah Kuchler, Chair Person and CEO, Hospital IP Group 
 Zoe Holdensen, Corporate Strategy Advisor, Capital Health Network 
 Dr Ian Gardner, Chief Health Officer / Medical Adviser, Department of Veterans’ Affairs 
 Dr Georgia Karabatsos, National Medical Director – Telehealth, Medibank Health Solutions 
 Geoff Buchanan, Senior Policy Officer (Research and Data), ACTCOSS 
 Fergal O’Brien, Managing Director, Accenture 
 Russell McGowan, Chief Advisor, Healthcare Consumer Advocacy ACT 
 Joanne Scarfe, AAPAC Health Marketing Manager 
 Stephen Pettit, Senior Sales Director, Oracle 
 Damien Pentomy, Senior Solutions Architect, Australian Digital Health Agency (ADHA) 
 Greg Moran, HISA Host 

 
 

Innovating Health Series website resources - http://innovatinghealth.org.au/resources/  
 
Again, we would like to acknowledge and thank our Innovating Health Series partners Accenture. 
 

 
Ian Manovel, Principal Innovation Accenture; Shannan Roper, Accenture (Design Facilitator); Joanne Scarfe, AAPAC Health 
Marketing Manager; Greg Moran, HISA (Innovating Health Series Host) 


