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Context

Industrial background

Queensland Health (QH) is the Government department of the State of Queensland, Australia that administers and delivers health services to nearly 4 million Queenslanders in what is known as “the public health system”. QH describes this as follows:

“Through a network of 38 Health Service Districts and the Mater Hospitals, Queensland Health delivers a range of integrated services including hospital inpatient, outpatient and emergency services, community and mental health services, aged care services and public health and health promotion programs.” 

There are nearly 60,000 employees in occupational groupings as diverse as doctors (visiting and resident), registered nurses, enrolled nurses, assistants in nursing, allied health such as optometrists, physiotherapists and dentists, clerical workers, cleaners, maintenance workers such as builders, electricians, carpenters and head office administrators and managers.
The trade unions covering these workers are as diverse, with doctors covered by two unions, the nursing workforce by one union, the Queensland Nurses Union (QNU), the allied health workers covered along with clerical workers by a mainly private sector clerical and administrative union and administrative workers by a public sector union, cleaners by a mainly private sector multi-industry union and the maintenance workers by a range of craft based, industry and general unions. 

Terms and conditions of employment are set by collective agreements (known as Enterprise Agreements or EAs) underpinned by industrial instruments known as awards, the latter being determined (by consent of the parties or by arbitration) by Australia’s national industrial tribunal the Australian Industrial Relations Commission or the state equivalent, the Queensland Industrial Relations Commission. 

From the commencement of enterprise bargaining in 1993 (previously the awards alone set minimum terms and conditions of employment, although this was liberalised in 1987 with scope for “productivity bargaining” being introduced and there have always been negotiations for “over-award” payments in Australia) all occupational groupings came together through their unions joining a Single Bargaining Unit (SBU – effectively a set of bargaining agents) to negotiate with management. A series of enterprise agreements have been reached and this is the sixth round. Thus the process is known internally as EB6. (Enterprise Bargaining 6)

However in the last round (EB5) the nurses broke away from the SBU. Unable to reach an agreement with Queensland Health they took industrial action, came before the Australian Industrial Relations Commission and an arbitrated award was the result (known as the MX award after that section of the relevant legislation that grounded the jurisdiction of the Commission to make the award.) 

Other occupational groupings (with the exception of doctors [sessional Visiting Medical Officers] who have always negotiated separately) were covered by an enterprise agreement known as EB5. This agreement expired at the end of August 2005. 

The nurses’ MX award expired at the end of October 2005, and in early 2005 QH and QNU began informal and tentative discussions about the approach they would take to arriving at a replacement industrial instrument. A key question was whether they would rejoin the Single Bargaining Unit and negotiate alongside the other occupational groups. Another was whether they sought to reach an agreement with QH or whether another round of arbitration was on the cards.

Legal framework changing

The parties’ ability to have their claims arbitrated was limited by complex legal constraints written in the then industrial relations laws. However by 2005 it was clear that arbitration would be a limited option as the industrial relations laws were about to undergo massive changes. Far-reaching amendments to Australia’s industrial relations laws see the abolition of unfair dismissal laws for many workers, workers currently covered by State industrial relations being moved into a national (called Federal) system which will gradually see them removed from protective award coverage and a diminished role for the Australian Industrial Relations Commission.  Indeed as a result, the agreement reached between the QNU and Queensland Health, which is the subject of this case study, will be certified in the State system (QH is one of the few large employers in Queensland that will remain in the state system because it is not a corporation. All corporations are now covered by the Federal system)

Political crisis

In Australia everyone, rich or poor, uses the public health system. 

There is a large, and growing, range of private providers from private hospitals, medical centres, specialist providers in traditional and complementary health care (such as naturopaths, acupuncture etc) as well as General Practitioners (GP’s) The GP is the traditional family doctor and in Australia they can be accessed either free, though what is known as bulk billing, where the GP bills the federal Government, or at subsidised rates where the majority of the fee is recoverable through Medicare (the fee is capped and GPs can charge what they like but the patient only recovers the scheduled fee) The patient claims this from the Federal Government. This is not means tested. 

Private hospitals tend to be used by people wanting fast service or a particular doctor or service and the cost of this care is partly recovered by the patient from private medical insurance which is the way most Australian access private care. Medicare does not cover the cost of care in a private hospital. Private medical insurance is not compulsory and at last count only 43% of the population take it out.  

So the public health system is comprehensive and the only system available to many Australians. However it has been under great strain for many years. The funding base is complex with both Federal and State Governments providing funds – although the bulk of responsibility and funding comes from the state coffers (themselves largely dependent on general and constantly debated funding from the federal Government since Australians pay all their income and consumption tax to the Federal Government  which then passes it through to the States). Quite simply, with the growth and ageing of the population, (especially in Queensland where net migration from the rest of Australia and abroad is positive) public health services have been unable to keep pace with demand. Waiting lists, crowded emergency departments and hospital bed shortages are constant news items.

However in 2005 something happened in a Queensland hospital that was to bring this general situation into sharp relief.  After an extended period of frustration, the complaints of a senior nurse about the capacity and its consequences (deaths of patients) of an overseas trained doctor came to light. A political crisis ensued, with two major public inquiries into the allegations (the first inquiry itself was terminated in controversial circumstances) and an inquiry into the health system itself and what should be done to reform it. A change of Minister and Director-General, a mini-budget allocating $6.4 billion increased funding, a restructure of Department with a new organisational structure and new appointments at senior levels all occurred during the period of these negotiations. 

   Traditional approaches to negotiation
The State Government closely supervises public sector negotiations in Queensland, centrally determining (at Cabinet level) the parameters available to public sector managers for a given negotiation. Indeed, a wages outcome is usually set to apply to all public sector negotiations being conducted in a given timeframe and departments are required to submit their list of items and their dimension (specifically cost impact) in advance of commencing negotiations. The Department of Industrial Relations (DIR) play an important guiding role and generally provides an officer to sit at the negotiations with the management team from the relevant department.

Typically a union would submit its “log of claims” to management (a process followed in nearly all Australian negotiations) and management would examine it  and then work up its ideal position which would form the basis of a cabinet submission to gain permission to begin negotiations. The ideal position would be the mandate given to the management negotiators. 

Negotiations themselves would proceed in a traditionally adversarial way with each claim being debated, concessions made, some items being traded for others, impasses reached, threats made (and sometimes acted upon) and eventually a settlement being grinded out. Quite often the final moments would involve unions leaving the bargaining table to take their claims directly to the “political masters” of the negotiators – the Cabinet Ministers. (This where, as is currently the case in Queensland, the Australian Labor Party – which has organic links to the labour movement – holds the reins of government.) The final agreement has been known to be announced by the relevant Minister or even the Premier after emergency talks with the union/s, leaving the management negotiators out of the loop. 

This is far from an ideal pathway for management and employees to enthusiastically embrace the implementation of the agreement. In the nurses’ case the motivation for implementation after the previous bargaining round was further hampered by the result being arbitrated and various items being seen as unsatisfactory outcomes for one side or the other. 

Typically the claims made and agreements reached in negotiations are limited to a narrow range of distributive items directly relating to the terms and conditions of employment of employees – wages, hours, leave etc

Negotiations

The emergence of a new approach

In mid 2005 each party separately began to contemplate the approach they would like to take to the upcoming negotiations.

Their considerations included:


A preference to continue an occupational specific approach (QNU)


A preference for a negotiated rather than an arbitrated or politically imposed  outcome (QH and QNU) 


Dissatisfaction with the process that lead up to the last outcome (QH and QNU)


Dissatisfaction with the substance of the last outcome for nurses and the public health system (QH and QNU)


A desire to address a broader range of issues than narrow distributive issues (QH and QNU)


A desire to learn an approach to negotiation that would permeate all relations between nurses and QH, at workplace as well as institutional level

The political crisis cemented the importance of these considerations; however, they were present well before the crisis erupted. 

The Department of Industrial Relations guided QH towards the take-up of Interest Based Negotiations (IBN) as the approach best suited to meet their needs. QNU was also attracted to this approach and had discussed it with the Government in meetings held under the auspices of the Queensland Council of Unions.  The Annual Conference of the QNU held in July 2005 gave the union the go-ahead to embrace this approach for the coming round of negotiations and endorsed the notion that the negotiations be facilitated, a practice rarely embraced in Australia. . 

QH asked several consultants, including CoSolve and Schneider (Australia) Consulting working together, to submit proposals to facilitate the negotiations for all occupational groupings. The CoSolve/Schneider group were chosen by QH, in consultation with QNU, for the nurses negotiations, which then took place over a 7-month period from September 2005 to April 2006. 

Paralleling these developments were the Whole-of-Government negotiations for a wage increase and improvement in certain conditions for all public sector employees taking place between DIR (along with Treasury and Premier’s Department representatives) and all public sector unions under the auspices of the Queensland Council of Unions. These were to prove crucial for the nurses negotiation as, when it became clear that it would not be possible to finalise negotiations before the expiry of the MX award, work began on an interim agreement to encompass the wage increase of 4% agreed for all public sector employees and improvement in certain important conditions such as maternity/adoption leave, annual leave, long service leave, salary sacrifice and superannuation. 

Of linked significance were the negotiations with the medical workforce, also being conducted using an interest-based approach – although these negotiations were punctuated by much public noise and some industrial action. It is not uncommon for there to be tension between doctors and nurses and not least in the level of relative reward received.  A substantial wage increase was agreed for the doctors, with the total 3 year package costing around $900 million across around 4,000 doctors. This settlement certainly did not go unnoticed by the QNU negotiators or apparently, nurses on the ground.

Preliminary meeting

The nurses’ negotiations commenced with a preliminary meeting between the core members of each party’s negotiating team and the facilitators.  There was sufficient awareness of IBN to allow the parties to agree explicitly to its use, as well as an understanding that to maximise its effectiveness the traditional log of claims would likely constrain the parties’ conversation. However, it was still believed necessary for the union to provide management with a list of items for the negotiation, so it was agreed that “items of interest” would be forwarded by the QNU to QH. Importantly, however, these items of interest were not specifically addressed until quite some way into the negotiations. The parties also agreed that they needed to undertake joint training in IBN if they were all to be on the same negotiation pathway.

The Negotiating Committee (known as NIBB – Nurses Interest Based Bargaining) was large – six full-time union officials and two working officials, including the President of the union along with 6 full-time industrial relations and policy professionals (QH and DIR) and 8 working management representatives from diverse workplaces (including the Mater – a non-Government hospital that chooses to be covered by the public sector provisions due to its receipt of Government funding and provision of public hospital services). The group ran to around 20 members at any one session. IBN is ideally suited to large groups since in traditional negotiations debate in such groups tends to be limited to a couple of key people with a number of on-lookers who typically say their piece in caucuses. In contrast everyone is encouraged to have a say in IBN and this was a very lively Negotiating Committee. 

Joint Training

All members of the negotiating teams attended joint training however during the course of negotiations some people were added to the QH team who had not undertaken training. This had a variable impact on the negotiations – from significant and detrimental in a couple of cases (their participation was short lived) to largely benign due to the quality of the people concerned. 

Joint training played an important motivational as well as practical role (i.e. learning a model and developing the skills to use it). The parties were about to embark upon a real negotiation in contrast to an unrelated group training for the general application of this approach. This meant the degree of commitment to the approach and the level of trust in such commitment being shared became a motivational foundation for the practical skills of IBN to be learnt. 

It also allowed some real process issues to be discussed in a training context e.g. mandate generation and communication with constituencies, – before they were “in play” in negotiations.

Joint training (and indeed facilitation) was based upon the model put forward in the Harvard–MIT course Negotiating Labor Agreements.

Preparation

The parties decided to commit their ground rules to writing – developing a bargaining plan, which when signed (this occurred after the negotiations had commenced) was published to the QNU membership and QH management. A key issue addressed by this agreement was constituent communication, and both QNU and QH regularly published bulletins charting progress in negotiations. Whilst they decided not to publish  joint communiqués, preferring to address their respective constituencies independently, they did confer with one another on the content of communication and this ensured, firstly, an absence of surprises and, secondly, consistency in substance if not always in style.

It was the Bargaining Plan that supported another initiative that proved important in both the progress of the Interim Agreement as well as the negotiations for the full agreement. This was the endorsement of QNU “activists” in the workplace – members with a special role to communicate with all members and carry messages back to the QNU about their views.  

Opening

The parties set the scene for each other by making quite formal opening presentations. For example the QNU opening by the Secretary was a Power Point presentation emphasising the QNU vision for the health system and their members’ interests in this negotiation. QH took the opportunity to emphasise the dynamic period in which the organisation found itself and stated its commitment to using an interest-based approach to reform which did not only include using IBN for these negotiations but the entire reform of the system. 

Stakeholder interests

These openings allowed an expansive discussion over the stakeholders in the Queensland health system, only a couple of whom were actually present in these negotiations. Had the parties begun in the traditional manner by outlining their claims they would have been climbing aboard the moving footway of debate around a narrow set of solutions leading to concessions, trade offs, impasses, application of leverage and (possibly) eventual settlement without ever exploring the impact of their choices on others, territory outside the narrow distributional sphere and options for real solutions to real problems. 

The stakeholders identified were:

•
Nurses

•
Midwives

•
Families of nurses

•
Other staff/professionals

•
Queensland Health and Mater

•
Private health sector including nursing agencies

•
Executive Government

•
Parliamentary opposition

•
Citizens and community 

•
Potential and actual patients/clients/residents or family and friends

•
Consumer advocacy groups

•
QNU

•
Other unions including QCU

•
Professional bodies/groups

•
Education sector

•
Federal government

•
Other state governments

Generating interests for each of these stakeholders, whilst not of itself giving rise to option generation, was important in setting the scene for the vibrant discussion of interests in relation to each of the issues addressed. It demonstrated a remarkable level of agreement about values and goals which could be summarised as follows:

Quality outcomes 

•
Community health and well-being 

•
Patient care and recovery

•
Timely reliable service

•
Patients making informed choices

Resources

•
Adequate resources to meet quality outcomes

•
System affordable in terms of the resources made available

Organisation

•
Clear strategy, well communicated

•
Good leadership and management

•
A health system that is attractive to nurses 

•
Workforce meeting the ever changing needs of the community

Workforce

•
Professional nurses pursuing career paths

•
Constantly maintaining and updating skills

•
Respected by QH and the community

•
Secure in their jobs

•
A decent standard of living 

•
Ability to balance work and other life needs 

•
Sustainable workload

•
Meeting the ever changing needs of the community

Work environment and culture

•
A safe working environment

•
A supportive working environment

•
Nurses who influence and are involved in decision making

Community engagement

•
Community confidence in a health system with a good reputation

•
Communicating their expectations of the health system

•
Willing to fund the system to achieve these expectations

 Negotiations –the top half of the diamond

The Bargaining Plan had identified the general issues both parties wanted to       address in the negotiation as well as a timetable to address them. 

The issues as well as the approach taken to addressing them could be depicted as    follows:
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The challenge in IBN is to allow expansive identification of interests and options whilst slowly but surely coming to an outcome – or more realistically a package of outcomes that the parties believe best meets their mutual and separate interests. This negotiation was always going to cover a very wide range of subject matter but coming as it did in the midst of a system wide reform process, the requirement to thoroughly examine all aspects of work for nurses was particularly onerous. 

The approach taken was to focus on each of the subject matter areas named in the diagram above one by one and identify the key stakeholders’ interests then explore options available to meet these interests. 

In the course of doing so we found that information was needed before option generation could be fully exhausted and certainly before solutions could be arrived at. So at the same time as a myriad of interests and options were being identified nearly as many requests for data were generated. This meant that people from outside the Negotiating Committee were being called upon – this underscored the importance of the Bargaining Plan (it had been published so everyone knew what the group was doing). The significance of support for the process form the leadership of the organisations involved cannot be overestimated. For the QNU’s part, researchers were empowered to give the Negotiating Committee’s requests priority as the leader of the organisation was doing the asking. In the case of QH the leader (Director-General) did not sit on the Negotiating Committee, however she had informed the organisation of the priority of the negotiations so when departmental officers from all over QH were asked to provide data or come and present on an issue their support was forthcoming.

With each issue being dealt with sequentially, up to the options stage by the time we came to the middle of the diamond we had a plethora of ideas generated for each subject matter heading. 

The parties had not limited themselves to generating only options that would be appropriate for inclusion in an enterprise agreement. Indeed often in identifying interests and options the true nature of a problem had been uncovered and an understanding reached that only by systemic and long-term change could the issue be addressed. The parties had two insights:


Sometimes there was no claim that could be granted and implemented via an enterprise agreement or any industrial instrument that would solve this problem


Many of the problems and thus solutions were interdependent and action in one subject matter could positively or negatively impact another. 

Ultimately understanding the underlying causes of some problems allowed the parties to carefully craft approaches that they expect to deliver systemic and long-term change.

To manage this complexity the parties separated those options they could foresee being contained in an enterprise agreement, those that could be implemented by QH policy, those that required research or at least more information and those that required action from a party other than themselves.  The latter three categories were described as non EA options. 

It is significant that at this stage of the negotiation no options had been agreed, even tentatively, yet the parties were willing to sift, classify and discuss the practicality of all the options. In a traditional negotiation parties would shy away from reference to any options other than the positions they were advocating and defending and the prospect of constituents finding out that something not on this list had been seriously discussed would be positively spine-chilling. 

Negotiations –the bottom half of the diamond

The time had come to begin to conclude the negotiations. The time period envisaged in the Bargaining Plan for the whole negotiation had expired, with the interim agreement (which operated from the date of expiry of the MX award - late October 2005) buying a little more time – but no one was under any illusions about the need to move along with alacrity. The Interim Agreement expired on 26 March 2006. 

So the parties decided to tackle the non-EA options first.  They arrived at five priority areas that would require research and action, for which there was no quick fix. They were:


The development and implementation of a nursing recruitment strategy


Effective management of nursing workloads and nursing workforce planning


The adoption of a consistent approach to models of contemporary nursing practice


The implementation of a nursing education and development framework


The implementation of a work-life balance strategy for nurses

These five areas are the subject of a lengthy submission to the Director-General of QH which has been approved. The five areas will receive the necessary resources for both research and implementation stages. Joint QH/QNU working parties will be established for each of the five priority areas and will report back to the NIBB Implementation Group through the office of the Chief Nursing Officer of QH.   

To embark upon a process of sifting the EA options the parties identified criteria to judge the merit of the options. 

They were: 


Addresses the nursing shortage 


Recognition of parity of wages and conditions across the country – QNU only


The total package is competitive on a national basis – QH only


Fair and reasonable workloads 


Transparent, enforceable and consistent workload tool 


Places QH as an employer of choice 


Enhance professional status of nurses 


The agreement has mutual benefits for nurses and QH 


Provides a positive, supportive and empowering work environment 


Fair and equitable outcomes within nursing and across QH 


Delivers patient-centred models of care 


Support new models of care 


Provides certainty and security in employment 


Balances work and family 


Provides access to professional development 


Optimises scope of nursing roles 


Encourages nurses to work in specific areas of particular need/demand 


Forster’s openness, transparency and accountability 


Forster’s collaboration 


Implementable and enforceable 


Effective use of resources 


Account for the proposed federal IR changes 


Sustainable 


Acceptable to our constituencies 

Whilst of value (indeed great value when it comes to measuring success of implementation), to some extent the criteria repeated the interests of the parties – for criteria to be most effective in sifting options, particularly screening out some options, they should be objective and measurable. The only criteria upon which they could not agree precise wording – the one relating to parity or competitiveness, was the most objective and measurable of all the criteria. 

It became the focus of the next stage of the negotiations. The parties carefully examined the terms and conditions of employment for nurses in other states of Australia – particularly New South Wales since this is where Queensland would like to draw its recruits from and where Queensland nurses were heading. So for attraction and retention reasons both parties viewed the data with interest. 

Against this background, each of the options identified as being able to be contained in an enterprise agreement were thoroughly worked through. As well as considering them in light of the criteria, a discussion (which it must be said was more like a debate than the discussion in the first half of the diamond) was held. 

The parties looked at each option asking questions such as: 


What is the interest this option is aimed at?


How are things working at the moment?


What is the detail of the option proposed?


What would the advantages of this option be?


What would the disadvantages of this option be?


Can these disadvantages be mitigated?


Are there other options that achieve the same outcome?


Is there any more data required to settle this?


Does this link to any other area?


Can we agree an outcome, procedural or substantive?

A more traditional negotiation might have begun its deliberations at this point. Furthermore the data on parity or competitiveness might have been disputed and concessional bargaining ensued to arrive at an outcome.  

The Negotiating Committee turned its attention to remuneration, the standard territory of traditional positional negotiations but instead of debating a wage rise the parties worked together to look for a package that would meet their preferred criteria – this gave rise to a different discussion entirely than might have occurred if the parties were debating a wage rise in the absence of any criteria at all. Indeed a salary spine was arrived at which whilst not agreed, certainly had attractions for both parties. Other remuneration options were more problematic. With some exceptions, the discussion of each option left the option on the table at a point where we needed to eliminate some and expand on others. As something of a short cut the parties agreed that QH would respond to the options with its position (understood as such).

It must be noted here that management had proceeded to this point with the specific understanding from all parties that the process being followed was a deviation from past public service practice that they had explicitly pursued in order to give IBN a real chance of taking the parties in directions they had not gone before. The QH negotiating team however, at this point, formed the view that now was the time to obtain a more definitive mandate.

Departing from the set piece model of IBN presented in joint training (where the parties would continue to negotiate until a package was tentatively agreed and only then would it be put to both constituencies for feedback), QH selected, from amongst the many options fielded by the Negotiating Committee, a range of options they believed would combine to provide a good agreement. They presented this package to Government for endorsement and, having obtained this, returned to the negotiating table and presented the package as a proposal to the QNU. Since it was now the subject of a mandate from Government, the QH negotiating team had little room to move. Notwithstanding this, the immediately ensuing discussions were harmonious and constructive. Given the mandated compass of the QH negotiators, the QNU agreed to put the proposals to their membership for their feedback.

Whist this was occurring in the arena of industrial negotiations, at the political level the cat was out of the bag. A report on the progress of negotiations, including the details of the proposal, became a media story that implied an agreement had been reached. 

The feedback from the QNU membership was that the proposal was insufficient and so it was back to the negotiating table, but with the QH negotiation team constrained in the refinements it could agree to make to the proposal. 

Time was now of the essence – the interim agreement had expired, the doctors had successfully returned to the Government for a second bite of the cherry (increasing their original $633 million package by $272 million),the media thought the deal was done, a terrible cyclone in the north of the State had taken the attention of the Government and the parties knew that a package must be arrived at. 

A draft in principle agreement was now the focus of the parties – the spirit of IBN was at the table but the parties knew they were bargaining in a traditional manner against a time deadline. A last minute potential deal breaker was a reminder to all that stakeholder interest identification is important: at the outset one of the occupational groups identified as having an interest in the outcome was midwives. The arrangements for implementing new models of midwifery became crucial to reaching an agreement. The arrangements for this group had not been worked through in the top half of the diamond so this became an issue with the potential to threaten the entire negotiation. However, when the Negotiating Committee did finally turn its mind to this issue it did so in the spirit if not the methodology of IBN, and an arrangement was agreed that the parties (most importantly the midwives themselves) believe will facilitate the implementation of innovative models of care. 

In the grand tradition of orthodox negotiations an agreement in principle was reached at 9 pm on 4 April 2006.  The proposed agreement will have effect from 27 March 2006 to 26 March 2009. The agreement must now past muster with the nursing workforce. A period of consultation followed by an affirmative ballot amongst the nursing workforce must take place before the agreement is consummated.  The parties are part way through this process at the moment. 

The agreement will provide enhanced terms and conditions of employment worth over $1 billion over the life of the agreement covering around nursing 20,000 employees. However this kind of summary, often the extent of the description of agreements by the media does not do justice to this agreement. It is an agreement which will have impact upon the workings of Queensland Health at every level across a broad range of fronts meeting the needs of QH management as much as those of nurses.   The parties themselves see that the agreement is the start of a process not the end of one, as is so often the case in collective bargaining. The Nurses Interest-Based Bargaining forum will next finalise an implementation plan (based around the agreed criteria) to track and measure the progress in implementation of the agreement. As well as the conduct of the work of the five priority areas, the NIBB (renamed the NIBB Implementation Group) will oversee work on nursing role development, implementation of Enrolled Nurse Advanced Practice positions, appropriate use of temporary engagements and maximisation of permanent employment, best practice rostering and support for the further education of Assistants in Nursing through the attainment of certificate III qualifications. 

Conclusion

A one-off?

There is so much at stake for QH and the QNU that they are expected to continue to adopt an IBN approach to their relations. Will the use of IBN in these negotiations influence the approach taken in the balance of QH or indeed elsewhere in Queensland and Australia? Given the extraordinary circumstances facing QH and the QNU it is easy to see this path-breaking negotiation being put down to the times rather than the process. However if this is the case the balance of the health workforce would have been involved in negotiations of a similar quality. They have not. 




