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Introduction 

Good afternoon. 

I’d like to thank the conference committee for inviting me to give a keynote address on power, 
politics and money 

One of the expected outcomes of this conference is that as conference delegates you will feel 
empowered to contribute to policy development and decision making at local, state and national 
levels 

Today I’ll share with you some observations based on my experience regarding effective 
strategies for influencing the policy agenda. 

I’ve been asked to make some introductory comments about how allied health is presently 
positioned to influence the policy agenda, and future directions for allied health. 

I’ll then spend the majority of the time describing how I believe we can get there. 

How is allied health positioned now? 

At the national and state government level 

At the national and state government level allied health workforce issues are now well 
recognised.  

There is allied health representation of the Australian Health Workforce Advisory Committee 
(AHWAC) and a number of projects have commenced specifically targeting allied health or of 
relevance to allied health professionals.  

Of specific relevance to allied health are initiatives to investigate: 

 allied health workforce data improvement 

 a new focus on team based service planning and integrated care 

 clinical education pressures and linkages between health and education sectors developing 

 rural workforce issues continue to attract policy attention 

 quality and patient safety improvement with significant associated funding. 
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I won’t describe these in detail because Brenda McLeod, the NSW Principal Allied Health Adviser 
and AHWAC allied health representative will do so later in the conference. 

Several state health departments have employed allied health policy advisers and I think it is fair 
to say that these positions have been influential in setting the national and state agendas for 
health workforce planning in general , while ensuring that specific allied health issues are also 
recognised. 

SARRAH and the Health Professionals’ Council of Australia (HPCA) also provide formal 
representation for allied health on committees and working parties convened by the Australian 
Government Department of Health and Ageing.  

I think there is universal recognition by all jurisdictions that the future of safe and high quality 
health services will depend on multi-disciplinary teamwork and improved integration of services.  

This of itself will ensure better recognition of the role of allied health services in the development 
of new policy. 

So I’d give allied health’s profile and potential to influence the health agenda the ‘thumbs up’ at 
the national and state government level. 

At the professional level 

From the outside, for example from the ‘policy elite’s’ perspective, health professional 
associations in Australia are: 

 inward looking - profession centric 

 conservative - bound by history and tradition 

 education and professional standards are core business 

 elitist, protectionist and expansionist 

 lacking connection to the community 

 slow to recognise and respond to changing  health sector needs 

 politically un “savvy” 

 poorly structured for effective decision making in and influencing the health policy context. 

A year ago I presented a paper at the national allied health conference in Adelaide titled 
Professional Protectionist Policies – Strategies for Survival or Extinction?  

In the paper I said: 

The structure and culture of the current health care system reflects its origins in the early 20th 
century and the professions are largely frozen by tradition. 

While some non medical professionals reject a medical model of health care service delivery, most 
emulate medical models with respect to attempts to increase power, status and influence within the 
health care system. 
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Unfortunately these strategies are out of step with the future realities and I’ll explain why I say that 
shortly. 

While the professions continue to be inward looking and some would say self serving, 
governments and the community are increasingly demanding that health services are patient or 
client centric and accountable. 

If the predicted reduction in workforce supply is anywhere near the mark the health professions will 
be struggling to maintain membership. It will not be possible to protect turf in the face of chronic 
workforce shortages and hardly sensible to expand scope of practice into marginally relevant areas 
or advocate for more of the same positions and services. 

The health professions attract some of the highest academic achievers in Australian society as a 
function of competition for places. This does not mean that only the highest of fliers can 
successfully join the professions, although they would like you to think so. This elitism ensures that 
the professions do not reflect the multi-cultural society in which we live. 

The best interests of those parts of the population that bear the greatest burdens of poor health will 
not be met until the best health care is delivered by those who fully understand their cultural 
traditions. 

Finally, the rules and regulations that govern health care practice are largely the province of the 
professions. Measures to  improve  public accountability and confidence are slow to emerge. As 
the system pushes for measurable and transparent outcomes the professional community must 
develop the capacity to contribute meaningfully or run the risk of losing their autonomy and 
influence. 

It is clearly the role of professional associations to advocate for the interests of the professions 
they represent and historically they have done so well but I believe that traditional approaches 
are inadequate to deal with the  rapidly changing health, welfare and education sectors and 
changing community expectations. 

The ability of professional association representatives to provide informed, constructive and 
credible input is critical to the future of the professions. 

Indeed the health professions and their leaders must learn to better balance individual needs and 
professional self interest with system and population needs and constraints if they are to remain 
credible and relevant. 

To emphasise this I’d like to quote from a paper published in the Millbank Quarterly in June 2002 
by a Yale academic, Mark Schlesinger.  

The paper is titled A Loss of Faith: The Sources of Reduced Political Legitimacy for the American 
Medical Profession. 

Everywhere in the United States the professions have reached new heights of social power and 
prestige…yet everywhere they are also in trouble, criticised for their selfishness, their public 
irresponsibility, their lack of effective self-control, and their resistance to requests for more lay 
participation in the vital decisions professionals make affecting the public. 

The paper describes the findings of research to identify the reasons for the decline of medical 
authority. 

It makes a distinction between the attitudes of the public and policy makers – a group he calls the 
political or policy elite – both politicians and public servants. 
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The author found that 

The general public’s support for professional influence was modest at best. Slightly less than half 
of all Americans thought that physician controlled health care reform would be good for the 
country. Attitudes towards physician’s influence over health care policy making were even less 
positive. 

He stated 

If public support for medical authority is luke warm, the attitude among policy elites is downright 
chilly. Elite respondents expressed outright hostility towards physicians influence over policy 
making. 

The take home messages from this study are equally relevant in Australia and they are that: 
firstly, the political legitimacy of health professionals appears to depend crucially on how much 
the professions are trusted to exercise political influence in the public interest; and secondly, 
health professionals may gain support for a more active societal role if they are able to more 
effectively articulate an agenda for political action that resonates with a broader notion of public 
good. 

The antidote to the old ways of operating was described in the recently published farewell 
address (No turning back: the College, health care and politics, Australian and New Zealand 
Journal of Psychiatry, February 2003) by Jonathon Phillips, President of the Royal Australian 
And New Zealand College of Psychiatry.  

He recommended that the College adopt a more external focus, become more aware, astute and 
expert regarding the health policy agenda, engage with the community and other health 
professions and restructure so that the College can respond, swiftly, appropriately and 
proactively regarding mental health policy. 

I think this would be pretty good advice for all health professional associations. 

At the individual/local level 

Based on my observations I don’t think the situation is that much different for individual health 
professionals. In the public sector at least health professionals continue to be: 

 inward looking - profession centric, isolated, competitive 

 individual client focused 

 passive or cynical or exhausted or invisible 

 disconnected from the bigger picture 

 under-represented in decision making 

 lacking direction and leadership 

 intelligent, resourceful and committed. 

At an individual and local level, the task of advocating for yourself, allied health services and the 
communities you serve, can appear overwhelming and never ending. 
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The small numbers, relative recency and fragmentation of the allied health professions also 
make it more difficult. 

But probably the most significant barrier to achieving our goals is our education and socialisation 
into the professions. We have superb technical skills and knowledge but very limited appreciation 
of the health systems in which we work, especially how decisions are made. This puts us at a 
disadvantage when we attempt to influence policy and decision making – often also putting us 
offside with management and policy makers in the process. 

So how can we get there and what can we do differently? 

To begin with we need to understand how policy makers view the preferred future because this 
will drive policy and resource decisions about health care.  

We need to appreciate how important our responses to change are in determining our future. 

It’s not the strongest species that survive, nor the most intelligent, but the most responsive to 
change. (Charles Darwin) 

The degree to which we demonstrate willingness to contribute to the agenda as opposed to 
resisting change will be the degree to which our contributions will be valued. 

When change is inevitable, all the options must be canvassed, including those which are 
complete anathema to our interests. Only in this way can we work towards a preferred outcome 
and derive plans to deal with those options which are completely unacceptable. 
And we must have a clear understanding of the objectives we wish to achieve otherwise there is 
no chance of communicating effectively. 

Lobbying effectively 

Lobbying is about persuading someone to do what you want. 

The modern requirements of lobbying mean that there is little chance of success unless you are 
in possession of the facts and able to use them in the most effective way – packaging these to 
enhance your case and grab the attention of busy people. 

Here are some critical factors to maximise the chances of your message being heard. 

 target the individual/group at the appropriate level to address your concerns 

 the aims of a lobbying campaign must be reasonable, believable, achievable and the results 
must be measurable 

 never design a lobbying program around a negative campaign designed to highlight a 
problem unless you are also able to come up with a way around the problem which suits 
your own ends and is acceptable to the entity you are lobbying 

 in the case of governments they are interested in applying socially, politically and economic 
acceptable solutions to problems capable of resolution. 
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It also pays to know in advance the position of the person you are lobbying and to develop a 
different set of tactics for each. Is the person a champion, an ally, a fence sitter, a mellow 
opponent or a hard core opponent? 

You will need a different set of strategies for each type. For example, champions need good 
information and assurance that there is visible support for the case you are representing. Allies 
will be on your side but can be pushed to do more. Mellow opponents are not inclined to be 
active – lobby them but not enough to get them angry. Try to highlight the extreme position of 
hard core opponents so that others are hesitant to join them. 

When lobbying face to face it is important to: 

 establish your agenda and goals 

 listen well 

 be prepared but don’t feel you have to be an expert 

 don’t stay too long – be concise and get to the point quickly 

 remember you are there to build a relationship 

 remember that follow up is important. 

Power anyone can use 

Now, let’s look at some of the personal characteristics which can make or break your attempts to 
influence. 

As a starting point allied health professionals need to understand that they can and do exercise 
power at all levels by virtue of two characteristics – expertise and substance. 

If you do nothing else you can and should work hard to develop these characteristics. 

Expert power is your specialised knowledge of some facet of your organisation’s work, an issue 
or problem (and solutions). People will turn to you for advice and guidance in this area. 

Referent power is your “substance”. One of the most effective styles of power, it can serve 
people at any level of an organisation. It means people identify with you, they admire what you 
stand for and generally feel better when they are around you. People will trust you to walk your 
talk and they will choose to follow. 

How to be personally influential 

Develop and work on the personal characteristics that will improve your chance of a hearing. Be 
genuinely patient/client and community focused. Be realistic in your expectations and demands. 
Be open, able to listen and share information, not defensive & not territorial. Be co-operative not 
confrontational. Use coalitions and get support. Be assertive not aggressive. 

In 2002 I surveyed allied health leaders and senior managers in Queensland Health to find out 
what they believed were the most and least effective characteristics of allied health managers. 
Interestingly, there was little agreement about this across the two groups.  
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Senior managers most valued team capabilities, service orientation, political awareness, self 
motivation, conscientiousness, self control and self confidence. 

Allied health managers most valued leadership, trustworthiness, empathy and 
conscientiousness. 

However there was strong consensus about the behaviours they found a “turn off” and 
ineffective. 

I summarised these using the four quadrants of Goleman’s Emotional Intelligence framework.. 

Self awareness Social awareness 

No insight 

Over confidence 

No big picture thinking, narrow task or profession 
focus  

Lack of respect for others, do not value differences 

Self Management Relationship Management 

Negativity, whingeing, reactive, focus on problems  

Poor priority setting, focus on minutiae  

Poor time management  

Don’t deliver 

Poor team player  

Poor communication  

 

 

This can happen to any of us on a bad day but should not be the public face  we show to the 
world. 

In conclusion – take the time to build relationships 

Lobbying at whatever level is about communicating to influence – building a relationship of 
mutual trust and respect. 

Your “social capital” or referent power will in most instances be more effective than any other 
strategy. 

This means that you will need to take the time to build relationships with those you seek to 
influence before you need to influence them - with those who have already identified themselves 
as champions and allies - and with others who could be allies. 

In particular, we should be sufficiently mature and secure to celebrate all successes, whether 
ours or someone else’s, which contribute to better health outcomes for the community. 

I’ll finish with a quote from Anna Yeatman, a policy analyst writing about the extraordinary 
achievements of individuals in influencing health policy. She wrote 

What all these policy activists demonstrated was …commitment and passion, imagination and 
vision, good management skills and the capacity for strategic networking….theirs is not an heroic 
style of activism for its effectiveness depends upon either an often subtle and quiet facilitation of 
the work of others or….as public resources have become more tightly rationed, an attempt to make 
poorly designed policies work. 

and to me that sounds like a challenge that SARRAH can get stuck into. 
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