
 
Submission  

to the 
 
 

National Preventative Health Taskforce   
 
 
 
 
 
 

APS contacts: 
Professor Lyn Littlefield OAM 

 
         Mr Harry Lovelock

 
 
 

         December 2008  
 



Introduction 
 
The Australian Psychological Society (APS) has significant interest and expertise in  
providing advice to the National Preventative Health Taskforce. We have already provided a 
submission to the Senate Inquiry on Obesity,  participate d in a number of stakeholder 
reference groups on related areas such as dia betes and chronic disease and hav e a large 
number of psychologists with specific training in health and health related behaviour change.  
 
The APS supports the submission provided by the National Primary Health Care Partnership 
and submits this proposal to provide additional detail in relation to the provision of increasing 
levels of support to help people with preventativ e health issues to make sustainable lifestyle  
changes. We would be happy to elaborate on the contents of this submission with  members 
of the Taskforce.  
 
Background 
 
The financial and social burden of chronic disease associated with lifestyle risk factors is well 
documented. In recognition of this, the Council of Australia n Governments (COAG) meeting 
in February 2006 agreed to the  Better Health for all Australians Initiative to promote good 
health, disease prevention and early intervention. In particu lar, COAG agreed to supporting 
lifestyle and risk modification through referral to services tha t assist people wanting to make 
changes to their lifestyle. There was also agre ement to support active self-management of  
chronic d isease with services ra nging from group-based courses to various forms of  
counselling. More recen tly, the Aust ralian Government established the Preventative Health  
Taskforce t o examine  and identify strategies to address the bur geoning impact of 
preventative health issues within the community. 
 
The full benefits of both  of these in itiatives may not be realised if the co mplexity involved in 
reducing lif estyle risk fa ctors is not adequately recognised.  Apart from receiving g uidance 
from medical practitio ners, dieticians and exercise physiologists,  people also need  
assistance to address the psychological factors that impact on behaviour change. There are 
many barriers (environmental, social, em otional, behavioural, and cognitive) to peopl e 
making lifestyle change s, both in the early stag es of chang e and while  they are st riving to  
enact and maintain the desired changes. Many people are unable to make or sustain 
lifestyle changes without psychological assistance to address these barriers.  The profession 
of psychology is specif ically trained in the fund amentals of behaviour change, maintenance 
and relapse prevention and is therefore a critical inclusion in the team approach to managing 
patients who are attempting to change diet, exercise or attitudes asso ciated with the so-
called ‘lifestyle’ diseases. 
 
A substantial amount of research  now e xists demonstrating the cost-effective ness of  
psychological interventions for a range of physical health problems (see Attachment 1). The  
diagnosis of diabetes, heart disease  or other major illnesses typically requires the patient to 
change existing or take  up new health behaviours (diet, exercise, blo od tests, medication,  
medical appointments). Patients report a wide range of short-term and l ong-term motivation 
to make these medically recomme nded changes, and also report anxiety, depre ssion and  
self-image problems associate d with their illness. Fol lowing effe ctive psych ological 
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interventions, patients tend to have  lower relap se rates, fewer GP visits and fewer hospital 
admissions leading to ongoing cost savings within the health care system.   

There is also now substantial evidence demon strating the effects of psychosocial factors 
(such as work and community–based support , soci al isolation, stre ss, personal a ttributes, 
and family dysfunction)  on the incidence and progression of physica l illness. Psychological 
treatments addressing these factors can therefore have a direct influence on the course of a 
physical illn ess, in addi tion to assi sting with e motional adjustment to the health disorder.  
Psychologists who specialise in assessing and  treating patients in medical sett ings work  
closely with  medical practitioners using non-p harmacological strategies such as stress 
management, cognitive interventions for negative mood  issues, p ain management,  
motivation t o change strategies and techniques for treatment adherence for patients with 
various health-related problems. 
 
Proposed strategy 

The APS re commends the allocation of funding to provide psychological intervention in the 
prevention, treatment and management of chronic diseases asso ciated with life style risk 
factors. This initiative involves more effective use of the existing psychology workforce in  
partnership with genera l practi tioners and o ther allied  heal th providers. It wil l ena ble the 
Australian community to gain improved access to effective psychological services to support 
lifestyle and health risk modification, thereby  decreasing the burden of illness associated  
with often largely preventable diseases. 
 
The APS has developed the attached model (see Attachment 2 for the schematic version) to 
demonstrate how access to these services would become available and the pathway to  
each. This model includes the use of other allied health professional s who could be trained 
in some areas and who also would contribute their own expertise to address specific chronic 
disease and/or preventative health advice and support.  
 
How the model will work 

The model of care for both preven tion and ma nagement of chronic he alth conditions, such 
as obesity, diabetes, heart disease, and smoking and alcohol-related diseases, requires two 
specific components: 

• Effective assessment mechanisms to identify potential or existing health problems  
• A ‘5-step’ model of care where interventions cover education on d isease, hea lth 

behaviour change, and  manageme nt of psych osocial dete rminants of  poor healt h 
behaviour 

The intervention stage of the model includes 5 steps of care, depending on the needs of the 
individual and the level of management required for posit ive health outcomes. This model 
represents a chronic conditions pr evention and self-management (CCPSM) frame work fo r 
positive health outcomes for patient s. It would “sit” within a broader system of public health 
promotion campaigns, community awareness projects and traditional medical care systems.  
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Identification/Assessment (Stage 1) 
The CCPSM model proposes the  establishment of a National Asse ssment procedure to  
readily dete rmine the level of car e required in stage 2 of the model. The assessment 
procedure could be undertaken by a Practice Nurse, Nurse or Allied Health Professional in a 
number of l ocations, su ch as General Practice,  Hospitals, Community Health centres, or 
developed Primary Heath Care centres. Referral to a health service for assessment could be 
from a GP, Specialist medical practitioner, community services, schools, or by self-referral.  
 
Assessment Tool. 
A CCPSM assessment tool needs to be developed that covers specially the patient’s 
knowledge of the condition(s), and their capabilities to manage the condition(s) to achieve 
the require d health ou tcome. Additional to th e assessment tool, materials out lining the  
referral process to one of the 5 ste ps of care need to be developed.  Both the CCPS M 
assessment tool and the referral process (le vel of step-care) would be based on the  
evidence-based theory and practice in the m edical and behavioural science literatu re, and 
constructed under consultation with health professionals and consumers.  
 
Training in the Chronic Conditions Prevention and Self-Management (CCPSM) Assessment 
Tool 
Training in the CCPSM assessment tool cou ld be achieved through an  online/DVD based 
module of l earning that incorporates a test component to  ensure appropriate use and 
interpretation of the CCPSM assessment tool. The online/DVD train ing would also cover 
skills in co mmunications that motivate the patient to engage into the appropriate level of 
stepped care.  
 
The 5 Level Step-Care component of the CCPSM model (Stage 2) 
In line with the literature on hea lth behaviour change, a 5-level step care model o f 
intervention is proposed. This multi-level approach of care acknowledges that patients are at 
different points of readiness and  have various capabilities to make health-b ehaviour 
changes, and therefore a range of interventions needs to b e tailored to  achieve a positive 
health outcome for all p atients. Following screening, patient s will be identified as b eing at 
one of five levels of intervention.  
 

Step 1 is t he monitoring pathway and involves providin g the patie nt with immediate 
support in t he form of additional information to address an y specific issues. No further 
intervention should be required. This informat ion could b e provided at the assessment 
interview or provided at the patient’s next GP, medical special ist or allied health 
professional appointment. 
 
Step 2 is the educatio n and supportive counselling path way and  involves a single 
session with an allied health professional or practice nurse to support patients with poor 
knowledge of health-be haviour change strategies, e.g., weight reductio n interventions, 
smoking cessation or alcohol red uction programs. A patient would access st ep 2  
services thr ough the general pract ice, allied h ealth, or ot her primary health setting in  
which the assessment was undertaken or referred onto a service external to the place of 
assessment. 
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Step 3 is t he enhance d education  and suppo rtive counselling pathw ay, entails an 
additional t wo session s with a p sychologist o r allied  heal th professio nal to provi de 
further supp ort and tar geted resou rces to add ress the pa tient’s specific issues with 
advice on techniques to help in behaviour change. These services would be accessed  
as outlined in step 2. 
 
Step 4 is the intensive education and support pathway and consist of six sessions with 
a trained psychologist or allied he alth professional to implement behaviour change 
techniques and reinfor ce new lif estyle habi ts. These services would typically be 
accessed through a referral to a psychology or allied health practice in the local area. 
 
Lastly, Step 5 is the Cli nical Health Psychologist intervention pathway and involves up 
to 12 sessions with a psychologist  for patients with poorly controlled chronic conditions 
or behaviours (e.g. weight, smokin g or alcoho l use) and an inability to adhere t o or 
maintain reduction interventions. The se services would be accessed thro ugh referral t o 
a Clinical Health Psychologist in the local area. Identification of Clinical He alth 
Psychologist could be t hrough the APS “find-a-Psychologist” website which allow s a  
search opt ion for selecting a p sychologist who is a member of the  College of Health 
Psychologists.  
 
Training in CCPSM step care interventions 
It is proposed that step 1 and step 2 require no ad ditional training for health  
professionals with tertiary professional qualif ications. Health professionals providing 
step 3 level of care would be required to demonstrate that they have received training in 
behaviour change su pport skills in their t ertiary course or through contin uing 
professional development recognised by their profession. St ep 4 level of  care would be 
provided by registered psychologist s and health profession als who had undertaken a n 
online learning module of training in health be haviour change and psychosocial f actors 
related to chronic cond itions preve ntion and self-management. Step 5 level of care 
would be provided by psychologists who are members, or eligible to be members, of the 
College of Health Psychologists.  

 

Costings 

The APS has costed t his 5 step intervention based on an initial tar get of 10% of the 
population. It is estimated that of this 10% of the population that 60% will access onl ine and 
other targeted information without the need for any further support as identified in  Step 1. 
The other 4 0% may re quire an a ssessment a nd advice with 60% o f these req uiring no  
further support. The percentage of people requiring increasing support decreases t o 3% in 
Step 5.  Based on these estimates,  the cost of  national implementation this initiative  would 
be approximately $13 3m. A brea kdown of these co stings is in cluded in Attach ment 3.  A 
smaller number of pilots could be trialled to more accurately determine t he take up rate and 
effectiveness of these interventions before implementing a national roll-out. 
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