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will help to maintain an excellent health service in Tasmania.
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Executive Summary

On 9 September 2003, the Tasmanian Minister for Health and Human Services,
David Llewellyn, announced the formation of an Expert Advisory Group to examine
the operation of Tasmania’s major public and private hospitals. 

The Expert Advisory Group (the Panel) was to examine the operation of Tasmania’s
public and private tertiary hospital sector and, having regard to the existing financial 
circumstances, provide advice on strategies to – 

1. reduce the waiting times for elective surgery;
2. accommodate the increasing demands for renal dialysis, endocrinology, medical

oncology and haematology;
3. minimise the numbers of acute care beds being utilised by patients eligible for aged

care placement
4. maximise the utilisation of limited, high cost technology, equipment and services; 
5. more effectively recruit, utilise and retain the hospital workforce;
6. further develop the capacity of the hospital sector to provide clinical education and 

training at undergraduate, post graduate and specialist levels; and 
7. ensure that effective co-operative arrangements are in place to deal with the 

demand for hospital services in the case of major emergencies.

Over an 8 month period the Panel conducted a two stage process of consultation.
The first stage of the review involved consultation with hospital staff and patient 
representatives, from across the public and private sector, in order to develop a 
considered set of ‘Options for Discussion’ for public consideration.  The second stage 
of the review involved actively encouraging a public response to this Issues Paper 
and consideration of the 190 submissions received. 

Terms of Reference for the Expert Advisory Group, and the Review of Key Issues for 
Public and Private Hospital Services in Tasmania, are detailed in Appendix 1.
Participants in the first round of consultation are listed in Appendix 2.  Participants in 
the second round of consultation are listed in Appendix 3.

In addition to the consultation process, members of the Panel made themselves
familiar with a great deal of the information available in relation to the current
workings of the hospital system in Tasmania.  Some of the data is included as 
background to this report.  Information on Tasmanian hospitals; ambulance and 
emergency services; and the structure and process of quality assurance are set out in 
Appendices 4, 5 and 6, respectively.

The main body of the report contains recommendations that have resulted from this 
process of consultation and review.  Two of these recommendations have provoked 
considerable interest from both Tasmanian health care providers and the general 
public.  The first is the concept of the dedicated service centre.  This is a proposal to 
refine the current statewide structure of hospital services in Tasmania in order to 
create centres with a ‘critical mass’ of clinicians and procedures.  While this is 
discussed in the body of the report, Appendix 7 provides additional details. 

The second, and related, recommendation that became prominent during the review 
was the proposal to consolidate public hospital services into a single site in North 
West Tasmania.  This recommendation is discussed in the body of the report.  The 
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reasons for the recommendation and other relevant data are provided in more detail in 
Appendix 8. 

The report commences with an overview of issues facing all health care systems in 
the industrialised world and the different ways in which governments are choosing to 
deal with these challenges.  All Australian governments face health issues, including
the ageing of the population, the increasing cost of new health technologies, the 
increasing cost of recruiting and retaining specialist staff, and the need to maintain
the highest standards of patient care.

In addition, the Australian Institute of Health and Welfare data indicates that, in a 
number of health care professions, Tasmania is at a disadvantage compared to most
other jurisdictions.  At the time of writing, Tasmania has less than the national per 
capita average number of dentists, employed medical practitioners (clinicians and 
non-clinicians), hospital non-specialists, physiotherapists, registered and enrolled 
nurses, and specialists. 

Currently, Tasmania relies upon overseas-trained medical staff, particularly in the 
rural and regional areas of the state, but also in Launceston and Hobart.  While this 
mitigates the problems of recruitment, some overseas-trained health care 
professionals do not possess full Australian registration.  Reliance upon this 
workforce is an unsure and high risk strategy for the long run. 

The pressures to resolve these problems in Tasmania are as great, if not greater, than 
elsewhere because the population is ageing more rapidly than in the rest of Australia 
and the cost of providing services is proportionately greater because of diseconomies
of small scale and the difficulties in serving a dispersed population. It is against this 
background that the review was commissioned and this report prepared.

If there is a single message to take away from this report it is the vital importance of
Tasmania becoming a more attractive location for health care professionals.  This 
state is a very small player in a global market in which there has been an increasing 
excess demand in recent years. 

The global environment is described in the following passage:

National health systems throughout the world face a number of pressures in 
common related to demography, epidemiology, developments in science and 
technology, medical demand, and rising public expectations.  These pressures are 
producing convergence in the objectives and activities of these systems in several 
key areas, including cost containment, health promotion, expansion of access,
primary health care, patient choice, and the linkage between health and human
services.  At the same time, it is also necessary to recognise the role of political and 
governmental processes, as well as clinical and professional variables, in shaping 
different society responses to health care challenges (Mechanic and Rochefort, 
1996).

While this report has gathered and recorded public, professional, and expert opinion, 
it is our elected representatives who will shape the state (and national) response to 
this evidence on our behalf.  The decision of whether and when to allocate resources, 
and how and where those resources will be spent, is theirs.

The Panel has been impressed by the level of interest and participation in this review
by a number of Members of the Tasmanian Parliament and Tasmanian Members of 
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the Federal Parliament.  It is hoped that the recommendations from the review will be
considered in a spirit of non-partisan cooperation and that this report will be used as a 
resource for the formulation of policy by parties from all sides of politics, both now 
and into the future.

The 34 major recommendations of this review are as follows: 

Issue 1: Reduce waiting times for elective surgery

1.1 That the Tasmanian and Australian Governments support the development of 
clinical service frameworks in Tasmania, having regard to the standards set out 
by the National Service Improvement Frameworks

1.2 That the Tasmanian Government support a process by which each category of 
elective surgery be subject to  peer review across disciplines within Tasmania, 
and national benchmarking against similar hospitals through the Health 
Roundtable process. 

1.3 That the Tasmanian Government moves to a flexible system which creates
financial incentives for increasing throughput while capping expenditures and 
implementing appropriate forms of quality assurance.

1.4 That the development and trial of a Tasmanian Casemix methodology be 
continued and that Tasmanian public hospitals undertake an analysis of day 
surgery rates at the DRG level to determine if further efficiencies can be gained 
in this area.

1.5 That the Tasmanian Government develop a specialised ‘dedicated service 
centres’ structure in order to support increased levels of elective surgery. 

Issue 2: Accommodate the increasing demands for renal dialysis, 
endocrinology, medical oncology and haematology

2.1 That the results of the Tasmanian ‘whole-of-Government’ approach to health be 
reviewed to identify any further opportunities to improve and accelerate the
health promotion campaign, and that these results be made public in an annual
‘Health Report’ from the Chief Health Officer.

Accordingly, that the Tasmanian Government implement targeted public 
information campaigns on the early detection and treatment of chronic disease,
having regard to appropriate settings and appropriate evidence.  Each campaign
should be properly evaluated.  Information on these, and other services, should
be included on the Department of Health and Human Services website. 

2.2 That the Tasmanian and Australian Governments continue to identify and 
implement the development of primary health and community care networks for 
the treatment of chronic disease. 

2.3 That, to ensure the provision of high quality services, the Tasmanian Government
creates a dedicated service centres structure which draws upon partnerships 
across the public and private sectors, and other relevant bodies. 

2.4 Having regard to patient preferences, that the Tasmanian Government conduct 
an economic evaluation of the costs and benefits of an expansion of home, rural, 
and regional treatment options for chronic disease and palliative care. 
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2.5 That the Tasmanian Government monitor the impact of new models for the 
treatment of chronic disease and that, following from this, an appropriate
upgrade of the relevant ambulance, or patient transport, service be implemented 
before any significant relocation of services are effected. 

Issue 3: Minimise the numbers of acute care beds being used by
patients eligible for aged care placement 

3.1 That the Tasmanian and Australian Governments, in consultation with other 
relevant stakeholders, investigate the feasibility of the development and trial of a 
single funds pool for all Tasmanians, for explicit core services within the health,
aged, and community sectors in Tasmania.

In the interim, it is recommended that the Australian Government make available 
to the Tasmanian Government, or appropriate community organisations, the 
residential age care funds that have been allocated for residential care beds but 
are unspent, to enable the purchase of other accredited forms of care. 

3.2 That the Partnership Agreement for Positive Ageing be used to increase the 
number of residential aged care beds available to the community, thus reducing 
the existing pressures on acute care hospital beds.

3.3 That the Tasmanian and Australian Governments, private hospitals, residential
care providers and other key stakeholders, develop and implement options to 
improve the capacity of residential care facilities to supply increased levels of 
health care support to residents.

3.4 That the Tasmanian and Australian Governments, private hospitals, residential
care providers and other key stakeholders, further develop alternatives to
inappropriate admissions to acute care by increasing the capacity of other 
sections of the service system to provide alternative forms of aged care.

3.5 That the Tasmanian Government, private hospitals, residential care providers,
and the Australian Government work to increase linkages across existing 
services and, more specifically:

That these bodies work together to review and refine systems of care, 
including formal hospital admission and discharge protocols, especially in 
relation to residential care, to ensure consistent, high quality, and safe care in 
the most appropriate setting.

That these activities be supported by the integration of residential care 
discharge management data into the public hospital clinical intranet.

That rural hospital sites increase their capacity to provide care awaiting 
placement and step-down convalescent care for patients within their area, or, 
where rural hospitals continue to be under-utilised, that these convert to Multi-
Purpose Services which provide these functions.

Issue 4: Maximise the use of limited, high cost technology, equipment 
and services 

4.1 That strategies to develop and expand technology partnerships, within the
dedicated service centre framework, be pursued and, in particular: 
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That the Tasmanian and Australian Governments, in consultation with the
University of Tasmania, develop Tasmania as an innovation site for 
technologies.

That the Tasmanian and Australian Governments, and Tasmanian private 
hospitals, include the sharing of high cost technologies in the development of 
any partnership agreement, and develop policies that enable equipment
sharing across the public and private sector.

4.2 That the Tasmanian Government continue to develop a statewide approach to 
the effective purchasing of equipment and technologies, with an emphasis on 
prompt processing, consistent with customer needs. 

4.3 That the Tasmanian and Australian Governments, continue to examine options 
for the minimisation of adverse events, particularly those adverse events
preventable by technology, regulation and system reform. 

4.4 That the transport and accommodation needs of patients, their families and 
carers be considered when reducing the duplication of high cost technology,
equipment and services through implementation of the recommendations above. 

4.5 That the Tasmanian and Australian Governments, in consultation with private 
hospitals and other key stakeholders, examine the expansion of home 
technology options that would increase the independence of ‘at risk’ patients 
once they have returned from hospital. 

Issue 5: More effectively recruit, use and retain the hospital workforce 

5.1 That such authority as is necessary be devolved to the Chief Executive Officer 
(CEO) of each public hospital to facilitate the efficient administration and function
of the hospital and that, subject to compliance with Government policy and
guidelines as laid down in the State Service Act 2000: 

That the CEO have authority to effect changes to hospital’s administration.

That the CEO have authority to effect changes to other policies concerning
the professional workforce. 

5.2 That approval processes for the creation of positions for health professionals
within the State’s public hospitals be streamlined for the creation, advertisement 
and appointment of such positions, so as to ensure continued availability of 
operational establishment within each clinical division.

5.3 That there be developed within each hospital sufficient personnel competent in 
the provision of Human Resource Services to enable the devolution of human 
resource management to the individual hospitals.  Included in the responsibilities
for these officers would be advice and direction regarding workforce related
issues including employee contracts, implementation of various industrial
agreements as they relate to services provided in accordance with the State
Service Act 2000, and such other issues requiring resolution which may relate to 
the said agreements and Act. 

5.4 That the Tasmanian Government be urged to continue to build partnerships 
between the University of Tasmania, the Australian Government, the State’s 
public hospital network, and private hospitals in each region, to maximise
opportunities for health professional education at both the undergraduate and 
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postgraduate levels, together with a significant growth of the research program
carried out under the auspices of the University’s Faculty of Health Sciences. 

5.5 That targeted programs be implemented on behalf of Tasmanian public hospitals
to encourage the retention of Tasmanian trained medical, nursing and allied 
health professional graduates, together with a complementary campaign to 
encourage health professionals who have moved from Tasmania to expand 
career opportunities, to return to the Tasmanian public hospital system. A 
comprehensive workforce recruitment and retention plan should be developed by 
the Department of Health and Human Services to increase the likelihood of 
success of these programs.

5.6 That dedicated and general state hospital service centre staffing levels be
established in accordance with appropriate national benchmarks for the 
specialist clinical workforce (such as the recommended staffing ratios set down 
by the Australian Medical Workforce Advisory Committee), so as to ensure
sufficient ‘critical mass’ in the relevant clinical specialties and the sustainability of 
those services. 

5.7 That the public hospitals located within each region be encouraged to develop 
strategic partnerships with private hospitals located within their region to facilitate
greater reliability in the recruitment and retention of staff and in the utilisation of 
high cost equipment, which may be unsustainable for either the public or private
sector alone.

5.8 For North West Coast Hospital services –

5.8.1 That, as a frontline entry point for Accident and Emergency cases
within the North West region, there be fully functional Emergency 
Medicine Services located at the Mersey Community Hospital, 
Latrobe, and at the North West Regional Hospital, Burnie. 

5.8.2 That the Mersey Community Hospital Emergency Medicine Service 
integrate with the North West Regional Hospital Emergency Medicine
Service, so as to optimise the availability of appropriate personnel,
thus ensuring the availability of fully functioning 24 hour Accident and 
Emergency facilities in both localities.

5.8.3 That ambulance and other patient transport services be reviewed and 
appropriately upgraded in a timely manner to ensure all patients equal 
access to the region’s hospitals.

5.8.4 That, in order to secure medium to long term sustainability of 
specialist services, there be a consolidation of the specialist clinical
workforce within the North West region – predominantly at the North 
West Regional Hospital, Burnie –and that there be a progressive 
implementation of dedicated and general service centres in 
accordance with the recommended state-wide strategy for the State’s 
public hospitals.

5.8.5 That, to determine the most appropriate location for long term
dedicated and general service centres, the processes for ongoing
consultation and decision making recommended by Professor Peter 
Cameron and the members of this Panel be followed.
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Issue 6: Further develop the capacity of the hospital sector to provide 
clinical education and training at undergraduate, post graduate and 
specialist levels 

6.1 That the Tasmanian and Australian Governments (including health and education 
departments), the private health sector, the University of Tasmania and the 
TAFE, develop and implement a long-term strategic plan that links Tasmania’s
health care education and workforce needs, including 

exploration of different models of professional education across all sectors

 use of flexible delivery to increase and improve access throughout the State
for all professions 

increased trainee positions in the State for Tasmanian graduates 

the strengthening of the links between service delivery, education, audit, and
research.

examination of means for improving the retention of health care
professionals after they have completed their training

6.2 That the Tasmanian and Australian Governments (including health and education 
departments), and the University of Tasmania review current levels of funding for 
clinical education within the public hospital system and the Faculty of Health 
Sciences, and plan to meet current and increased future workforce needs for the 
State

Issue 7.  Ensure that effective co-operative arrangements are in place to 
deal with the demand for hospital services in the case of major 
emergencies

7.1 That all health and human services staff be made aware of their role in
emergency/disaster management as part of their employment information and 
orientation to their own organisation and that on-going ‘refresher’ information be 
distributed throughout the system, including information to the general public.

7.2 That the Tasmanian Government, within the framework of the Statewide Disaster 
Plan, provide ongoing executive support to the Regional Medical Coordinators to 
assist in the development of regional coordination and to ensure continuity of 
communication and progression of the Regional Disaster Management Plans. 

7.3 That financial issues associated with disaster planning be identified and resolved 
by the Tasmanian Government, private hospitals and ambulance service 
providers, Divisions of General Practice, and other relevant parties. 

7.4 That ‘back-up’ arrangements with other States and Territories, within the 
framework of the Australian Health Disaster Management Policy Committee, are 
further developed as a safety net for Tasmania’s limited capacity.
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Introduction

This review is a consequence of the reform process that was initiated during the re-
negotiation of the Australian Health Care Agreements (AHCAs).1  In April 2002 
Australian Health Ministers agreed to a new approach to the renegotiation of the 
AHCAs, on the basis that: 

Commonwealth/State relations in the health arena should focus on the provision 
of optimal care and health outcomes, regardless of jurisdictional boundaries. 

It is in the best interests of all Australians for the Commonwealth, States and 
Territories to work co-operatively to improve the health and wellbeing of the 
community and the way in which health services are provided.

In this context, it was proposed that the 2003-08 AHCAs should contain the 
principles, objectives and proposed health outcomes designed to achieve those 
objectives.  It was subsequently decided that the following nine reference groups 
would provide reports to inform the development of the next AHCAs: 

Interaction between hospital funding and private health insurance 

Improving rural health 

Interface between aged and acute care 

Continuum between preventative, primary, chronic and acute models of care 

Improving indigenous health 

Improving mental health 

Information technology, research and e-health 

Quality and safety

Collaboration on workforce, training and education 

The reference groups reported to the Australian Health Ministers Conference in 
September 2002.  Following the decision by the Prime Minister that health reform
would not be addressed in the AHCAs, State and Territory Health Ministers agreed to 
maintain momentum on reform by convening a Health Summit in each jurisdiction.

A bipartisan and independent group of more than 250 consumers, doctors, nurses, 
allied health and other health professionals in leadership positions within the health
sector attended a National Health Summit, held in Canberra in August 2003 (AHCS, 
2003).  The Tasmanian Minister for Health and Human Services, the Hon David 
Llewellyn (also Chair of the Australian Health Ministers’ Conference) attended this 
meeting.

On 9 September 2003, Minister Llewellyn demonstrated the Tasmanian
Government’s commitment to health care reform through the announcement of the 
date for Tasmania’s health summit, the Minister’s Health Round-Table meeting, and 

1 The AHCAs are five year agreements between the Australian, State and Territory Governments,
through which the Australian Government provides funding to the States and Territories to assist with
the provision of free public hospital services to any Australian resident or eligible overseas resident as 
an admitted or non-admitted (outpatient and emergency department) patient. (AHCARG, 2002).
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the formation of an Expert Advisory Group (the Panel), to further examine the 
operation of Tasmania’s major public and private hospitals.

Over an 8 month period this Panel conducted a two stage process of consultation.
The first stage of the review involved consultation with hospital staff and patient 
representatives, from across the public and private sector, in order to develop a 
considered set of ‘Options for Discussion’ for public consideration.  The second stage 
of the review actively sought a public response to this Issues Paper.  This resulted in 
a consideration of 190 submissions, and a further 24 face-to-face meetings with 
health professionals, regional and municipal authorities, and the public. 

The approach of the Panel has been to consider the evidence and arguments
submitted, and to talk to people involved in the hospital system on how they would 
reconfigure the current services in order to deliver better health care to the Tasmania
consumer, without adding to the cost of that care.  The yardstick by which the 
usefulness of these options was measured was their ability to improve the quality of
the services received by health care consumers.

The recommendations are intended to be ‘budget neutral’: they recommend a 
reallocation, not an increase or decrease in expenditure.  Importantly, this implies that 
downsizing any one service at any one location implies an increased service at one or 
more other locations. 

The Terms of Reference for the Expert Advisory Group review are detailed in 
Appendix 1.  Participants in the first and second round of consultations are listed in 
Appendices 2 and 3 respectively, while information on Tasmanian hospitals, 
ambulance, and emergency medicine services are set out in Appendices 4 and 5.

National and International Context 

It is important to see this review within a national and international context.
Tasmania is not alone in seeking to improve health care services within existing
resources, or at least to slow the ever-upward spiral of hospital costs.  A recent 
Commonwealth (2002) report on future health care costs associated with the ageing 
Australian population found that the primary determinant of rising cost is the 
increasing use of new technologies, in every age/sex cohort.  This implies that costs 
are not primarily driven by an age-related technical imperative but by optimal
practice patterns, which are amenable to review, evaluation and alteration.  The 
fundamental reason for system reform is to ensure that the infrastructure, networks 
and systems will encourage the adoption of the highest quality integrated and cost 
effective service (Richardson and Robertson, 1999).

It is important to recognise the magnitude of the problem facing state and national 
governments. This is illustrated in the figures below.  The first of these, Figure 1, 
compares expenditures in different sectors of the Australian economy between 1990-
01 and 2000-01.  By the latter date, expenditures upon health services were almost 20 
percent greater than expenditures in the agricultural and mining sectors combined.
Health consumed almost 75 percent of the resources spent in the entire 
manufacturing sector.  As illustrated in Figure 1, expenditures have grown more
rapidly than GDP (averaging 7.7 percent real growth per annum between 1997-98 
and 2001-02).  The majority of these expenditures (68.4 percent in 2001-02) have 
been financed by the State and Australian Governments.
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Figure 1. The Cost of Health Care in Australia 1990/1-200/1 

A second important fact is that there is no immediate ceiling to the level of possible 
expenditures.  This is illustrated in Figure 2, below, which shows the amount by 
which health expenditures per person in the USA exceed health expenditures in other 
developed countries.  The USA spends about 50 percent more per person on health 
services than the second most expensive health system in the world, (Switzerland).
The USA exceeds Australian expenditures per person by more than 100 percent; that
is, Australia could double its current expenditures and still spend less on health care 
than the USA.
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International comparative data also indicate that there are significant differences in the ways 
in which countries provide health care, without significant variation in health outcomes.  The 
converse of this observation is that there is no technologically driven pattern of service 
delivery which is ‘correct’. Australia could rearrange its health expenditures and health 
services very significantly while remaining within the range of practices observed in 
developed countries.

Data from the Organisation for Economic Development (2003) suggests that: 

Germany has 2.67 more acute care beds per 1,000 population than Finland and Sweden, 
countries with a similar GDP per capita.  Switzerland has more than 7 times the number of 
long term care beds per 1,000 elderly people than Japan which has the world’s oldest 
population.  Its bed supply is 150 percent greater than in Australia for this population 
group.

These differences in expenditures and service provision translate into significant
differences in practice norms.  Austrians who have suffered a heart attack spend 2.63 
times longer in hospital than Americans.  The average stay of 15 days is 121 percent 
greater than the average Australian stay of 6.8 days.

There are similar differences in the length of stay after childbirth.  Austrian women
remain hospitalised for an average of 5.7 days, which is 2.2 times longer than in the 
United States and 97 percent longer than in Australia.

Faced with the same increase in costs and options for reform, other jurisdictions in Australia 
have undertaken inquiries into these issues.  Table 1, below, provides a snap-shot of some of 
the recent reviews that have occurred across Australia in recent years. 

Table 1. Major Australian Health Service Reviews

Jurisdiction Activity

Australian Capital Territory 5 Year Health Action Plan – currently in consultation

Australian Government 2002 Inter-generational Report

New South Wales Better Health, Good Health Care – 5 Year Plan. 
NSW Health Council Review of State Health System

Northern Territory Strategy 21 Directions 2005.  Department of Health and
Community Services Departmental Review 

Queensland April 2002 Queensland Health Smart State: Health 2020 A 
Vision for the Future Discussion Paper

Queensland Health Aged Care Strategy 2002-2007 August
2002 Acute Hospital Services

South Australia South Australia’s Generational Review 2003-2023

Victoria Reducing the demand pressures on acute public hospitals - 
Nov 2001 and Sub acute/acute interface project - final report

West Australia A Healthy Future for Western Australians: Report of the Health 
Reform Committee, March 2004 

While many of the issues dealt with in these reports are similar to the problems discussed 
below, Tasmania faces problems which, in some respects, are unique or more urgent than in 
other jurisdictions.  These arise from the small and dispersed population, which results in 
serious diseconomies of scale: it is often difficult or impossible to provide a world class 
service in every region.  This difficulty is compounded by the fact that Tasmania will soon 
have the country’s oldest population.  These facts drive a number of recommendations below. 
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Issue 1: Reduce waiting times for elective surgery

Background

Delays in elective surgery are the result of many factors.  Elective surgery is dependant on 
bed supply, staff availability, theatre availability, the processes by which people are added to 
the Elective Surgery Waiting List, and the subsequent management of this information within 
the hospital.  Currently, there are disruptions to planned scheduled surgical lists because of 
the need to give priority to emergency cases and the difficulty in discharging long-stay 
medical cases.  This results in a limited number of surgical beds available within public 
hospitals.

A person seeking non-emergency surgery through the public hospital system would generally 
be assessed by their General Practitioner (GP) in the first instance, and then be referred to a 
hospital specialist outpatient clinic.  Specialists then determine if the patient does need 
surgery, and assign this need to one of three clinical urgency categories, according to the 
patient's clinical needs and the urgency of the operation required.  These categories are listed 
below in Table 2. 

Table 2. Elective Surgery Clinical Urgency Categories

Category 1: Admission within 30 days is desirable for a condition that has the potential to 
deteriorate quickly to the point that it may become an emergency OR for 
diagnostic procedures requiring urgent answers OR for urgent neoplastic
conditions.

Category 2: Admission within 90 days is desirable for a condition causing some pain,
dysfunction or disability but which is not likely to deteriorate quickly or become an 
emergency.

Category 3: Admission at some time in the future is acceptable for a condition causing
minimal or no pain, dysfunction or disability, which is unlikely to deteriorate 
quickly and which does not have the potential to become an emergency.
Admission within 365 days is desirable.

Source: AIHW, 2003.

Patients’ names are then placed on the Elective Surgery List.  This is a register of the names
of people who have been assessed as needing elective surgery in hospital.  This does not 
include patients requiring emergency care (i.e. those who cannot wait more than 24 hours for 
admission for a surgical procedure), patients requiring a non-surgical procedure, or a range of 
other excluded procedures, such as oral surgery.

Two separate processes – clerical audit and clinical review – are routinely undertaken to 
ensure the currency and accuracy of the waiting list.  Routine clerical audit is undertaken by 
hospital administration just prior to the end of every month to identify those patients who 
have been on the waiting list for six months or greater.  A clinical review enables the 
monitoring of the patient’s condition. 

The provision of elective surgery in Tasmanian public hospitals2 is set out in the Policy and 

Guidelines For Management Of Admission For Elective Surgery In Tasmanian Public 
Hospitals (DHHS, 2000).  Each hospital has its own specific procedure manual/s that 
complements the Policy and the Guidelines.  The Chief Executive Officer (CEO) of each 

2 The reference to Tasmanian public hospitals includes contracted services for public patients at some private
hospitals
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major public hospital is accountable for the efficient management of their hospital’s elective 
surgery lists.

All three major public hospitals have bed management programs, and the Royal Hobart 
Hospital (RHH) has been particularly active in this area, having conducted an operational 
flow analysis in 2003, in relation to the Department of Emergency Medicine, elective surgery 
and specialist clinics.

While all three major public hospitals are continuing to increase day of surgery admission
rates, this is an area where some improvement could be achieved.  In New South Wales day 
of surgery admission rate is over 80% (Audit Office of New South Wales, 2003).  In contrast 
the Tasmanian rate is only 64.4%.  Targets for 2003-04 have subsequently been set to 70%.

On the basis of the submissions presented, the Panel believes that elective surgery services to 
Tasmanian patients can be improved within budget, if business practices can be adjusted, as 
outlined below. 

Reduce Waiting Times through Adopting Clinical Service Frameworks

With the increasing complexity and cost of specialist clinical services, it is vital that they be 
focused on delivering maximum benefit to the people who need the service involved.  This
focus can be improved by clear clinical service frameworks, which help minimise
inappropriate or unnecessary referrals.  (Recommendation 1.1)

Clinical service frameworks provide an evidence-based, flexible approach to the treatment of
chronic disease.  They cover the whole continuum of care from diagnosis to recovery or 
palliation.  The frameworks aim to be patient-centred and reflect national consensus 
regarding appropriate standards of treatment, as set out in the National Service Improvement
Frameworks (DoHA, 2003).  These documents set standards of care, both clinical and
organisational, for treatment and prevention; establish initial milestones, goals and 
performance indicators against which progress within agreed timeframes can be measured;
and identify practical tools to support implementation and monitor progress (NSW Health,
2003).

In relation to elective surgery, clinical service frameworks could provide a guide for initial 
referral from GP to hospital specialist.  A more careful selection of patients for referral may
reduce the demand on the public hospital surgical outpatients units, and reduce the likelihood 
of patient admission.

More generally, a greater use of primary health care providers, and self-help techniques, may
reduce demand for some hospital services, including elective surgery.  Likewise, patient 
information and pre-admission preparation may also result in patients who are better prepared
for surgery and more suitable for early discharge programs.

Reduce Waiting Times through a Peer Review of Clinical Thresholds 

The Australian Institute of Health and Welfare (2002) Health Roundtable national 
benchmarking process indicates that Tasmania has a greater proportion of patients in the 
more urgent elective surgery clinical categories compared to the national average.  Ongoing 
pressures within the system, and the resulting increase in waiting times, may be encouraging 
assignment of patients to higher categories to obtain faster access to treatment.
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A snapshot audit of policy compliance in respect of non-essential surgery, undertaken in 
2003 and reviewed by the Elective Surgery Working Group, identified issues that continue to 
arise in respect of non-essential surgery.  Data presented indicated that some non-essential 
surgery is still occurring in the public system and that some non-essential cases may be 
‘creeping back’ onto the waiting lists.  This is unfair to those patients who do have an 
essential requirement for surgery, but who are subsequently pushed down the list. 

At present, there is no guideline, tool, or requirement that ensures a consistent and objective
assessment of patients who are likely to need surgery and when they should be placed on the 
elective surgery list.  Ideally, specialist Colleges should recommend thresholds but, in the 
interim, a second consultant’s opinion could be mandated as a form of peer review.
(Recommendation 1.2)

Reduce Waiting Times through Financial Incentives

From the health care services literature it is known that unit pricing for the delivery of 
clinical services provides the greatest incentive for maximising productivity (patient 
throughput).  The chief problem with this strategy is that it results in an open-ended financial 
commitment by the State.  This may, however, be overcome by the adoption of price-quantity 
trade-offs such as those which occur in Germany and in the various provinces of Canada.

The ‘hard’ version of this, which is adopted in both countries, results in a 10% reduction in 
fees if service volumes increase by 10%.  This results in a fixed level of expenditure which is 
negotiated each year with each specialist group.  A ‘soft’ version of the formula would 
permit, for example, a 5% increase in total expenditures for a 10% increase in service 
numbers.  A graduated formula is also possible whereby the total budget rises with service 
volumes, but at a decreasing rate, resulting in an upper limit to expenditures.

Any movement to a more flexible form of remuneration should be accompanied by 
appropriate quality assurance procedures.  (Recommendation 1.3)  The existing structure and 
processes of quality assurance in Tasmanian public hospitals and the Tasmanian Ambulance 
Services is set out in Appendix 6. 

Reduce Waiting Times through the use of Diagnostic Related Groups 

In other States and Territories, as well as in other countries, hospital efficiencies have been 
improved using the Casemix methodology and the Diagnostic Related Groups (DRG) 
classification of service and DRG cost weights.

Over the last few years, Tasmania has been conducting an analysis and evaluation of hospital 
costing and a Casemix funding model has been developed which accounts for the Tasmanian
context (ie a significant difference in severity and DRG costs across the state).  This process 
has been documented and has been shown, by interaction with peer groupings, to be 
reasonably robust.  The cost studies provide Tasmania with a set of cost data to produce 
Tasmanian cost weights.

The current Department of Veteran’s Affairs funding arrangement can be considered to be a 
pilot Tasmanian Casemix funding model.  It uses an adjusted set of national cost weights, 
excluding items directly billed, with adjustments for inlier and outlier activity.  The Elective
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Surgery Priority Plan3 has also used Tasmanian Casemix methodology for payments to 
hospitals.

In Victoria, targets for elective day surgery are also broken down into DRGs, which provide 
guidelines for specific treatment (MHAC, 2003).  A comparison of Tasmanian day surgery 
rates with other States and Territories at DRG level may indicate where further
improvements could be achieved in elective surgery.  (Recommendation 1.4) 

Reduce Waiting Times through Increased Specialisation 

Other States and Territories have been looking to improve efficiency by the development of 
dedicated hospitals for elective surgery.  This is not an option in Tasmania, due to our 
relatively small population.  The productivity and quality of services may be increased, 
however, by implementing the principle of dedicated service centres in the delivery of
elective surgery.

This would involve specialisation by the three major public hospitals in particular services. 
The dedicated service approach is not new.  For instance, the RHH provides bone marrow
transplants, cardiac surgery and neurosurgery services not available for public patients
elsewhere in the State, while the Launceston General Hospital (LGH) is the only public 
hospital providing hepatic surgery in Tasmania.

Ending the duplication (and sometimes triplication) of other services geographically is not an 
elimination of services but an approach designed to improve the safety and quality of patient 
care.  While no Tasmanian data was presented to the Panel, national figures indicate that it is 
reasonable to assume that a significant number of readmissions would be the result of adverse 
events in the system and a rigorous system of quality assurance is required.  This has 
certainly been the experience overseas, as a New Zealand report suggests: 

In meeting the needs of a small population with a large geographic spread, it seems
increasingly that the answer does not lie in duplicating services but in providing more
appropriate means of accessing those services, and ensuring that the services are of the 
highest quality. (NZ CSC, 1993) 

The dedicated service centre model also provides further opportunities to link effectively
with private hospital services in Tasmania. 

The Panel is not in a position to recommend which services should be delivered in which 
region.  This should be determined by the existing and planned capacity of different facilities.
However, the Panel considers that all regions should participate in the delivery of some 
elective surgical procedures.  Appendix 7 sets out some principles to be followed and 
provides further examples from Tasmania and other jurisdictions that could be used to guide 
this process.

One of the key principles is that such a system must assure equitable access to hospital
services for all Tasmanians.  This can be achieved by an increase in both patient travel 
services (where the hospital provides the transportation) and patient travel assistance (where 
the hospital reimburses some or all of the patient’s own travel costs).  These travel support 

3 The Elective Surgery Priority Plan is a Government allocation of $5M over four years with the aim of
improving the throughput times of patients currently on elective surgery waiting lists.  Targeted areas include
orthopaedic surgery in the North West, eye surgery in the North and South and cardiac surgery statewide.  There
is also an emphasis on improving the management of waiting lists.
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schemes may apply to patients, family members, escorts and carers.  Such a system must also 
respond to changing demographics, workforce availability and public preferences. 

Focus on Specialists – The Hon Sue Smith MLC, Independent

Copies of the Issues Paper were provided to all Members of the Tasmanian Parliament and all
Tasmanian Members of the Federal Parliament.  The submissions from this group were valuable in 
representing their personal, party (where applicable) and constituents’ views. 

The option of OFD 1.5 for reduced waiting times through Increased Specialisation has merit
because of the significant difficulties we appear to have in attracting top line specialists and 
undoubtedly having to work often in isolation is not as attractive as having others in your 
field of specialisation to work with.  Tasmanians often forget that in the past for major heart 
surgery patients were transferred to Adelaide and thus, we now appreciate the specialist 
Heart Unit in Hobart.  We should be able to achieve the same level of specialisation in other 
areas of medicine to increase levels of elective surgery. 

Links with Other Key Issues 

Delays in elective surgery are the result of many factors.  The recommendations below are 
specifically targeted at those factors most directly related to potential delays.  Yet 
recommendations relating to other Key Issues in this paper also have relevance here.  The 
importance of appropriate discharge arrangements are discussed in relation to older 
Tasmanians (Issue 3) but are equally relevant in relation to elective surgery.  The need for 
attracting and retaining appropriately trained specialist staff is addressed in relation to 
education and training (Issue 6) and hospital workforce (Issue 5).  This report also suggests 
that an overall increase in efficiency would be achieved through devolving significant 
administrative responsibilities (and, in particular, human resources and equipment
purchasing) to the hospital level.  Finally, early discharge and the optimal use of expensive 
hospital facilities depends upon the quality of the primary health care system.  The need for a 
strong primary health care system has been raised in numerous submissions and should be 
subject to further consideration by the appropriate authorities. 

Focus on Primary Care – Tasmanian General Practice Divisions 

Workforce availability is the most important issue for health services in Tasmania.  The following
submission extract notes that workforce recruitment is a concern for primary care as well as acute
care services.

Many of the Options assume that there is a robust primary care sector in Tasmania with
capacity to absorb additional load. The resource implications for the primary care sector are 
potentially significant particularly if the OFDs [Options for Discussion] relating to reducing
elective surgery waiting times and increasing capacity of aged care in the community is 
implemented.  The [options for discussion] paper appears to ignore the fact at there are
significant workforce shortages and other pressures for general practice and the primary are 
sector as a whole.
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Recommendations

1.1 That the Tasmanian and Australian Governments support the development of clinical 
service frameworks in Tasmania, having regard to the standards set out by the National 
Service Improvement Frameworks

1.2 That the Tasmanian Government support a process by which each category of elective
surgery be subject to peer review across disciplines within Tasmania, and national 
benchmarking against similar hospitals through the Health Roundtable process. 

1.3 That the Tasmanian Government moves to a flexible system which creates financial 
incentives for increasing throughput while capping expenditures and implementing
appropriate forms of quality assurance.

1.4 That the development and trial of a Tasmanian Casemix methodology be continued and 
that Tasmanian public hospitals undertake an analysis of day surgery rates at the DRG 
level to determine if further efficiencies can be gained in this area. 

1.5 That the Tasmanian Government develop a specialised ‘dedicated service centres’ 
structure in order to support increased levels of elective surgery.
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Issue 2: Accommodate the increasing demands for renal dialysis,
endocrinology, medical oncology, and haematology4

Background

The most recently published report on the health status of Tasmanians, the State of Public

Health Report (DHHS, 2003), notes that 

In the context of global health, Australians, including Tasmanians, have a high standard of 
health and wellbeing. However, in comparison to the rest of Australia, and particularly in 
relation to chronic disease, Tasmania faces a number of significant health disadvantages.
While the gaps are narrowing over time for some key measures such as life expectancy,
the outlook for many other health indicators is less promising.  Social factors such as
unemployment, education and income are likely to have a fundamental influence on these 
disparities. Because Tasmania is small and has a more pronounced rural and regional
nature in sociodemographic terms, some caution may be required in drawing conclusions
based upon comparisons of health status indicators for Tasmania with indicators for other 
States with predominantly metropolitan populations (p.4). 

In 1999-2000, the most common cause of death in Tasmania was cancer, which 
accounted for 27.9% of all deaths. The second most common cause of death was 
ischaemic heart disease (20.2%), followed by cerebrovascular disease (stroke) at 9.3%.
However, if ischaemic heart disease and stroke deaths are combined as ‘cardiovascular
disease’ (because there is a certain degree of commonality in their underlying causes),
then cardiovascular deaths are more common than cancer deaths.  The contribution of
diabetes to death rates may well be understated in these data because of potential under-
recognition and under-reporting on death certificates (p 8). 

In 1999-2000 diabetes was the seventh leading cause of death in Australia, and is a major
contributor to significant illness, disability, poor quality of life and premature morbidity.
Diabetes shares several of the risk factors that contribute to cardiovascular disease, as
well as being itself a risk factor for cardiovascular disease.  Both genetic and
environmental factors contribute to the onset of diabetes.  The prevalence of diabetes 
(8.7%) and impaired glucose metabolism (17.5%) in Tasmania is among the highest
described internationally.  While Tasmanian rates are higher than the national average,
the differences are not statistically significant (p 13).

The conditions described above contribute to the increasing demand for the following 
treatments:

Renal Dialysis 

Renal haemodialysis is a medical procedure that uses a special (dialysis) machine to filter 
waste products from the blood and to restore normal constituents to it.  Peritoneal renal
dialysis is a medical procedure where a plastic tube (dialysis catheter) is placed through the 
abdominal wall into the abdominal cavity.  Fluid is then flushed into the abdominal cavity 
and washes around the intestines. By using different types of solutions, waste products and 
excess water can be removed from the body through this process (Medicinenet, 2003).
Although renal dialysis may be used to treat acute kidney failure, it is more often employed

4 Vascular services was also referred to the Expert Advisory Group during the course of the Review and has been
the subject of a separate report to the Minister.
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for chronic renal disease.  In the treatment of end-stage kidney disease, dialysis is typically
administered using a fixed schedule of three times per week.

Endocrinology

Endocrinology is the study of the medical aspects of hormones and their associated diseases 
and conditions.  The chief endocrine glands are pancreas, thyroid, parathyroid, suprarenals 
and pituitary.  Endocrinology is often paired with the study of diabetes and metabolism.  For 
example, the RHH runs a diabetes and endocrinology department.

Medical Oncology

Oncology is the field of medicine devoted to cancer. Medical oncology is the treatment of 
cancer with medicine, including chemotherapy.

Haematology

Haematology is the diagnosis, treatment, and prevention of diseases of the blood and bone 
marrow as well as of the immunologic, haemostatic (blood clotting) and vascular systems
(including cancers).

Increasing Demands 

Increasing demands for renal dialysis, endocrinology, medical oncology, haematology and 
vascular services are related to an increase in chronic disease in Tasmania: diabetes, obesity,
hypertension, and vascular disease.  As so many of these diseases are now survivable, the 
period between diagnosis and death has also been considerably extended.  While the 
Tasmanian Government has increased funding for these services in response to increased 
demand, and Tasmania is meeting service benchmarks in these areas, the longer term solution 
to increasing demand issues will have to focus on encouraging Tasmanians to participate in a 
healthier lifestyle.

Hospital services have already been working to deal with the pressure of increased demand
by attempting to increase the efficiency of their business operations. The work that 
Tasmanian public hospitals are undertaking, to increase the efficiency of specialist services 
within the public system through improvements in structure, staff and purchasing 
arrangements, is commended.  The role of rural hospitals in the management of chronic 
disease, particularly diabetes, is also noted. 

None of these activities will, however, reduce demand for hospital services in the short-to-
medium term.  It is imperative that the Tasmanian Government continue to develop and 
implement chronic disease prevention and management strategies.  The recommendations 
below include strategies such as raising public awareness, increasing prevention and primary
care intervention, as well as focusing hospital services and partnerships in a way that will 
ensure maximum benefit for the population. 

Accommodating the Increasing Demands for Specialist Services 

The Tasmanian Government has taken a ‘whole-of-Government’ approach to health through 
its partnership approach.  Under the broad umbrella of the Tasmania Together process, the 
Department of Health and Human Services (DHHS) is already engaged in a number of 
partnerships: with the Department of Education in the area of healthy lifestyles, with Police 
in the area of crime prevention and domestic violence intervention, with other State 
government agencies, and with local government.
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Raising public awareness of these activities could be accomplished by the development of an 
annual health report.  It could draw on material from sources such as the DHHS Annual 
Report, the Tasmania Together Healthy Lifestyles Cluster benchmarks, and other relevant 
material.  Raising public awareness is one of a range of strategies for engaging the 
community, especially those most at risk of developing chronic and complex conditions.
Targeted public information campaigns on early detection and treatment can also be effective 
in this regard.  (Recommendation 2.1)

While there are many benefits to be gained by early detection and treatment of chronic 
disease, these can only be effective if they are backed by a system that is available to support 
clients once a disease is detected.  The Panel recognises and supports the role of primary
health and community care providers in the treatment of chronic disease.  (Recommendation
2.2)

Effective primary care interventions can reduce the demand for the hospital specialist 
services.  In the area of diabetes, for example, there is strong national and international 
evidence that the screening of selected patients for proteinuria could help reduce the 
incidence of end-stage renal disease (Cass, 2002).  GPs can substantially reduce the risk of 
progression to end stage renal disease by following the management guidelines developed by 
the Kidney Health Australia and the Australia and New Zealand Society of Nephrology.
Shared Care programs, between hospitals and GPs, have been developed for diabetes and 
could be developed for other chronic diseases.

Financing Primary Care – GP North 

A number of submissions expressed concern about the limitations placed on this Review, both with 
regard to the scope of the terms of reference and the inability to recommend anything that requires 
‘new money’:

GP North is concerned that the use of terminology such as ‘within current budget limitations’
is both dismissive and ignorant of the fact that major system overhaul invariably creates a 
period of higher expenditure before ‘bedding-in’ can occur and available savings realised.
We are concerned that the preordained budget containment has restricted full consideration
of necessary reform and already sets the agenda for implementation of half measures and 
rejection of some of the real reforms that are necessary for long-term improvement. There
will inevitably be a need to shift resources from tertiary to primary sectors to manage
community health needs and the additional costs of doing so may in the short term outweigh
the savings made in the acute system.

Intergovernmental financial arrangements, such as fund pooling (as discussed more fully in 
3.1), should also be investigated as ways of improving the coordination between acute, 
primary and community care, as well as between the acute and aged care sectors.  If this 
investigation were carried out with the full cooperation and participation of the service 
provider groups themselves, it would have the potential to identify benefits in terms of both 
overall service efficiency and improved health outcomes.  The development of dedicated
service centres could support effective partnerships by increasing regional specialisation.
(Recommendation 2.3)  Partnerships to improve patient care could be developed between 
public and private hospitals providing the same service, and with non-government
organisations (such as the Cancer Council).  This would assist these relatively small-scale
Tasmanian organisations to focus the use of their human and financial resources. 

24



Review of Key Issues for Public and Private Hospitals in Tasmania: Expert Advisory Group Report

There is, however, increasing evidence that hospitals may not be the best place to manage
chronic disease.  There may be benefits to patients, their carers and their families, as well as 
an economic advantage, in improving services in the home, or closer to the home at a 
regional level.  An example of the latter is the development of regional, limited care facilities 
that include single machine centres for dialysis and could provide more accessible dialysis
options for people with kidney disease.  Similarly, with Australia’s most rapidly ageing 
population, Tasmania faces significantly increased demands for palliative care in the future.
The Panel has been advised that an expansion of palliative care in the community has the 
potential to reduce the consequent pressure on hospital palliative care.

Palliative Care at Home – Personal Submission from Millie Jex

This need for home-based palliative care is outlined in the submission below: 

My big concern was people leaving hospital prematurely.  I understand the need for a "quick 
turnover" but not everyone has a support system to assist them.  I know from personal
experience of a patient at [name of hospital] who had bed sores and an infection from an 
intravenous [infusion] being inserted incorrectly who wanted to die at home.  She came home
but with only a husband and one neighbour for support had to return to hospital, not the
[same hospital], and was very stressed.  It was a very sad case and there just wasn't the 
support needed for her to remain at home.

Benefits to patients, their carers and their families, could result from in improving palliative
care services in the home, or closer to the home at a regional level. (Recommendation 2.5) 

Regional Palliative Care – Hospice North West 

This extract from the Hospice North West submission outlines their rationale for establishing a 
regional palliative care facility:

Busy, acute care hospital environments are not seen as appropriate for terminally ill clients ...
Neither General Practitioners nor public hospital nursing and medical staff are specifically
trained in the care of palliative clients, and a satisfactory client/nurse ratio is unable to be 
provided.

Nursing Homes are also seen by some as an inappropriate environment for the terminally ill, 
especially for younger clients.  Often, staff are given no specific palliative care training and 
the client/staff ratio is below recommended levels.  At times, there are also no medical staff
on duty. Should they be the only alternative or the choice of the client, Nursing Home beds 
are also rarely available, due to a chronic shortage along the North West Coast.

In both these types of establishments, the staff themselves express their concerns and
feelings of inadequacy when dealing with the terminally ill.

A few respite beds are available across the rural areas, but once again, medical expertise,
sufficient staff and specialist palliative care advice are unavailable, and there is also a
chronic shortage of these available beds.

While Southern and Northern Tasmania have regional palliative care facilities already, there 
is no regional palliative care facility in North West Tasmania.  Currently, North West GPs 
provide palliative care support in the home, assisted by the DHHS Palliative Care Service.
Trial funding has recently been received by the North West Tasmania Division of General 
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Practice, in partnership with the North West Clinical School and the DHHS Palliative Care 
Service, for a project designed to strengthen existing partnerships and up-skill rural GPs.

There were a number of very detailed submissions on ambulance and emergency services 
provided to the Review.  These are discussed, in more detail, in Appendix 5.  The increasing 
demand for specialist treatments has a flow-on effect to the workload of the Tasmanian
Ambulance Service.  Emergency transports, urgent transports and non-urgent transports may
be required whether the treatment is provided in a hospital, primary care provider or in the 
patient’s home.  It is essential that ambulance services in Tasmania are provided with the 
wherewithal to meet these increasing demands.  (Recommendation 2.6) 

Links with Other Key Issues 

One of the major determinants of capacity to accommodate the increasing demands for renal 
dialysis, endocrinology, medical oncology, and haematology is the supply of an appropriately 
qualified workforce.  As outlined under Key Issue 5, testimony and evidence presented to the 
Panel suggest that many of Tasmania’s specialists are deeply dissatisfied with their current 
professional environment, with some on the point of departure from this State.  It is clear that 
in some specialist areas the public hospital system only continues to function at its present 
level because of the dedication of many of its health professionals.  Repeated submissions
from all regions persuaded the Panel that in several specialist areas the deterioration in 
working conditions has nearly – or already has – reached a point where recruitment of 
excellent resident staff would become impossible within existing resources because of the 
conditions they would encounter.  That is, excess demands upon their time, excess on-call 
hours, the cancellation of holiday, long service and conference leave and professional 
isolation.  These conditions must be alleviated through the consolidation of human resources 
to the centres of excellence which the dedicated service centres are intended to achieve.

Focus on Endocrinology – Clinicians Comment 

A consistent theme of submissions presented to this Review was the difficulty in recruiting and
retaining specialist staff.  The comments below illustrate the pressures within the system:

Increased demand for endocrinology services (particularly those related to diabetes mellitus)
is noted, albeit generically. … An aggressive, multidisciplinary, target-driven, holistic 
approach to the management of Type 2 diabetes dramatically reduces cardiovascular
complications, including death (Gaede et al., N Engl J Med 2003) and has been adopted as 
the standard of care for such patients (IDF 2003).

For Tasmanians with diabetes to be offered this standard of care adequate funding and
appropriate staffing of the regional diabetes centres is essential, otherwise the "shared-care"
programmes advocated by the Paper (involving primary care physicians and the community
care sector) will not occur.

Despite changes to work practice which have been subject to both internal and external
review, the Diabetes Centre at the Hospital (including Outpatient Diabetic Clinics) is simply 
over-whelmed by demand and does not meet current national benchmarking standards
(Flack J, Colagiuri S NDBC Meeting 2004). Waiting times for new patient appointments
exceed 6 months, which is self evidently unacceptable. Outreach visits to Community Health 
Centres (along the lines suggested by the Paper) were done for many years but have been
ceased because of workload demands within the Hospital. Morale in the Diabetes Centre is 
as poor as I have known it in the 12 years I have worked here and the situation will only
deteriorate.
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Recommendations

2.1 That the results of the Tasmanian ‘whole-of-Government’ approach to health be reviewed 
to identify any further opportunities to improve and accelerate the health promotion
campaign, and that these results be made public in an annual ‘Health Report’ from the 
Chief Health Officer.

Accordingly, that the Tasmanian Government implement targeted public information
campaigns on the early detection and treatment of chronic disease, having regard to 
appropriate settings and appropriate evidence.  Each campaign should be properly 
evaluated.  Information on these, and other services, should be included on the 
Department of Health and Human Services website. 

2.2 That the Tasmanian and Australian Governments continue to identify and implement the 
development of primary health and community care networks for the treatment of chronic 
disease.

2.3 That, to ensure the provision of high quality services, the Tasmanian Government  creates 
a dedicated service centres structure which draws upon partnerships across the public and 
private sectors, and other relevant bodies. 

2.4 Having regard to patient preferences, that the Tasmanian Government conduct an 
economic evaluation of the costs and benefits of an expansion of home, rural, and 
regional treatment options for chronic disease and palliative care. 

2.5 That the Tasmanian Government monitor the impact of new models for the treatment of 
chronic disease and that, following from this, an appropriate upgrade of the relevant 
ambulance, or patient transport, service be implemented before any significant relocation
of services are effected. 
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Issue 3: Minimise the numbers of acute care beds being used by
patients eligible for aged care placement 

Background

All Tasmanians, including older Tasmanians, have a right to safe, high quality hospital 
services. The issue considered here is the provision of services for those patients who do not

require hospital care, but are simply waiting in hospital for aged care services to become
available.  These patients impose very substantial pressures on acute hospital services across 
the State, occupying the equivalent of more than a 20 bed ward at any particular time.

The Panel notes that this issue cannot be addressed at State level alone. The division of roles 
and responsibilities, between the Australian Government and the State, limits the capacity of 
the Tasmanian Government to respond unilaterally.

The Australian Government contributes funding for: 

public hospital care through the Australian Health Care Agreement

primary care, GPs, and some specialist medical services, through the Medical Benefits 
Scheme and public health programs

pharmaceuticals, through the Pharmaceutical Benefits Scheme

private health care, through insurance rebates 

residential aged care, through the allocation of bed licences and subsidies 

community care for aged, through the Home and Community Care program

Aboriginal Community Controlled Health Services

State and Territory Governments both contribute funding and deliver services, such as: 

public hospital services 

public health programs

community health services

community care services

public dental services 

mental health programs

patient transport and ambulance services

In addition, local governments are generally involved in environmental control and a range of 
community-based and home care services, although the exact nature of their involvement
varies across jurisdictions.

The non-government and private sector also plays a significant role in the health system, 
delivering general practice and specialist medical and surgical services, dental services, a 
range of other allied health services (such as optometry and physiotherapy), private hospitals 
and high level residential aged care services. 

This division of roles and responsibilities has led other commentators, such as the 
Independent Pricing and Regulatory Tribunal of New South Wales (2003), to call for a 
national inquiry, under the auspices of the Council of Australian Governments, aimed at 
rationalising and coordinating the current state of affairs.
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While the scope of such a recommendation is beyond the Terms of Reference set out for this 
Review, the Panel supports the spirit of this comment, and will focus on addressing it on a 
more operational level, within Tasmania.

Tasmania is a small State, and is expected to become the ‘oldest State’ within the next 12 
years – that is, to have the highest proportion of people over 65 years (DHHS, 2003).  The 
increasing incidence of chronic and complex diseases experienced by this ageing population 
will place greater demand on the acute care sector.  Hospital stay for our elderly Tasmanians 
is usually longer and can be a precursor to the need for long term residential care, which 
cannot always be obtained readily.

When a crisis causes frail elderly people to be admitted to an acute care facility, the
dislocation from familiar environments and support networks may cause them to become
confused and disorientated.  The longer this dislocation persists, the greater the likelihood that 
the loss of coping mechanisms and entrenched dependence will become irreversible.  It is in 
the interests of everyone that these people can be helped to safely and speedily return to 
familiar environments in proximity to family and friends.

Focus on Patient Care – The Polish Welfare Office 

In spite of their best efforts, hospital staff are not in a position to monitor every patient all the time.
The family and friends of these elderly patients do not always understand the pressure that nurses and 
other ward staff face, the policies of the hospital with regard to care, or the other limitations at work.
This submission illustrates the sort of problems that result from the inappropriately placed patient: 

Acute care hospitals are not the best locations for persons with dementia who are awaiting 
placement. Enormous pressure is placed on staff to keep patients in a safe environment. For 
those with a tendency to wander, the pressure on staff increases.

Younger disabled members of the community, particularly trauma victims, follow a similar
pattern with a significant number occupying residential aged care places because more
appropriate placements are unavailable.

The underlying principle behind the recommendations listed below is that the barriers to 
effective service delivery across the ‘aged-acute care interface’, created by the division of 
funding and authority must be overcome.  The issue will not be satisfactorily resolved
without a collaborative Australian/Tasmanian governmental approach.  The Panel notes and 
commends the bilateral efforts that have been made to begin to address these issues, such as 
the jointly-funded Extended Rehabilitation Service.

The experience in rural health service provision also provides an obvious pointer to future 
models of cooperation.  The Multi-Purpose Services at Beaconsfield, Campbell Town and the 
Tasman Peninsula are examples of successful cooperation.  There is no reason why a similar
approach could not work between the acute and aged care sectors.  The Panel believes that 
such cooperative ventures should be extended. 

Achieving Integration Through Funds Pooling 

The recommendation to investigate funds pooling (Recommendation 3.1) recognises that 
there are real opportunities to improve services for older Tasmanians through removing
financial barriers and providing incentives to support services to achieve high quality 
outcomes at minimum cost.  This general principle applies to every one of the Review’s 
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Terms of Reference.  It does, however, have the largest impact on services across the aged-
acute care interface.  If funding could be allocated in a more flexible manner, following the 
patient rather than the service, there would be no need for aged care patients to be 
inappropriately housed in a public hospital while awaiting placement.

This form of funds pooling requires a decision-making mechanism that enables clear and 
well-established guidelines for the allocation of resources across programs.  These would 
need to include criteria guaranteeing no disadvantage in terms of equity of service access or 
quality.  In order to achieve this, the Tasmanian and Australian Governments would need to 
work with GPs and residential aged care providers in developing the parameters of a trial
funds pool, and the criteria for evaluation against benchmark levels of service efficiency and 
client effectiveness. 

Action that could be taken on a bilateral level would allow the Tasmanian Government access 
to monies that have been set aside by the Australian Government for aged care in this State, 
but have not yet been paid out to residential care providers.  There can be a significant delay 
between the allocation of a bed licence and the actual capacity of a residential aged care 
provider to take in a new resident.  Once an individual is assessed by the Aged Care 
Assessment Team as requiring residential aged care, but is unable to find a place, the funds 
that would normally subsidise that bed licence could be allocated to a third party, such as the 
Tasmanian Government or a community organisation, to purchase the services required to 
support alternative accommodation options.

Improving Coordination Through Service Development

Smooth transfer across the aged-acute care interface requires a robust service system. The 
development of more responsive and sustainable services can only be achieved through 
cooperation between the Tasmanian and Australian Governments, private hospitals, 
residential aged care providers, and other important stakeholders, thus ensuring real 
alternatives to inappropriate hospital admission for older Tasmanians.

Tasmania's residential aged care providers are, in comparison to the national average, more 
likely to be not-for-profit organisations operating smaller services in non-metropolitan areas.
These factors contribute to a residential aged care industry in Tasmania that does not have 
economies of scale, has less infrastructure support, and higher capital costs than the majority 
of other States.

The structure of Tasmania’s residential aged care industry is not being adequately addressed 
in the allocation of resources within the Australian Government’s Residential and Community 
Care Program.  In addition, Tasmanian providers are currently experiencing a significant 
reduction in funding, in real terms, under the Australian Government’s Funding Equalisation 
and Assistance Program.

The limitations of the Australian Government’s funding allocation formula for aged care 
services leads to delays in the development of new residential aged care facilities.  This has a 
consequent effect of increasing demands on acute care hospital beds by patients forced to 
wait for residential aged care.  Residential aged care providers cannot expand their services 
until new bed licences have been allocated to their organisation by the Australian
Government.

Facilities are not normally constructed until bed licences have been allocated.  The subsequent 
process of finding a suitable site, gaining planning and development approval, and 
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constructing the new or expanded facilities, leads to a delay between the allocation and
operation of aged care beds (‘bed readiness’). 

The Australian Government, State Government, and Local Government Association of 
Tasmania have agreed to develop a Partnership Agreement for Positive Ageing with three 
priorities. These are: 

to provide greater access to information;

to develop improved community capacity for population ageing; and

to assist in the planning and implementation process for aged care services, in the context
of bed readiness and land use. 

This last point is aimed at minimising the time between the allocation of bed licences and the 
time they become operational (open for business).  This work is commended and encouraged.
(Recommendation 3.2) 

Another form of service development that would minimise the use of acute care by aged care 
patients is comprehensive health care support within residential aged care.  (Recommendation 
3.3)  Improvements in public health, mental health, and disability services, means that people 
are living longer than ever before.  Yet the current model of residential aged care is not
designed, or funded, for the delivery of comprehensive health care support.  Even the 
necessary equipment requirements for residents are not structured into residential aged care 
funding, and many facilities are already reporting financial stress.  There needs to be a re-
think of the scope of services provided in the residential care setting, and the Australian 
Government funding needs to be appropriately adjusted.

General Practice has also received funding through the Enhanced Primary Care (EPC)
Medicare Items to care for Australians with complex care needs.  A trial to develop protocols 
by which the EPC Medicare Items, supporting visits to residential aged care facilities, could 
also be used to prevent admissions, and facilitate discharges, from the hospital system.

Service development to increase the number and capacity of alternatives to acute care would 
also reduce the number of inappropriate admissions to acute care hospitals.
(Recommendation 3.4)  These may include: 

Non-government accommodation.  Alternatives to the traditional model of residential 
aged care will be required to meet the increasingly diverse needs of Tasmania’s ageing
population.  Further development of free-standing, non-government special 
accommodation units could be supported and encouraged.  The Abbeyfield house model,
where supportive group accommodation is provided for up to 10 older people, provides 
for relatively independent living, is one such example.

Family support and care.  Many older Tasmanians rely on their immediate family for
assistance.  An increase in the capacity of family support and care could be achieved 
through a combination of increased information and material support.   Access to more
personalised information packages can be useful but even more useful would be the 
development of services that had less complex access criteria.  During the course of this 
review, the opinion was expressed that too often services have too many eligibility criteria
to be truly useful. 

Support for independent living at home.  Most older Tasmanians would prefer to remain 
independent, and in their own homes. The Australian Bureau of Statistics 2001 Census

showed that persons 80 years and over made up 3% of the population of Australia.
Australian Institute of Health and Welfare Hospital Statistics 2001-02 report that people 
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aged 80 years and over also account for 10% of all hospital admissions. The most recent 
Australian Institute of Health and Welfare Residential Aged Care Statistical Overview, for 
the 12 months July 1 2001 to 30 June 2002, indicates that people aged 80 years and over 
accounted for 71% of all admissions to residential aged care. (Persons 65 years and over 
made up the majority of the rest of the admissions, almost 30%). Many people only enter 
residential aged care when they can no longer be supported in the community.  For many
this comes after a fall or other crisis has led to a hospital admission.  Clearly, there would 
be benefits for persons over 80 years to have safety devices, such as hand rails installed in 
their homes.  Both Housing Tasmania and Home and Community Care funded services 
could assist in this area. 

New models.  Both public and private hospitals are ‘providers of last resort’ for patients 
awaiting residential aged care placement.  If there are not enough residential aged care 
places, alternative forms of supported accommodation need to be developed in order to 
provide appropriate care for these older Tasmanians, such as transitional care services. 

Dementia care.  The need for specialist services, such as dementia care, place particular 
pressures on acute care services.  The lack of appropriate accommodation options may
result in excessively lengthy hospital stays for these patients.

Disability services.  If appropriate measures for the staffing and provision for long-term
residential care for disabled young people were fully implemented and maintained in 
accordance with levels of need, the number of young disabled in residential aged care 
would be reduced.  In turn, this would free up residential aged care places for older 
Tasmanians.

Focus on Service Development – Tasmanian Council of Social Services 

The Tasmanian Council of Social Services (TASCOSS) identified areas of potential service 
development in their submission:

Supporting the increase of residential placements by minimizing the waiting time between
consumer need and “bed readiness” is to be commended. However more community based 
transitional accommodation models, which include the integration of allied health and
community service organizations are also needed.  The critical area of people with acquired
disabilities waiting in hospital for long periods due to the lack of appropriate alternatives is 
an important consideration that has not been addressed in this paper.

Suitable accommodation options need to be provided for inappropriately placed young
people with disabilities and the elderly both in our hospitals and Nursing Homes as a matter
of urgency. 

Increasing Linkages Across Existing Services 

The Panel has been provided with evidence that the opportunity exists for smaller, operational 
changes to occur within existing services, in order to improve the ‘linkages’ (transfer of 
people and information) across services. (Recommendation 3.5)

An example of this would be the development of formal protocols for the transfer of patients 
between hospital and residential aged care.  Reciprocal protocols, aimed at improving
communication between hospitals and residential aged care facilities have the potential to 
improve health outcomes for nursing home patients who require acute care treatment, as well 
as enabling a timely return to the residential aged care facility.
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Discharging patients who have been admitted from their own home to residential aged care is 
a much more complex process than discharging them back to their home.  For the patient and 
their family it can be a very emotional time. While recognising that there are individual and 
organisational differences, the development of a set of state-wide protocols for discharge from
acute to residential aged care may reduce the stress associated with what can be a difficult 
time for patients and their families, through the provision of clear guidelines.

Clear communication protocols between hospitals and residential aged care facilities could 
also help streamline the process of patient transfer.  From the patient’s point of view, the 
transfer should be as smooth and stress-free as possible.

In addition, while it is not in the power of the public hospital system to control the 
availability of appropriate discharge destinations, it is possible to speed the hospital discharge 
process.  Currently many of the data elements associated with discharge from the public 
hospital system to a residential aged care facility are not held on the public hospital 
information system, or the public hospital clinical intranet.  While key staff within each 
major public hospital do collect transfer data, this is not an integrated or easily accessible 
system. The development of an aged care discharge management data set has already been 
identified as a worthwhile extension of existing public hospital information systems, but has 
not yet been pursued.  Improvement of information flows both within and between hospitals 
and residential aged care facilities can be of assistance in avoiding unnecessary delays in 
patient transfer. 

Not only are acute care beds inappropriate for patients awaiting transfer for residential aged 
care, they are often at some distance from the patient’s home and family supports.  Many 
rural hospitals already have arrangements whereby patients awaiting placement are 
transferred from the major public hospitals, in order to be closer to home while they wait.
This valuable role could be expanded.  The capacity of rural hospitals to provide ‘care 
awaiting placement’ and step-down convalescent care could be increased by the conversion 
of those in-patient beds, that are currently under-utilised, to ‘step down’ beds.

Links with Other Key Issues 

An efficient, effective hospital system relies on support from a strong primary, community, 
and aged care service system.  This report has already noted stresses in the recruitment and 
retention of the primary care workforce.  These stresses are echoed in the aged care sector.

The first systematic survey of the national residential aged care workforce (Richardson and 
Martin, 2004) was published during the course of this Review.  It reported that the residential 
aged care force is older than average, with 57% of aged care workers 46 years or older,
compared with 33% of all Australian workers. The residential aged care workforce is also on 
the cusp of considerable change.  When asked to look ahead, one quarter of respondents 
expected to have left aged care employment within the next three years (29% of nurses). Of 
the remainder, most (53% of nurses and 59% of personal carers) expected to be in their
current job.  Others expected to be in the industry but not in their current position.

This has implications for the level of competition across the whole of the health and 
community services sector, particularly for nurses, when recruiting and retaining the hospital
workforce.  As competition intensifies, hospitals will have greater difficulties in filling these 
positions.
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Recommendations

3.1 That the Tasmanian and Australian Governments, in consultation with other relevant 
stakeholders, investigate the feasibility of the development and trial of a single funds pool 
for all Tasmanians, for explicit core services within the health, aged, and community 
sectors in Tasmania.

In the interim, it is recommended that the Australian Government make available to the 
Tasmanian Government, or appropriate community organisations, the residential age care 
funds that have been allocated for residential care beds but are unspent, to enable the 
purchase of other accredited forms of care. 

3.2 That the Partnership Agreement for Positive Ageing be used to increase the number of 
residential aged care beds available to the community, thus reducing the existing 
pressures on acute care hospital beds.

3.3 That the Tasmanian and Australian Governments, private hospitals, residential care 
providers and other key stakeholders, develop and implement options to improve the 
capacity of residential care facilities to supply increased levels of health care support to 
residents.

3.4 That the Tasmanian and Australian Governments, private hospitals, residential care 
providers and other key stakeholders, further develop alternatives to inappropriate
admissions to acute care by increasing the capacity of other sections of the service system
to provide alternative forms of aged care.

3.5 That the Tasmanian Government, private hospitals, residential care providers, and the 
Australian Government work to increase linkages across existing services and, more
specifically:

That these bodies work together to review and refine systems of care, including formal
hospital admission and discharge protocols, especially in relation to residential care, to 
ensure consistent, high quality, and safe care in the most appropriate setting.

That these activities be supported by the integration of residential care discharge 
management data into the public hospital clinical intranet.

That rural hospital sites increase their capacity to provide care awaiting placement and 
step-down convalescent care for patients within their area, or, where rural hospitals 
continue to be under-utilised, that these convert to Multi-Purpose Services which 
provide these functions. 
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Issue 4: Maximise the use of limited, high cost technology,
equipment and services 

Background

Health technologies are an expensive investment, but are in high demand due to the general 
expectation that patients will have ready access to new medical and surgical technologies,
including new diagnostic and pharmaceutical services.  Meeting the challenge of delivering
these to the public has been identified as a major cost driver, both now and into the future.  In 
the public sector, Tasmania has managed this issue through a concentration of equipment at 
the larger hospitals and by sending patients to mainland Australia for treatment in the ‘super-
specialities’.

The Panel notes that the allocation for capital equipment replacement in the Tasmanian
health budget is well below the national average.  It seems clear to the Panel that, if the 
public sector is to keep up to date with high cost technology, it is vitally important that the 
capital asset replacement schedule adequately caters for the needs of the public hospital
system.

It is the opinion of the Panel that, as Tasmanian agencies generally receive their capital
funding requirements through the Government’s Capital Investment Program (CIP), the 
allocation of capital funds to DHHS for equipment replacement in hospitals should be 
reviewed.  If it is found to be inadequate, the Government should consider either increasing 
the Agency’s capital allocation from the CIP, or ensuring that the DHHS recurrent 
appropriation is sufficient for establishing an adequate provision for further hospital 
equipment replacement needs. 

Technology Partnerships 

Strengthening partnerships with the Australian Government, University of Tasmania, and 
private hospital services, is the first step to be taken order to meet the future technology 
needs of Tasmania (Recommendation 4.1).

The development of new technologies provides new options for significant improvements in 
health services.  It is essential, however, that the clinical and cost effectiveness be thoroughly 
assessed before adoption to widespread practice.  As a small and self-contained state, 
Tasmania is an excellent test bed for research.  The Panel notes the MediConnect and 
HealthConnect trials and the potential benefits for patients and service providers.  The 
development of further technology trials, pilots and demonstration projects should be 
investigated, where the aims of these are congruent with the directions of both State and 
Australian Governments.

An example to note here is the TasInformatics – the Intelligent Island Centre of Excellence in 
Health Informatics and Bio-Informatics – proposal. The University of Tasmania and the 
DHHS are currently developing a Business Plan to be submitted by mid-August for funding 
of $20M to establish a Centre of Excellence in Health and Bio-Informatics.  An initial 
‘footprint’ submission was approved by the Intelligent Island Board in June 2004 and an 
interim document has been submitted for further discussion with the Board.
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Focus on Partnerships – The Burnie City Council 

Once established, an Australian/Tasmanian Government Technology Partnership Agreement could be 
expanded on a regional basis, to include selected Local Government Areas, as this extract from the 
Burnie City Council submission suggests: 

The Burnie City area is currently progressing the development of an ‘integrated community 
network’ project, this is supported by broadband global telecommunications access.  This 
capability has the potential to generate a new information technology era at Burnie, and 
coupled with the local education and training capabilities at the University of Tasmania North 
West Centre, the TAFE College, the North West Rural Clinical School, the North West 
Regional and North West Private Hospital, and our innovative private sector, Burnie has
considerable potential and capability to be a key player in supporting a ‘Technology
Partnership Agreement’ between the Federal and State Government.

In a small state like Tasmania there are limited opportunities for competition and in many
instances major economies of scale can only be achieved through cooperation of public and 
private hospitals. Such partnership arrangements should have several key elements:

Partnership agreements for the introduction of new technologies should only be 
developed where there is clinical support for their appropriate use and where joint 
partnerships would provide cost effectiveness to the Tasmanian community. 

The development of new cooperative agreements must be based on an increased level of 
transparency in the contracting process.  At present, there is a transparent process when
tendering for services from the private sector, but there is no process for review of 
decisions when ceasing joint ventures.  The development of transparencies when 
determining the ‘finish point’ for joint developments would encourage the private sector 
to engage in more joint venture operations.  All of these tendering processes would still, 
however, take into consideration any commercial-in-confidence issues. 

A successful partnership would include information sharing and strategic planning 
between sectors.  A group such as the Information Systems Steering Committee, which 
involves the Australian Government, DHHS, University of Tasmania and the Tasmanian
General Practice Division could be utilised for this purpose, and expanded to include 
private hospitals.

A strategy for the introduction of new technology not available in Tasmania is required.
In some instances it is easier for the private sector to establish very expensive high cost 
technology but, once established, mutual arrangements - with a patient centred approach - 
between the public and private sectors could be developed.  The strategy with the best 
prospect of success was thought to be an appropriately funded joint venture.  Any new 
arrangements would need to be subject to cost-effective requirements, and appropriate 
thresholds and clinical indicators for use. 

Two areas where the private and public sector could cooperate to increase patient safety 
and quality of care deserve special mention.  The first would be the development of a 
single patient database.  While recognising that legal advice may have to be received 
regarding the Privacy Act, it would be beneficial if all hospitals in Tasmania implemented
the Statewide Client Registration System.  This system contains demographic and 
identification data only, not confidential medical details. The second would be to reduce 
medication errors by computerised order entry, automated dispensing machines, bar-
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coding etc.  This could include a partnership arrangement around some of the contracts 
with providers of the software. 

The direct benefits for Tasmanian patients from such an arrangement could be to improve
their access to the various treatments and equipment available.  Other benefits could arise 
from a more efficient hospital system, which could avoid duplication of high cost technology 
and make better use of capital investment.

It is also important to remove the barriers that exist to the development of partnerships.  At 
present, the public sector can buy services for public patients from the private sector, but the 
private sector cannot utilise public sector equipment due to the national prohibition on ‘fee 
splitting’.  Due to the small size of Tasmania, and the desirability of avoiding unnecessary 
duplication in relation to expensive technologies, this provision should be changed.

Medicolegal issues would also need to be resolved by all parties in order to enable both public 
and private hospital staff to ‘share’ equipment.  Patient access to shared equipment should be 
determined by medical staff on the basis of clinical priority. 

Technology and the Public Sector 

Increasing efficiency within the public sector benefits the public by ensuring the funds 
entrusted to government services are spent in a manner that maximises the gain to the 
population.  The DHHS has already implemented a number of initiatives to improve its 
purchasing practices and provide financial and operational benefits to public hospitals,
private hospitals and community organisations.  These include: establishing a wide range of 
common-use supply contracts, many of which are accessible to external organisations, to 
streamline purchasing processes; developing a central purchasing support unit and 
development of associated training programs and guidance material; standardisation of 
equipment across sites to reduce operating and training costs; and a Clinical Products 
Procurement Advisory Group to advise on further reforms with the public hospital system.

A number of submissions to this review have suggested, however, that the desire to provide 
effective statewide purchasing has also resulted in delays in the timely acquisition or repair of 
equipment.  Evidence has been provided to the Panel suggesting that budget containment
measures have led to:

Ongoing administrative resistance when attempts are made to acquire equipment deemed
essential for adequate patient treatment by the relevant professional Colleges.

A process of replacement of equipment that is inadequate and, in particular, too slow.
Delays in replacement of dialysis machines, ventilators, ventilator humidification units,
cardiothoracic unit ventilators, monitoring equipment, and various less costly equipment
has led to reliance on unreliable and often obsolete and unsupportable equipment.

Therefore, in order to have effective purchasing, the process of equipment replacement needs 
to include 1) acknowledgment of and appropriate action to warnings given by clinical staff in 
relation to equipment malfunction; and 2) a replacement schedule set in place at the time of 
equipment purchase. 

In addition to these primary requirements, a number of other measures may be taken to 
improve public sector purchasing (Recommendation 4.2): 

37



Review of Key Issues for Public and Private Hospitals in Tasmania: Expert Advisory Group Report

Streamline purchasing guidelines, to be undertaken in line the with work being done to 
develop more sophisticated health care planning, cost effectiveness, and cost utility 
analyses, for the introduction of new services to the public sector.  The public sector 
needs to improve these internal processes before it can join with the private sector in 
further cooperative ventures. 

The public sector could broaden the tendering process for prosthetics, stents, and other 
equipment by working with the private sector, or ‘piggybacking’ on the larger orders 
coming from other states – or buying directly from them where this proves cheaper. 

Apply the dedicated service centres approach to existing and new purchases of 
equipment.  It is not financially possible for a State the size of Tasmania to have high cost 
technology, equipment and services spread across all regions of the State. 

Clarify purchasing processes for rural hospitals, and develop formal structures for 
purchasing goods and services. 

Investment in Cost Effective Technology

Since the publication of the Quality in Australian Health Care Study (Wilson et al, 1995) it 
has been apparent that avoidable medical errors case a significant loss of life, and quality of
life.  Adverse events impose a significant burden on individual patients and on the hospital 
system as a whole.  More recent work sponsored by the US Commonwealth Fund 
demonstrates that this is a common problem in developed health systems.  Blendon et al 
(2003), for example, report an error rate relating to medication or treatments in Australia, 
Canada, New Zealand and the US, in excess of 20% of patients over a two year period.
These results suggest that quality assurance in hospitals may well be the most cost effective
technology available. 

The 2003 DHHS Hospitals and Ambulance Service Division Draft Tasmanian Clinical Risk 

Management Policy promotes the use Evaluation and Quality Improvement Program
standards and criteria throughout the major Tasmanian public hospitals.  It specifies the 
requirement that all public hospitals prioritise the development of the following: 

A consolidated Clinical Risk Register

Treatment plans for whole-of-division serious risks 

A consistent electronic statewide incident monitoring, analysis and reporting system

Consistent statewide Root Cause Analysis of adverse events

Consistent agreed minimum dataset for a statewide Clinical Indicator Collection 

This work is commended.  The implementation and expansion of these statewide standards 
should be supported by both Tasmanian and Australian Governments (Recommendation 4.3).
The magnitude of the problem of adverse events, as reported in the literature, suggests that 
these, and other possible policies (such as hospital accreditation, computerised medical
records, minimum staffing rules in relation to particular procedures, clinical pathways and 
digitised X-rays) should receive very high priority. 

There are many areas where hospital technologies could be updated.  At ward level, a hand 
held data entry device could, in principle, reduce the need for hand written data by staff, 
whilst providing immediate updates of patient status and records.  The introduction of new 
technology does not in itself, however, improve patient care.  In order to be effective, it needs 
to be accompanied by changes in work practices, and to answer a clear need.
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A Case for Cost-Effective Technology – The Epilepsy Association of Tasmania 

An extract from the Epilepsy Association of Tasmania submission illustrates the case for cost effective 
technology:

Specialists need to have access to up to date basic essential equipment to provide a good 
service.  The EEG machine at the North West Regional was an old pen and paper machine.
The Epilepsy Association has recently received funding from the Tas Community Fund to 
purchase a Digital machine for the hospital.  There are also visiting Epileptologists who visit 
Hobart and Launceston.  Unfortunately as the major hospital for the state, the Royal Hobart
does not have a digital Video/EEG machine.  The neurologists have to spend their precious
time while they are here on day visits to the hospital from Melbourne watching videos in 
order to diagnose events.  All of the major public hospitals in Australia have access to Digital 
video EEG where the EEGs are recorded on a CD and sent to specialists for reporting.  This 
would save their valuable client time.  It is also very frustrating for them not to have access to
this basic equipment.

A number of submissions to this review have noted that the impact of the consolidation of 
equipment may involve an increase in patient travel. Any costs involved in support for travel 
and accommodation must be set against the costs involved in the duplication of equipment
across the regions, with the general expectation that subsidising access to high cost 
technology should be a cost effective alternative to the duplication of equipment.
(Recommendation 4.4) 

Focus on Consumers – The George Town Council

The impact of any consolidation of equipment on patient travel is the subject of this extract from the 
George Town Council submission:

Maximise the use of limited, high cost technology, equipment and services 

This is sensible given the size of the population and the need to utilise expensive equipment
effectively and some sharing between hospitals of high cost technologies is a logical option.
Therefore assuming dedicated centres for different types of specialist services in the three 
regions of the State there is the possibility of a team of specialists working in one centre and 
consulting in the other two centres where practical.  This would allow specialist equipment to 
be located in one place and provide adequate throughput for that equipment to be more
economically and efficiently used.

A possibility would also be to provide dedicated transport to patients from the various 
regions to those centres on a particular day as the inaccessibility of services, particularly for 
those without vehicles, is one of the major problems in such a decentralised state.  Some
form of transportation therefore between centres for such services would prove beneficial for 
the most disadvantaged in our society.

Another issue is that while it is understood that Tasmania is too small to maintain a spinal 
unit, there should be some assistance to that patient’s relatives to allow them to be near the 
patient, particularly as they are required to spend long periods in Melbourne.  One very 
practical and beneficial strategy for the government to undertake would be to set up some
form of reasonably priced accommodation in Melbourne to assist people facing long 
hospitalisation there.  It is expensive enough for relatives to travel there regularly without the 
added burden of high cost accommodation.
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The alternative is to ease pressures on acute care hospitals through the expansion of home
technology options.  Home alerts, home monitoring systems, personal alarms were all 
examples of the type of small scale technology that could be installed in homes where the 
health or frailty of the occupants put them at risk of hospital, or residential aged care,
admissions.  Currently, sufficient funding is not available for the technology that could be 
installed in these circumstances, in order to support people in the community.  The Home and 
Community Care program is a joint Australian/State Government program that could be 
utilised to expand these benefits for older Tasmanians, and prevent hospital 
admissions/readmissions. (Recommendation 4.5) 

Links with Other Key Issues 

A key element in workforce satisfaction (and subsequent retention of the workforce) is the 
capacity to provide ‘best practice’ care. When the costs and effectiveness of a new 
technology indicate that it should be used there is understandable frustration when the 
technology is not available and there is no clear path to its acquisition.   A number of 
submissions to this Review have pointed to the linkages between the availability and use of 
technology, the optimal use of the health workforce (Key Issue 5), and opportunities for 
education and training (Key Issue 6).

Recommendations

4.1 That strategies to develop and expand technology partnerships, within the dedicated 
service centre framework, be pursued and, in particular: 

That the Tasmanian and Australian Governments, in consultation with the University of 
Tasmania, develop Tasmania as an innovation site for technologies. 

That the Tasmanian and Australian Governments, and Tasmanian private hospitals, 
include the sharing of high cost technologies in the development of any partnership 
agreement, and develop policies that enable equipment sharing across the public and 
private sector.

4.2 That the Tasmanian Government continue to develop a statewide approach to the effective 
purchasing of equipment and technologies, with an emphasis on prompt processing, 
consistent with customer needs. 

4.3 That the Tasmanian and Australian Governments, continue to examine options for the 
minimisation of adverse events, particularly those adverse events preventable by 
technology, regulation and system reform.

4.4 That the transport and accommodation needs of patients, their families and carers be 
considered when reducing the duplication of high cost technology, equipment and 
services through implementation of the recommendations above. 

4.5 That the Tasmanian and Australian Governments, in consultation with private hospitals 
and other key stakeholders examine the expansion of home technology options that 
would increase the independence of ‘at risk’ patients once they have returned from
hospital.
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Issue 5: More effectively recruit, use and retain the hospital
workforce

Background

For the statewide public hospital network to operate effectively and efficiently it is important
to have stability in the clinical workforce, reliability in its infrastructure, and clear information
for the community regarding access and availability to services.  The operation of the state 
public hospitals has a direct impact upon private hospitals in regional proximity due to the 
interdependence of both public and private sectors regarding medical, nursing and allied 
health professional workforce. 

At the initial Ministerial Round-Table meeting, and later at the Specialist Reference Group 
discussions, concern was expressed by both clinical and administration representatives 
regarding the delay in filling staff vacancies, and the new positions essential for the
continuing smooth operation of public hospital facilities. 

Following the presentation of the Issues Paper by the Panel, such views were replicated many
times, with respect to all three major public hospital facilities.  The limited authority carried
by local hospital administrations, regarding basic functions such as expenditure approvals 
and staffing, appears to be a considerable aggravation for clinical staff and a point of 
considerable difficulty for management. (Recommendation 5.1)  The Panel was persuaded 
that excessive centralisation of decision-making presently causes significant inefficiency in 
the running of hospitals.  This is an area where the experience of other States could usefully 
be observed.  For example, the cessation of ‘micro-management’ of Victoria’s hospitals in 
the early 1990s was accompanied by a decrease, not an increase, in expenditure. 

The containment of the health budget, and the necessity to place constraints on staff 
establishment and expenditure approvals, were symptomatic of similar difficulties
experienced in other jurisdictions, all of which have required firm control by government.  In 
addressing the Terms of Reference provided to this Panel, members have concentrated their 
efforts to ensure such problems of the past are not repeated in the future.

In the face of general staff shortages, in Tasmania and nationally, the system must be able to 
respond to the medical labour market, quickly and flexibly. (Recommendation 5.2)  While it 
was also recognised that the recruitment processes that have been put into place have been
designed to be fair, and to recognise the merit principle.  Prospective employees can now pick 
and choose between different appointments. They can now ignore employment options when 
extensive delays occur between interview and commencement in the position. 

Tasmanian hospitals are confronting the same workforce shortages in the vast majority of 
clinical disciplines and allied health professionals.  In some instances the difficulty is 
exacerbated by competition which exists at the local level between public and private 
hospitals.  As was repeatedly mentioned to panel members during interviews, this 
phenomenon is not confined to Australia alone. 

The extent to which the mainland states and overseas countries are prepared to offer 
considerable attractions both in remuneration packages and lifestyle options cannot be 
ignored by the Tasmanian decision makers nor by the administration which serves them.  It is 
clear from information provided both by hospital administrators and medical staff, that the 
future recruitment and retention of specialist clinical staff and supporting resident workforce 
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will be dependent on their ability to respond rapidly and appropriately to the medical
workforce market in a rational way.  Successful recruitment of excellent staff in this 
competitive marketplace will also depend upon the reputation of Tasmania as a place of 
quality service delivery, matched by a positive and productive place of endeavour for the 
workforce involved. (Recommendation 5.3) 

The task now required in addressing Term of Reference 5 is to develop viable solutions to the 
difficulties arising from this complex market, and solutions which provide the means by 
which the decentralised population of Tasmania can enjoy security in the range and 
distribution of specialist and acute care hospital services.

Focus on Anatomical Pathology – Drs Parker and Challis 

Many of the challenges discussed above are common to the whole of the hospital workforce, although 
the impact upon individual disciplines varies, as illustrated by this submission extract : 

The practice of pathology in general, and anatomical pathology in particular, faces major
challenges.  There is a global shortage of anatomical pathologists and the state will find it 
increasingly difficult to retain and attract high quality staff.  Economies of scale, work 
satisfaction, workloads, ability to subspecialise, access to continuing education and 
reasonable leave provisions are all issues of importance if we are to continue to provide a 
diagnostic service which underpins all aspects of medical practice.

Partnerships for Workforce Sustainability

The discussion paper raised a number of scenarios where formal partnerships could be used 
to enhance opportunities for Tasmania’s combined public and private hospital networks.
These included the public and private hospitals’ need for specialist staff and equipment, and 
the role of the Tasmanian and Australian Governments, regarding funding and workforce 
education.

In the past, Tasmania has frequently been able to present its credentials as a place which can 
have a special relationship with the Federal Government and where worthwhile projects with 
the potential to be of national significance may be undertaken.  The problems currently 
confronting both levels of government regarding future demands in public hospital funding, 
represent one of the major challenges for the 21st century and the potential which Tasmania
presents for the trial of new systems should not be underestimated.

A key to workforce sustainability in the Tasmanian public and private hospitals is the
availability of an ongoing, viable, Faculty of Health Sciences at the University of Tasmania,
which provides quality education for doctors, nurses and allied health professionals.  An 
integral part of this process should be the availability of health research of international 
significance.

Historically, Tasmania has achieved this goal.  A number of contributors to this inquiry have 
suggested that Tasmania may have fallen behind in this respect in recent years.  The Panel
believes that only a combined initiative, involving public and private health sectors and 
Federal and State Governments, will enable Tasmanian health research to regain its former
momentum.

While there is a history of cooperation between the University of Tasmania and the 
Tasmanian health department, cooperation between the private and public hospital sector is 
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less well developed, and could be extended for the benefit of the consumer.  Tasmania cannot 
support two systems competing in all areas of hospital and medical care. Strategies that need 
to be further developed across the public-private system include joint advertisements for
Tasmanian staff, the development of a health care workforce web presence, sharing of some
mutual staff where public and private services are co-located (such as security services), and 
mentoring for rural staff.  (Recommendation 5.4) 

Planning for the Workforce Needs of the Future 

Many of the submissions received dealing with the future workforce presented the argument
that the assessment of such requirements is an inexact science.  There is nonetheless, a clear 
recognition that Tasmania could significantly improve its performance in this respect, if it is 
to meet the total public and private hospital requirements for the foreseeable future. 

An important point frequently made, was that Tasmania cannot continue to rely upon 
overseas trained graduates to fill the void in its health professional workforce, whether it is in 
the wards of our hospitals, or in the rural and remote communities which have inadequate 
access to GP services. 

There does need to be a concerted effort to identify the future clinical workforce requirements
for Tasmania, having regard to the total needs of both public and private sectors, whether it is 
developed through a comprehensive strategic planning process, or something more functional 
in terms of its simplicity.

What is abundantly clear is that a range of health sectors are competing for the one pool of 
doctors, nurses, allied professionals and administrators  The ageing of the population in 
Tasmania in particular is already placing a premium upon such experience which no health 
sector can ignore.  There are also concerns at the other end of the age spectrum, so that the 
health care needs of the very young, children and adolescents are receiving inadequate 
attention.  An argument regularly presented by witnesses was the cost, which would 
ultimately accumulate for the community, if the serious cases among this younger age group 
in need of attention, continue to remain undiagnosed and uncared for. 

A common submission was that the most reliable recruiting ground for the Tasmanian
hospital workforce will continue to be the home grown product from within our own 
University of Tasmania.  The problem is that, upon graduation, too many choose greener 
pastures on the mainland, or overseas, when a slightly more focused approach locally may
well persuade young medical and nursing graduates to stay at home.  Many young (and even 
older) Tasmanian graduates who have moved away to gain experience are now open to offers 
to return home.

To retain or to attract back these graduates requires a positive strategy that delivers reliability
in employment, and a strong sense of belonging, both professionally and socially.  The type of 
bureaucratic constraints referred to earlier in recruitment and appointment, together with the 
absence of on-site human resource managers to confront these problems, often dissuades the 
enterprising doctors and nurses from returning to Tasmania.  (Recommendation 5.5) 

New strategies, to complement and expand current recruitment activity, should include the 
following:-

Tourist Website:  There has been a very significant effort to promote Tasmania as a 
tourist destination.  Yet there is little follow-up in attracting visitors to ‘Stay and Settle’ 
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in the state.  This is an opportunity to recruit for the health care workforce that is 
currently being under-utilised.  The Tasmanian Department of Tourism website could be 
expanded, for example, to link to employment opportunities in Tasmania, and health care 
employment in particular.

Family Networks:  Similarly, family networks could be brought into play.  Many young 
Tasmanians move interstate or overseas in their late teens and early twenties.  The 
Tasmanian Government could develop an on-going ‘Welcome Home’ campaign to 
encourage a return of health care professionals, and others with family connections and 
scarce skills.  This could be accomplished through both a general advertising campaign
and a more targeted partnership with the University of Tasmania and could involve their 
database of Tasmanian graduates. 

Advertise Packages: Recruitment could be increased if it was widely known that, as 
opposed to other states, Tasmania allows the full benefits of salary packages to come to 
the individual, rather than the organisation they are joining.  The extent of this state’s 
excellent indemnity cover should also be more widely promoted.

Support Schemes: Promotion of new staff support schemes.  The work being done in 
relation to General Practice by Rural Workforce Support was noted as a model for new 
staff support and may be applicable to other professions.

Work Experience placements: Increasing the capacity to offer work experience in 
hospitals by providing a subsidy to employers would provide an additional entry point to 
a career in hospital employment.

Strategies for the retention of Tasmanians committed to the public hospital workforce should 
include:-

Facilitating annual and long service leave entitlements: The accrual of excessive amounts 
of annual and long service leave is a false economy and represents a considerable 
financial liability.  It is recognised that some moves have been taken in this direction with 
the development of the DHHS 2003 Leave Management Policy.  The Tasmanian
Government needs to commit to actively implementing this policy as a matter of urgency, 
with a time frame that provides for minimum delay for the resolution of excessive 
outstanding staff leave entitlements.

Payment of accrued leave: In circumstances where a significant backlog of recreation and 
long service leave has accrued, it should be possible to pay this leave out into the 
employee’s superannuation fund.  This will be of benefit to the employee as well as 
reducing the accumulated financial obligation of the DHHS.  This measure should be 
time-limited, available for no more than two years, in order not to provide further 
incentive for accumulation of undue amounts of leave.

Removal of delays to professional development: The importance of professional 
development must be recognised as a key factor in attracting and retaining staff.  Frequent 
delays in this area are currently reported as the processes of approval may involve a 
number of levels.  The Tasmanian Government needs to commit to a performance
indicator that requires the resolution of such requests within a maximum of 30 days.

Remove barriers to professional development: Barriers to professional development
include a lack of funding to support this within hospitals in the first place, as well as a 
lack of backfill for staff undertaking these activities.  There is no point in people being 
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away from the workplace to find that, on their return, work has built up to unmanageable
levels.  This principle must also apply to refresher training courses. 

Consultation with staff: The workforce satisfaction survey (recently administered to 
Tasmania’s nurses and to be sequentially administered to other health care professionals), 
will provide feedback to be used to inform health policy and delivery, including
improvements in staff working conditions.  Further opportunities need to be developed for 
multi-disciplinary, multi-sector discussion and feedback, including forums, surveys and
seminars.

Staff retention: Retention could be increased if the staff structure supports staff, with 
stimulating work in a variety of settings (across public and private and across hospital and 
community). Partnering between urban and rural hospitals should be explored, in order to 
provide for secondments and placements in a variety of settings.

Incentives for junior staff: A bridging payment for health care professionals, in the final
years of their professional education could be used as an incentive to ‘sign on’ to a 
particular hospital.  Alternatively, a Senior Fellows category of attachment to a Discipline, 
with leave of absence for completion of studies, is a method which pays dividends in 
retaining high quality staff.

The development of career pathways: It was noted that the development of an appropriate 
health care service for Tasmania requires the support of the University of Tasmania.  The 
Medical School was mentioned in particular but clearly this applies to both graduate and 
postgraduate training and education across all professions. 

Many of these points cannot be achieved within existing resources – at the very least, action 
must be taken so that excess leave liability can be eliminated.  If it is agreed to pay out leave 
to clear the accumulated liability, for example, there will be a need for additional funds.
While this will be a cost in the short term, it is no more than the amount required eventually,
and represents an overall saving to Government in the medium to long term, and is therefore 
consistent with the requirement that this Review ‘have regard to the existing financial 
circumstances’.

Retaining the Critical Mass 

Another issue repeatedly raised throughout the review is the need to employ and retain 
sufficient critical mass within each of the required specialties in the clinical workforce, in 
order to provide necessary specialist services, as well as maintaining a sustainable on call
roster to deal with after hours and emergency cases.  The is persuasive evidence that among
some of the clinical specialties there is simply not the critical mass necessary to ensure that 
such services will be available in current locations into the future.

The most common contributor to current uncertainties, in addition to the inevitability of
retirement on account of age, is the feeling of undue personal pressure due to the 
unavailability of a sufficient number of colleagues to share the patient load.  From the
information provided it is reasonable to conclude that a more rational distribution of the 
specialist workforce is required, based upon a statewide clinical service provision network 
through a combination of dedicated and general service centres. 

If Tasmania is to retain a competitive position, and an appropriate share of the national 
clinical workforce, then it will need to have regard to national benchmarks, such as 
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recommended ratios of health care professional to population set down by the Australian 
Medical Workforce Advisory Committee. (Recommendation 5.6) 

To that end, it is essential to build upon the stated preparedness of the private hospital 
operators in all three regions to work collaboratively with the public hospital network to 
facilitate more reliable recruitment and retention.  The nature of the shared clinical workforce 
across both systems is now well understood and the need to plan proactively to fill future 
requirements is a challenge of some significance.  (Recommendation 5.7) 

The more precise the definition of the range and number of health professionals required for 
an appropriate critical mass, the greater will be the potential for collaboration between 
hospitals in both sectors, as well as the three clinical schools in Hobart, Launceston and 
Burnie, which rely upon many of the same personnel for teaching and research. 

The suggestion that a workforce strategic plan be developed drew some support from
witnesses.  However there was a fear expressed that the bureaucratic infrastructure which has 
exemplified such initiatives elsewhere, sometimes tends to impede the systems need for 
timely and reliable information.

A number of the contributors to this review process would prefer to see the provision of 
dedicated and experienced human resource personnel in each of the hospital facilities 
working directly with the health professional staff and hospital administrators, to ensure 
workforce stability together with a forward strategic focus upon service delivery and 
resources required. 

The rational distribution of the specialist clinical workforce through a statewide public 
hospital network based within the South, North and Worth West regions, working at optimal
performance in terms of quality and through clearly defined budget allocations, is the only 
way such services will be sustained in this island state. 

North West Coast Hospitals Services 

In the consultation undertaken for this review, it was argued that staffing shortages were, in 
part, a result of the duplication of many services across hospitals.  This has resulted in small
departments whose viability depends upon a key person and unsatisfactory working 
conditions (forgone annual leave, poor training conditions, isolation from peer professionals,
punishing on-call regime for specialists).  Workforce shortages increase rostering frequency.
This sets up a ‘snowball effect’ of resignations leading to even more loss of staff – ‘the last 
one off a sinking ship’ mentality.

The link between workforce and patient safety has been well documented (ACSQHC, 2003).
It is commonly known that working long hours leads to fatigue.  Evidence from studies, 
nationally and internationally, demonstrates the link between fatigue and impaired 
performance levels (DHHS, 2002).  The Option for Discussion presented in the Issues Paper 
for public consultation suggested that the development of a single site hospital in the North 
West had the potential to provide a high quality service with sustainable workforce support. 

This became the most public of all the issues addressed by the Panel.  Anxiety with respect to 
this issue was exacerbated by the unfortunate timing of the announcement by Healthscope, 
operators of the Mersey Community Hospital (MCH), that obstetric and emergency services 
were to be downgraded.  Further comment regarding this action would serve no useful 
purpose, other than to say it had the potential to significantly distort the consideration of
issues by relevant interest groups, and the public response generally. 
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Nevertheless, the referral of the material about the Healthscope decision to Professor Peter 
Cameron from Monash University, Victoria, has proven to be very helpful in the discussion 
of matters pertaining to hospital services generally in the North West region, and at the MCH 
in particular.

There is a common theme between Professor Cameron’s evaluation (2004) and the views 
enunciated to Panel members in face to face meetings with key stakeholders and community
interest groups.  Perhaps this is in part due to what is entitled to be described as enlightened 
leadership by the Cradle Coast Authority, on behalf of the local government administrations
in the catchment area of the North West. 

Joint Submission – Cradle Coast Authority, North West Rural Clinical School
(University of Tasmania) and North West Tasmania Division of General Practice 

While the Cradle Coast Authority, North West Tasmania Division of General Practice, and University
of Tasmania Faculty of Health Science all developed independent submissions, they also tendered a 
Joint Submission in order to address the issue of a single site hospital service: 

While all the points raised in the Issues Paper are of importance, and separate responses
may be developed individually, answering specific areas of interest, we believe the OFD 5.6 
(Single Location for North West Coast Hospital Services) is critical for this region and that the 
relevance and possible success of implementation of all other issues raised n the paper, rest 
with meaningful resolution of this issue.

Almost without exception, private witnesses and the public forums presented views based 
upon resolving the serious problems which have progressively beset hospital service delivery 
in the region in recent times.

There was strong support for the continued role of the MCH facility at Latrobe to continue to 
be a key centre for the provision of quality accident and emergency care, as well as an
ongoing location for routine, low acuity general health care services including step-down 
facilities for the community at the eastern end of the region. 

Focus on Cooperation  – North West Regional Hospital Emergency Department

Greater cooperation between the Burnie campus and services in the Latrobe area is the focus here: 

While the concept of one specialist hospital for the region appears to be well accepted (by 
the medical profession at least), the location of this facility generates passionate arguments
in the profession and the community.  While we should be actively working towards this goal, 
in the interim, we believe that a significant proportion of the region’s medical needs could still 
be accommodated at the Mersey Hospital provided there is support from the North West
Regional Hospital, the Health Department and the various private operators.  We believe that 
a region wide plan for hospital services, if sensitively handled, could unite, rather than divide 
the community.

There was also agreement that any change in the provision of services, including the location 
of those services, must be accompanied with proper community consultation, information
and, where necessary, education.  The general view expressed was that where change can be 
demonstrated as being necessary and for the long-term benefit of the regional population, it 
will be supported.
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It was clear that, across the region, a single location for the delivery of specialist medical
services would be supported, provided it ensured the retention of the region’s share of 
services.  Also supported is the need for urgent interim measures regarding the location of 
those specialist services which are likely to be lost to the region due to poor staffing levels 
placing unsustainable burdens on the remaining specialists involved. 

On the evidence and submissions available to this Panel, it was concluded that the existing 
facility in Burnie - the collocated North West Regional Hospital (NWRH) and North West
Private Hospital (NWPH) - is the most appropriate location for the vast majority of specialist
medical services.

Appendix 8 to this report outlines the reasons and supporting statistics which led to the
recommendation of Burnie as the location of the single site regional hospital in the North 
West.  Six criteria were considered. These were (i) the existing capacity of the two locations;
(ii) the pressure on existing facilities resulting from a transfer of services from the other 
location; (iii) services provided to the broader, North West catchment populations 
surrounding Burnie and Latrobe; (iv) the likely quality of services; (v) transportation 
facilities; and (vi) projected population growth.  Statistical data relevant to these criteria are 
summarised in Table 3.

Table 3.  North West Regional Hospital and Mersey Community Hospital (2002-03) 

Criterion NWRH MCH
Ratio

Burnie to Latrobe 

1. Capacity
 Admissions 7,660 6,627 1.16

inc Burnie Pte 12,593 1.90
 Bed Day 34,340 22,240 1.54
 Ave complexity 1.29 0.98
 Emergency Services

Category 1 55 48 1.15
Category 2 565 247 0.29
Category 4 11,741 8,784 1.34
Category 5 2,700 8,183 0.33

2. Pressure from transfer 
 Percent increase

needed to absorb other 
hospital’s activity 

Adm 26.2 37.4 1.43
Bed Days 17.0 38.0 2.23

 GP/1,000 0.88 1.07 0.82

3. Catchment demand 
 Separations 4929 2,173 2.27
 Separations including

Burnie Private
8170 3.80

Emergency Cat 1, 2 
(Outside LGA) 

503 142 3.54

6. Population projections 
Growth to

2011 -5.9 (-3.9)* -0.5
2021 -13.8 (-9.8)* -3.4

*includes Central Coast
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The following conclusions were reached in Appendix 8. 

The existing capacity in Burnie is significantly greater than at Latrobe.  The NWRH
alone had 16 percent greater admissions in 2002-03.  With the addition of cases from the 
collocated NWPH this rises to 90 percent.  Together the Burnie hospital bed days exceed 
Latrobe bed days by 54 percent. 

The complexity of services at the NWRH is significantly greater that at the MCH, 
indicating the capacity for higher level of clinical support. 

More complex emergency services are currently provided at the NWRH.  Life threatening 
triage category 1 plus 2 services were 2.29 times greater in the NWRH than in the MCH, 
in 2002-03. 

The overwhelming majority of ‘Emergency Services’ in the MCH were for triage 
category 4 or 5 patients (88 percent). 

For the transfer of all surgical procedures currently undertaken (in 2002-03) at both 
hospitals, surgical admissions to the NWRH would have to rise by 70.0 percent.  To 
perform all those procedures at the MCH, surgical admissions would have to rise by 143 
percent.  For the two hospitals, this would represent a 26.2 and 37.4 percent increase in 
total admissions respectively, indicating a significantly greater pressure upon MCH 
resources if this option were implemented.  As Professor Cameron noted, there was no 
realistic suggestion that the MCH became a ‘base hospital’ for the region.

The GP supply per 1,000 population is 22 percent greater in the Latrobe/Devonport area 
than in the Burnie area.  This indicates a potentially greater capacity in 
Latrobe/Devonport to substitute GP for hospital services - particularly for the 
exceptionally large number of category 5 emergency services at the MCH, the majority of
which could appropriately be provided by a GP service.

NWRH services outside the Burnie region are 2.27 times greater than the separations 
provided by the MCH outside its immediate region.  Including the NWPH increases this 
differential to a factor of 3.8.  Effectively, this means that the NWRH campus is generally 
regarded within the wider region as the locus of choice. 

As noted, the NWRH provides a larger number of services and, on average, more
complex services than the MCH.  These are factors usually associated with a greater 
quality of care as both factors contribute to the preservation of clinical skills.

The advice provided by Healthscope to Minister Llewellyn in March 2004 indicated that 
some services could no longer be provided safely at the MCH.  While the subsequent 
transfer of management and control of the MCH from Healthscope to the Tasmanian
Government will act to resolve these issues, this process will necessarily take time.

Transport services from either Burnie to Latrobe or vice versa can be upgraded to ensure 
no deterioration in the quality of the service results from either of the two options under 
consideration.

Population projections to 2011 indicate that the population at the Eastern end of the North 
West Coast is expected to decline less than the population at the Western end of the North 
West Coast.  This difference is too small to carry significant weight in the short run – and 
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possibly even the long run – with regard to the choice of site for the consolidation of 
services.

In recognising the importance of streamlining specialist service delivery in this region for 
reasons of quality and efficiency, it will be essential to ensure those funds which are freed up, 
from the former arrangements with the private operator at Latrobe, be retained within the 
region for the enhancement of health care delivery to that community. 

The pathway forward for the region is to now capitalise upon the decisions taken by the 
Tasmanian Government to stabilise those services regarded as crucial for each facility.  There 
can be an orderly process of consultation and decision making to determine the rational 
restructuring and (where necessary) relocation of hospital services, to meet the long term 
needs of the people of North West Tasmania. The processes now in place as a consequence 
of consideration of the Cameron Review should continue to be followed, subject to 
consideration of this report and recommendations relevant thereto. (Recommendation 5.8) 

Focus on North West Hospitals – Personal Submission from Jan Ponting 

Two-thirds of all submissions from the North West supported the principle of a single-site hospital:

Two hospitals on the northwest coast are not working, as shown by the difficulty in getting
specialist to the area and retaining staff.  Parochialism needs to be put aside and careful
planning for the whole of the northwest coast needs to occur.  Give a thought to people 
travelling from Strahan, Queenstown and Rosebery as these roads are subject to severe
weather conditions … The system at Burnie with public and private sectors working together
enables clients to see specialists and have investigations done at the one place, limiting
travel, which is of great advantage to the elderly and disabled.

Links with Other Key Issues 

Evidence and testimony submitted to the Panel suggested that effectively recruiting, utilising
and retaining the hospital workforce is fundamental to all other issues examined through this 
Review.  If maximum effort was put into resolving the issues outlined under this Key Issue, a 
great deal of the urgency with which the other issues are presenting would be resolved. 

It is perhaps appropriate to reiterate the point that this is not a problem faced by Tasmania
alone, as this extract from the report of the Western Australian Health Reform Committee
(2004) makes clear: 

There is also a significant shortage of specialist staff in some services, both in Australia as a 
whole and in WA in particular.  In combination with the above fragmentation, the lack of
collaboration and integration is apparent resulting in difficulties which include:

Organisation of effective on call rosters and leave relief; 

Access to sufficient caseloads to meet benchmark standards;

Accumulation of a critical mass of staff for optimal peer group interactions, training and
research; and

Competition that limits orderly recruitment for succession planning.

The last point, regarding the competition that exists in an under-supplied market, is most 
pertinent to Tasmania.  It is imperative that Tasmania positions itself in a way that will be
advantageous to the population.  The recommendations below point the way towards 
achieving this end. 
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Recommendations

5.1 That such authority as is necessary be devolved to the Chief Executive Officer (CEO) of 
each public hospital, to facilitate the efficient administration and function of the hospital, 
and that, subject to compliance with Government policy and guidelines as laid down in 
the State Service Act 2000:

That the CEO have authority to effect changes to the hospital’s administration.

That the CEO have authority to effect changes to other policies concerning the 
professional workforce. 

5.2 That approval processes for the creation of positions for health professionals within the 
State’s public hospitals be streamlined for the creation, advertisement and appointment of 
such positions, so as to ensure continued availability of operational establishment within 
each clinical division.

5.3 That there be developed within each hospital sufficient personnel competent in the 
provision of Human Resource Services to enable the devolution of human resource 
management to the individual hospitals.  Included in the responsibilities for these officers 
would be advice and direction regarding workforce related issues including employee
contracts, implementation of various industrial agreements as they relate to services 
provided in accordance with the State Service Act 2000, and such other issues requiring 
resolution which may relate to the said agreements and Act. 

5.4 That the Tasmanian Government be urged to continue to build partnerships between the 
University of Tasmania, the Australian Government, the State’s public hospital network,
and private hospitals in each region, to maximise opportunities for health professional
education at both the undergraduate and postgraduate levels, together with a significant 
growth of the research program carried out under the auspices of the University’s Faculty 
of Health Sciences. 

5.5 That targeted programs be implemented on behalf of Tasmanian public hospitals to 
encourage the retention of Tasmanian trained medical, nursing and allied health 
professional graduates, together with a complementary campaign to encourage health 
professionals who have moved from Tasmania to expand career opportunities, to return to 
the Tasmanian public hospital system.  A comprehensive workforce recruitment and 
retention plan should be developed by the Department of Health and Human Services to 
increase the likelihood of success of these programs.

5.6 That dedicated and general state hospital service centre staffing levels be established in 
accordance with appropriate national benchmarks for the specialist clinical workforce 
(such as the recommended staffing ratios set down by the Australian Medical Workforce
Advisory Committee) so as to ensure sufficient ‘critical mass’ and the sustainability of
those services. 

5.7 That the public hospitals located within each region be encouraged to develop strategic 
partnerships with private hospitals located within their region to facilitate greater 
reliability in the recruitment and retention of staff and in the utilisation of high cost 
equipment, which may be unsustainable for either the public or private sector alone.
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5.8 For North West Coast Hospital services –

5.8.1 That as a frontline entry point for Accident and Emergency cases within the North 
West region there be fully functional Emergency Medicine Services located at the 
Mersey Community Hospital, Latrobe, and at the North West Regional Hospital,
Burnie.

5.8.2 That the Mersey Community Hospital Emergency Medicine Service integrate 
with the North West Regional Hospital Emergency Medicine Service so as to 
optimise the availability of appropriate staff, thus ensuring the availability of fully 
functioning 24 hour Accident and Emergency facilities in both localities. 

5.8.3 That ambulance and other patient transport services be reviewed and appropriately 
upgraded in a timely manner to ensure all patients equal access to the region’s 
hospitals.

5.8.4 That, in order to secure medium to long term sustainability of specialist services, 
there be a consolidation of the specialist clinical workforce within the North West
region – predominantly at the North West Regional Hospital, Burnie –and that 
there be a progressive implementation of dedicated and general service centres in 
accordance with the recommended state-wide strategy for the State’s public 
hospitals.

5.8.5 That, determining the most appropriate location for long term dedicated and 
general service centres, the processes for ongoing consultation and decision 
making recommended by Professor Peter Cameron and the members of this Panel 
be followed. 
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Issue 6: Further develop the capacity of the hospital sector to 
provide clinical education and training at undergraduate, post 
graduate and specialist levels 

Background

Health is a knowledge-centred business and the good practice of health care relies upon a 
solid scientific evidence base.  Without a robust clinical education system it is impossible to 
have a high quality hospital system.  The fragmentation across both systems acts to the
disadvantage of the Tasmanian population. 

The education issues faced by Tasmania, like the workforce issues, are not unique.  These are 
national, and international, concerns. The majority of the recommendations involve 
strengthening partnerships with the Australian Government, University of Tasmania, and 
private hospital services.

In association with the University of Tasmania, the public hospital system currently 
undertakes the majority of the clinical education and training at undergraduate, postgraduate 
and specialist levels.  The extent to which private hospitals are used for training differs 
between and within professions.  Nurse education already occurs in both public and private 
hospitals.  Only a small amount of medical specialist training currently occurs in private 
hospitals.  Nationally, the Australian Health Ministers Advisory Council Working Party on 
Specialist Training Outside Teaching Hospitals has considered a range of issues which
impact on the use of private hospitals for training. Consultations indicated that Private
hospitals in Tasmania were willing to undertake more systematic involvement in the training 
of health professionals. 

Planning for the future

An effective strategic plan which crosses jurisdictions is needed.  The issue of relationships 
between the Australian, State and Territory Governments (including health and education 
departments) is currently the subject of high level discussions at the Australian Health
Ministers’ Conference and between the Australian, State and Territory Ministers.  This work 
is commended, as is Tasmania’s involvement.

This plan must include a strategy for the coordinated provision and evaluation of accessible 
training, education, and development programs responsive to rural workforce needs.  This 
should occur in partnership with the University of Tasmania Department of Rural Health and 
the Rural Clinical School and other rural workforce agencies.  Flexible delivery of education
at all levels for all professions is especially important in Tasmania given its dispersed 
population.  Distance learning and the use of innovative approaches using information and 
communication technologies are increasingly applicable.

The plan should also involve interprofessional training, to make it easier to transfer between 
the different professions without adversely affecting the quality of the education, the 
standards and the knowledge base needed.  An innovative and flexible approach to education 
also enables the health care professional to commence his/her education at different points.
Flexible approaches to health professional education and training, in order to cope with 
increasing degrees of specialisation, are under development overseas and are being debated in 
Australia.  A program of concerted action needs to be developed in this area. 
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Expanding health care professional education beyond public and private hospitals is also 
required.  Many nurses work in the aged care and community sectors.  There should be more
utilisation of different sites for education and training as well as an increase in access and
availability to all disciplines through distance education and multiple pathways into the 
profession.

Focus on Clinical Education – Personal Submission from Dr Geoff Couser 

Individuals working within the hospital system are often passionate about their work.  The review
received a large number of personal submissions from members of the hospital workforce:

For a quality, vibrant and united medical community to exist in Tasmania there must be a 
recognition that the university (a federally funded body) must work closely with the public
hospital system (being state funded).  The DHHS would not be able to function without the 
graduates produced by a local university, and the university would not be able to train its 
ever-increasing numbers of students without the clinical placements and the clinical teaching
provided by non-university staff (ie, public hospital doctors of all grades: interns, residents,
registrars and consultants; non-medical DHHS staff must be acknowledged for their vital 
contribution to student teaching as well).  Having a clinical school closely associated with the 
public hospital (ie, right next door and accessible) was certainly a factor affecting my decision 
to move to Tasmania; I know of many colleagues who feel the same way.

Positive effects and goodwill notwithstanding, there are a number of problems associated 
with the current arrangements. … A lack of clinical staff in many disciplines able to not only 
teach students but to actually provide them with a meaningful experience. … Recognition 
from the university that clinical non-university staff make a great contribution to teaching. … 

The use of financial incentives 

Clinical teaching should be seen as a strategic investment and be rewarded.  It can be argued 
that, at present, there are financial incentives that actually work against the provision of
clinical education and training in public hospitals due to limits in funding, physical space, 
levels of staffing and other infrastructure supports. 

There must be an increase in the transparency of the funding of education, across all sectors.
The cut-backs in the University sector have been partially off-set by increasing the number of 
overseas students.  No commensurate additional resources have been provided to support this
increase in student numbers.  The increased revenue has not been delivered to the Faculty of 
Health Sciences but subsumed within the overall University of Tasmania budget.  Similarly,
public hospitals are not adequately funded for their teaching activities. The quality of 
teaching within public hospitals can be adversely affected by the lack of teachers and 
teaching positions.  Heavy clinical workloads present teacher practitioners with conflicting
responsibilities in relation to teaching and research.  Consequently, Visiting Medical 
Practitioners and staff specialists often undertake teaching duties out of hours.

Another barrier facing students who choose a health care career is that of finding a trainee 
position in the hospital system.  The number of trainee placements, across both the public and 
private sectors, needs to increase if Tasmania is to retain sufficient graduates to meet
projected workforce requirements.  There is a need for increased cooperation in this area 
across the private and public sector.  There are some examples of shared training positions 
that can be followed.  For example, Pathology has registrar positions that have two years in 
the public hospitals and two years in the private hospitals.  Such arrangements should be 
extended through a partnership agreement to be developed between the sectors. 
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Many submissions have also suggested financial incentives to encourage Tasmanian
graduates to remain in the state.  These included the establishment of a student loan scheme
to support professionals through their training, with repayments to be deducted from future 
earnings. Other options should include developing better selection processes of candidates 
and the use of some forms of requirement for them to work in the health care system after 
they have completed their studies. Bonded scholarships and retention bonuses/allowances for 
working in specifically identified areas of shortages were mooted.  Other states have models 
of assistance for education and training that could be developed in Tasmania.  St Vincent’s 
Hospital in Sydney, for example, offers third year nurses clinical placements, permanency on 
completion, and then pays off their HECS liability as a retention bonus.  Tasmania already 
has a postgraduate loan scheme for DHHS staff, and this practice could also be extended to 
undergraduates.

Focus on Partnerships – The Burnie City Council 

Local government is an important partner in the planning and support of hospital services.  Through
their written submissions and participation in the consultation meetings, Councils in the North and
North West of the state provided practical suggestions on the financial incentives to support clinical 
education and staff retention, as this extract from the Burnie City Council submission illustrates: 

Council recognises the problem for the health care industry with the frequent loss of key
health professional staff, and strongly supports the suggestion that the Tasmanian
Government investigate ways and means of retaining the health professionals that are
trained in the State.  Whether this is achieved by way of rewards, repayments or penalties is 
a matter the Government should determine, after considering the cost of training and the 
pressure being placed upon the industry due to the loss of trained personnel.

Council contends that several initiatives can help attract and retain Health Care 
Professionals including:

Securing a critical mass of income – best achieved with the public partnership with a
collocated private hospital;

Providing a balanced workload with social life, best achieved by sharing the specialist
responsibilities;

Building sustainable effective teams that allow reasonable sharing of after hour call outs;

Access to on-site accommodation as currently provided for in Burnie; 

Building a dedicated child care facility within the new base hospital – a service which
Burnie Council would be keen to provide and operate;

Access to critical mass of research funds to further develop professional interest;

Access to post and pre graduate interns to assist in the critical mass and work loads of 
health care professionals;

Quality lifestyle as currently provided for in Burnie; and

Training of specialists in the rural setting as provided for in Burnie. 

Filling the gaps 

If Tasmania is to meet the workforce needs of the future, it must encourage both young people 
and mature age students to train, or retrain, as health care professionals now.
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One of the most significant factors in the decision to work in a particular region is whether
training is available in that region.  A concern that has been raised through the course of this 
Review, is that of the 19 Allied Health professions, only four undergraduate courses are 
currently available in Tasmania, namely psychology, social work, pharmacy and biomedical 
science.  Medical imaging will be introduced in 2004 as a combined degree with Charles 
Sturt University and in partnership with DHHS. There is considerable potential for such 
partnerships for other health professional courses.  Across the allied health professions, the 
scope of postgraduate education in Tasmania is even more limited.  A range of partnerships, 
including the type noted above, could be developed to address these needs.

Similarly, training in Tasmania for the ambulance profession is restricted to the Tasmanian
Ambulance Service and the Diploma level course through Charles Sturt University.  Pre-
employment training is not available in Tasmania for those wishing to gain this qualification 
and subsequently apply for vacancies.

The link between safe, high quality service delivery, and education and research is 
unarguable.  Evidence-based practice requires research, evaluation, and education.  Each of 
these elements is required to improve health outcomes

Links with Other Key Issues 

There is a strong connection here to the issue of workforce critical mass.  In order for clinical 
education and training to be supported, staff establishment must be at levels that enable 
accreditation by the relevant professional bodies and the colleges for the training of specialist
registrars.  The existence of this critical mass also assists in retention, as noted in the Burnie 
City Council example above. 

Recommendations

6.1  That the Tasmanian and Australian Governments (including health and education 
departments), the private health sector, the University of Tasmania and the TAFE, 
develop and implement a long-term strategic plan that links Tasmania’s health care 
education and workforce needs and includes the following:

an exploration of different educational models for new and existing professionals 
across all sectors

exploration of different models of professional education across all sectors 

 use of flexible delivery to increase and improve access throughout the State for all 
professions seeking further professional education 

increased trainee positions in the State for Tasmanian graduates

strengthening the links between service delivery, education, audit, and research. 

examination of means for improving retention of health care professionals after they 
have completed their training. 

6.2  That the Tasmanian and Australian Governments (including health and education 
departments), and the University of Tasmania review current levels of funding for clinical 
education within the public hospital system and the Faculty of Health Sciences, and plan 
to meet current requirements and the future increased workforce needs for the State
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Issue 7.  Ensure that effective co-operative arrangements are in 
place to deal with the demand for hospital services in the case of 
major emergencies 

Background

‘Major emergencies’ are defined as emergencies/disasters that require multi-organisational or 
whole-of-community attention, and standard operating arrangements cannot cope with 
demand.  These include natural and technological hazards with the potential for loss or harm
to the community and/or the environment.

There are legitimate community expectations that the Tasmanian Government will have 
made adequate provisions for the management of emergency/disaster situations. 

The recommendations identified under this Key Issue are informed both by the consultation 
specifically undertaken during this review and by the lessons learnt from the public 
emergency management exercises that have been conducted in recent times.

Statewide Structure 

Planning and preparation for emergency/disaster management must be incorporated into all 
aspects of the health and human services system.  The development and delivery of training 
materials must be supported, in an on-going and sustainable way, by adequate staffing and 
resources. In addition to the documentation already available for health and human services 
professionals, information and instructions for the general public, on what action to take in 
the case of a major emergency, should be developed and provided on the DHHS website.
(Recommendation 7.1)

Emergency Management in Tasmania is currently achieved within the framework of the 
Tasmanian Emergency Management Plan.  Three Regional Emergency Management plans sit 
under that and, together, these provide the framework for the state. Three Regional Medical 
Coordinators have been appointed, along with a State Coordinator – Emergency Management
within DHHS.

There is a need to have regional compatibility in the approach to all of the parties concerned 
with a disaster plan.  The role of the Regional Medical Coordinators should be generic and 
not person-specific.  Dedicated, ongoing executive support is required to increase the profile 
of the Regional Medical Coordinators and reiterate the scope of responsibility of this 
keystone position.  This role is of critical importance, not only within the region’s major
public hospital, but as a link between the hospital and community in each region. 
(Recommendation 7.2) 

There also needs to be a clear recognition of the financial challenges posed to the private 
sector by their involvement in emergency management.  These encompass issues of medical 
indemnity, workers compensation, income protection and insurance.  This should be included 
in any partnership agreement developed between the public and private hospital sectors. 
(Recommendation 7.3) 

Finally, Tasmania’s health care system could be overwhelmed by even a small disaster and 
Tasmania will always be dependent upon assistance from other States.  ‘Back up’ 
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arrangements with other jurisdictions should be further developed in this regard. 
(Recommendation 7.4) 

Regional Focus – North West Tasmania 

Feedback from the open consultation meetings, and the written submissions provided by the public, 
indicate that the expansion of the interstate ferry service from Devonport to Melbourne and Sydney,
and the subsequent increase in tourist numbers, have raised the awareness of the general public to the 
issue of disaster management.

The written submission from Senior Medical Staff at the NWRH Emergency Department provides an 
example of the detail that must be resolved at the regional level. Regional recommendations that 
would flow from this include:

That a coordinated Disaster Response Plan be part of any future integrated acute 
medical service in the North West of Tasmania.

That it be devised after broad consultation and input from parties involved in disaster 
response.

That a response to Chemical, Biological or Radiological incidents be devised for the
North West, and that there is adequate involvement from appropriate parties (Regional
Disaster Management Planning Group, Regional Medical Coordinator, DHHS etc.).

Recommendations

7.1 That all health and human services staff be made aware of their role in emergency/disaster
management as part of their employment information and orientation to their own 
organisation and that on-going ‘refresher’ information be distributed throughout the 
system, including information to the general public. 

7.2 That the Tasmanian Government, within the framework of the Statewide Disaster Plan, 
provide ongoing executive support to the Regional Medical Coordinators to assist in the 
development of regional coordination and to ensure continuity of communication and 
progression of the Regional Disaster Management Plans. 

7.3 That financial issues associated with disaster planning be identified and resolved by the 
Tasmanian Government, private hospitals and ambulance service providers, Divisions of 
General Practice, and other relevant parties. 

7.4 That ‘back-up’ arrangements with other States and Territories, within the framework of 
the Australian Health Disaster Management Policy Committee, are further developed as a 
safety net for Tasmania’s limited capacity.
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Common Themes, Future Inquiry and Implementation

The issues that have been considered in this review outline the challenges facing the hospital
system in Tasmania.  There were several themes throughout the inquiry which transcended 
any single Terms of Reference.  These are discussed below. 

1 State-Wide Services Model 

A common theme throughout this document has been the importance of a statewide services 
model.  The hospital system will only be efficient if there is coordination between both the 
different levels of hospital care and between hospital, primary health care, and other 
ambulatory services.  These requirements imply an upgrade in the ambulance service, 
admission and discharge planning, step down facilities and access to appropriate alternative 
forms of care, and the seamless integration of these services, wherever possible.

Information pertaining to this model must be accessible to the public.  In particular, any 
developments resulting from this review – such as the location of dedicated service centres 
and the services offered therein – should be included in the DHHS website

The importance of equitable access to services cannot be overestimated as was a key theme in 
many of the submissions to this review.

The term ‘access’ has many dimensions.  It can mean the time it takes to travel to a services
location under normal circumstances; the time it takes to receive treatment in the case of 
accident or sudden illness; the ease with which family and friends may visit the patient to 

offer support; or the waiting time to receive treatment for non-emergency needs. (Rural
Resources Unit, 1994)

2 Research 

The report identifies broad areas of research for future inquiry: research into ‘health system
improvement’ and medical research.  The need for each of these arises from quite different 
objectives.

2.1 Health System Improvement 

This category subsumes public health, health services research, epidemiology and 
health economics. There are three separate ‘research tasks’ which should be 
addressed.

(i) Health System Description and Evaluation: The performance of the health 
system in relation to specific outcomes should be regularly monitored to identify 
systemic failures (eg an imbalance in services delivered in the primary, secondary 
and tertiary sectors by clinical category; inequity in access to hospital and other 
services by region, etc).  The findings should be regularly reported.

(ii) System Reform: While the Tasmanian health system is too small to sustain 
ongoing trialing of different forms of organisation and funding, from time to time it 
would be important to ensure Tasmanian-specific system research, including the 
modelling of the effects of demographic change upon the demand for various 
services, the effects of financial incentives upon the use and substitution of services, 
and ad hoc research into the effects of new regulation or organisation. 
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(iii) Service Evaluation:  With the accelerating rate of technological innovation 
there will be ongoing tension between the asserted benefits of new services, products 
and forms of delivery on the one hand and budgetary costs on the other.  The health 
maximising resolution to this problem is to carry out evaluation studies and, more
specifically, economic evaluation to determine the costs and benefits of new 
approaches. Sound management requires some capacity to translate results from
other states and countries into the Tasmanian context and to make ‘order of 
magnitude’ estimates of net benefits.  The effort devoted to the evaluation of a 
particular option should be proportional to the potential health benefits and costs net 
of downstream savings. 

2.2 Medical Research

The opportunity to carry out both clinical and basic medical research is an important
professional motivating factor which will play an important role in attracting
excellent specialist staff to a hospital position. Equally important is the effect of an 
active research program upon the culture of a clinical department. As recently noted 
in the report of a review into science and medical research in New South Wales 

‘…an effective research commitment has a systemic benefit for the operation of hospitals 
and the health system more broadly, because it changes he philosophy and ethic that

underpin them and becomes a key determinant in fostering best practice.’ (NSW Health,
2004)

3 The Level of Funding 

At virtually every point of the inquiry the Panel encountered forceful, cogent and sometimes
angry assertions of the need for a significant increase in health service funding.  This issue is 
outside the Terms of Reference of the present inquiry.  Nevertheless, we feel obliged to 
comment upon it. 

The Panel believes it would be inappropriate to ‘reform’ the system by an indiscriminate
increase in the funding of inefficiently delivered services in an inefficient system.  This would 
simply perpetuate waste. In principle, and ignoring time lines, it is appropriate to first reform
the system to obtain the maximum health benefits from existing resources and then to pass 
judgement upon the adequacy of the overall level of funding.  With the caveat below the 
Panel endorses this approach. 

The important caveat is that while the system is undergoing reform, additional ‘hump 
funding’ may be required.  Patients otherwise may experience unacceptable hardship because 
of inadequate service levels and the health workforce may deteriorate to such an extent that its 
rebuilding may be difficult.  Excellent staff will not be attracted to a system in crisis and 
where the opportunity for conference, holiday and long service leave are often jeopardised by 
service pressure.  It was because of this short term problem that the Panel explicitly adopted 
the two stage approach to the reform of North West services, viz, the immediate concentration 
of services in Burnie and the recommended process for determining a long term site for the 
North West Regional Base Hospital.
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For the same reason the Panel believes that there is an urgent need for a review of the overall 
level of funding.  Evidence and testimony obtained during the inquiry persuaded the Panel
that even in a reformed health system it is unlikely that a ‘near world class’ system of health 
care will be possible from existing and projected expenditures. It is important to note that 
Tasmania suffers from significant diseconomies of scale associated with its small and 
dispersed population.  For this reason it would be expected that per capita expenditures upon 
the health system may significantly exceed the expenditures in other states.

The form of the optimal health scheme depends upon social objectives and disagreement
about these translates into differences with respect to the funding and delivery of health
services (Richardson, 2003).

Implementation of the Recommendations 

During the course of this review, it became evident to the Panel that a number of respondents 
were extremely cynical about the usefulness of the exercise.  There was a belief that this 
report, like others before it, would be ‘put on the shelf and forgotten’ with little or no 
concrete results.  It is this concern that makes the development of an implementation strategy
an important final suggestion in this report. 

Comment by any review panel on the implementation of its recommendations is not without 
precedent.  The report of the New South Wales Health Council (2000), for example,
contained a chapter on implementation and change management, which is summarised 
below.

There are a number of elements that would support a successful change management
strategy, including:

The establishment of a coordinating body to oversee implementation

The identification of key recommendations, and their inclusion in all executive level 
performance agreements

A critical and continuous appraisal and evaluation of our recommendations

Demonstration projects which would see at least two Area Health Services fast-track the 
implementation of our recommendations, with a renewed focus on coordinating health
services with the activities of other Commonwealth and State Government services, 
particularly human services agencies.

Many of the above points are equally applicable to this report.  Rather than appointing one 
overall coordinating body, however, the first steps to implementation require a more
disaggregated approach.  Three working groups could adequately deal with the 34 main
recommendations arising from this report, if they were structured along the lines set out in 
Table 4, below. 

As set out in this table, working group 1 would contain representation from the Tasmanian 
and Australian Governments, and relevant stakeholders.  Working group 2 would contain 
representation from public and private hospitals in Tasmania, and relevant stakeholders.
Working group 3, the DHHS working group, would concentrate on needed reform within the 
Department.  These groups should be accountable to the Minister, presenting a report on
achievements within the first six months of their formation, and then quarterly thereafter, until 
disbanded.
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Table 4. Implementation Working Groups 

Recommendations Working Group 1 Working Group 2 Working Group 3

1. Reduce Waiting 
Times for Elective
Surgery

1.1 Clinical services
frameworks

1.2 Peer review

1.3 Financial incentives

1.4 Casemix
development

1.5 Dedicated service
centres

2. Accommodate the
Increasing Demands 
for Selected Services

2.2 Primary health and 
community care 
networks

2.3 Dedicated
service centre 
partnerships

2.1 Annual health report

2.4 Rural and regional
treatments

2.5 Ambulance Service

3. Minimise Acute
Care Beds taken up 
by Aged Care
Placements

3.1 Single funds pool
for explicit core 
services

3.2 Availability of 
residential care beds

3.3 Comprehensive
residential care health
care

3.4 Alternatives to 
acute care 

3.5 Linkages
between existing
services

4. High Cost
Technology,
Equipment and
Services

4.3 Prevention of 
adverse events

4.5 Expansion of home 
technology

4.1 Technology
partnership
agreement

4.2 Effective purchasing

4.4 Patient transport and
accommodation

5. Recruit, utilise and 
retain the hospital
workforce

5.4 Health professional
education and
development

5.7 Regional
partnerships

5.1 Devolution of 
authority to CEOs 

5.2 Streamlining HR 
processes

5.3 HR Services at 
hospital level 

5.5 Recruitment and 
retention plan

5.6 Ensuring critical mass
of hospital staff

5.8 North West service

6. Improve Hospital 
Capacity to Provide
Education and
Training

6.1 Health and
education strategic 
plan for Tasmania

6.2 Funding for clinical
education

7. Disaster 
Management

7.4 National
arrangements

7.3 Financial
arrangements

7.1 Communication

7.2 Regional Medical
Coordinators

62



Review of Key Issues for Public and Private Hospitals in Tasmania: Expert Advisory Group Report

Acronyms, Definitions, Descriptions and Comments

ACAP Australian College of Ambulance Professionals 

AHCA Australian Health Care Agreement

AMWAC Australian Medical Workforce Advisory Committee 

CAC Clinical Advisory Committee

CEO Chief Executive Officer 

CRM Clinical Risk Management 

DHHS Tasmanian Department of Health and Human Services

DRG Diagnostic Related Groups

EPC Enhanced Primary Care 

GDP Gross Domestic Product 

GP General Practitioner

HASEC Hospitals and Ambulance Service Executive Committee

LGH Launceston General Hospital

MCH Mersey Community Hospital

NHS National Health Service

NSW New South Wales 

NWPH North West Private Hospital

NWRH North West Regional Hospital 

RHH Royal Hobart Hospital 

SEMC State Emergency Medical Committee

TAFE Technical and Further Education

Australian Medical Workforce Advisory Committee 

The Australian Medical Workforce Advisory Committee (AMWAC) was established in 1995 
to assist with the development of a more strategic focus on medical workforce planning in 
Australia and advise on national medical workforce matters, including workforce supply, 
distribution and future requirements.

AMWAC recommends professional to population ratios on the basis of a range of indicators 
such as international and national benchmarks, service waiting time, population health status, 
and the perceptions of key stakeholders.  These are useful standards against which all
jurisdictions can measure their record of workforce recruitment and retention. 
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Clinical Governance 

This is a framework which provides clear lines of responsibility and accountability for the 
overall quality of clinical care; a comprehensive program for quality improvement activities; 
clear policies aimed at managing risk; and procedures for all professional groups to identify 
and remedy poor performance (NHS, 1999). 

Dedicated Service Centres 

Highly complex procedures, or those which have a low level of patient throughput, are often 
best provided by dedicated service centres.  The relationship between volume and quality is 
well established.  Performing complex procedures or treatments in a single hospital avoids 
equipment duplication, promotes staff recruitment and assists with the professional 
development of skilled staff. 

Diagnosis Related Groups (DRGs) 

The Australian system of Diagnosis Related Groups (DRGs) provides a clinically meaningful
way of relating the number and type of patients treated in a hospital, the complexity of the 
procedure, and the resources required by the hospital in order to deliver that service (AIHW,
2003).  Each DRG represents a class of patients with similar clinical conditions requiring
similar hospital services.  Subject to clinical opinion, DRGs with a ‘weighting’ of 4 or above 
would be considered ‘complex’ and suitable for delivery at dedicated service centres.

General Service Centres

Procedures with a lower level of complexity are suitable for delivery within general service
centres.  Services such as orthopaedics, and ear, nose and throat services are examples.

Health Professional 

In this report, this term refers to the broad range of medical, nursing, allied health, pharmacy,
aides and assistants, technicians, generalist and specialist staff working in Tasmania’s
hospital system.

Multipurpose Services 

The Multipurpose Service Program is a joint Commonwealth and State/Territory initiative for
rural and remote areas. It operates by joining the local health and aged care services under 
one management structure.  Typically a Multipurpose Service would incorporate aged, acute 
and GP services.  This gives communities having difficulty supporting a range of 
independently run services the opportunity to develop a more coordinated and cost effective 
approach to service delivery. 

Patient Transport Services 

Tasmania is the only state where the general public receives free ambulance transport and 
where public hospitals do not pay for ambulance transfers between hospitals.  In addition, 
DHHS Hospitals and Ambulance Policy No 5/99 Patient Travel Assistance Scheme currently 
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provides financial assistance to all Tasmanians who need to travel more than 75 kms (one 
way) to access the nearest appropriate specialist medical service.

Statewide Service Networks

The development of statewide service networks would provide a system whereby the more
complex procedures, those that are less often performed, would only be provided in one 
hospital (a ‘dedicated service centre’), while the less complex elements of the treatment could 
be provided in another hospital (a ‘general service centre’). 
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Appendix 1.  Conduct of the Review 

On 9 September 2003, the Tasmanian Minister for Health and Human Services, David 
Llewellyn, announced the formation of an Expert Advisory Group to examine the operation 
of Tasmania’s major public and private hospitals. 

Terms of Reference 

The Panel was asked to examine the operation of Tasmania’s public and private tertiary 
hospital sector and, having regard to the existing financial circumstances, provide advice on 
strategies to – 

1. reduce the waiting times for elective surgery 
2. accommodate the increasing demands for renal dialysis, endocrinology,

medical oncology and haematology
3. minimise the numbers of acute care beds being utilised by patients eligible for

aged care placement
4. maximise the utilisation of limited, high cost technology, equipment and 

services
5. more effectively recruit, utilise and retain the hospital workforce
6. further develop the capacity of the hospital sector to provide clinical education

and training at undergraduate, post graduate and specialist levels 
7. ensure that effective co-operative arrangements are in place to deal with the

demand for hospital services in the case of major emergencies.

The Expert Advisory Group 

Five members were selected on the basis of personal capacity to make a significant 
contribution through vision, expert knowledge, and strategic capability.  The appointees to 
the Expert Advisory Group are listed below. 

Professor Jeff Richardson
(Chair)

Director, Centre for Health Programs Evaluation, Monash 
University

Professor Steven Boyages Director, Western Sydney Area Health Service

Professor Allan Carmichael Dean, Faculty of Health Science, University of Tasmania

Mr Doug Lowe Executive Officer, Australian Medical Association, Tasmania

Ms Judith Lyneham Community member – former CEO, Glenview 

Secretariat and administrative support were provided by the Department of Health and 
Human Services. 

The Specialist Reference Group 

In undertaking its review, the Panel was asked to establish and consult with a Specialist 
Reference Group comprising of key professional and industry stakeholders. 
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September 17 2003 saw approximately 60 health care professionals attend the Minister’s 
Health Round-Table meeting in Hobart.  Almost all of these participants subsequently 
indicated their interest in participating in the Specialist Reference Group, while additional 
names were put forward by health care support organisations, and public and private hospital 
CEOs.

Given the large number of participants, it was decided to form seven Key Issue Focus Groups 
(one for each term of reference) in order to conduct an effective consultation.  A Convener 
and a Co-Convener was appointed for each of the Key Issue Focus Groups (listed below in 
Table 5). 

Table 5.  Key Issue Focus Group Conveners/Co-Conveners 

Convener Co-Convener

TOR 1 Ken Campbell, CEO North West
Regional Hospital 

James Harrison, Deputy Chief Nursing
Officer St Luke’s Private Hospital 

TOR 2 Andrew George-Gamlyn, Tasmanian
Branch President, Australian College of
Health Service Executives 

Maureen Ramsden, Cancer Council of 
Tasmania

TOR 3 Liz Stackhouse, CEO Launceston
General Hospital 

Stephen Richards, President Aged and 
Community Services Tasmania

TOR 4 Dr Paul McCann, Representative for 
Royal Australasian College of Medical 
Administrators

TOR 5 Ted Rayment, CEO Royal Hobart
Hospital

John Wigan, CEO Hobart Private 
Hospital

TOR 6 Fiona Stoker, Principle Nurse Advisor
Department of Health and Human
Services

Professor Haydn Walters, HAS Medical 
Services Committee, Discipline of 
Medicine, University of Tasmania 

TOR 7 Dr David Boadle, Chief Health Officer
Department of Health and Human
Services

Allan Boston, CEO Calvary Health Care

The Panel then used a modified ‘Delphi’ procedure to consult with the Key Issue Focus
Groups, illustrated below in Figure 3.

General questions to Specialist Reference Group

Key Issue Focus Groups discuss, develop response presentations

Conveners/co-conveners present results to Expert Advisory Group, discuss 

Draft consultation paper developed

Paper revised, released for public comment

Circulate to Specialist Reference Group for comment

Figure 3. Process for Expert Advisory Group Consultation with Specialist Reference 
Group
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In October 2003, over 100 participants met to discuss the questions set by the Panel.  (While 
the Specialist Reference Group now consisted of approximately 75 hospital staff and patient 
representatives, from across the public and private sector, some of these sat on more than one 
Key Issue Focus Group).

Questions to the Specialist Reference Group

Problems
1. Briefly summarise the causes of the problems addressed by this Terms of Reference.
2. What impediments do you believe currently exist which impede/s the achievement of one or 

more of the goals of this Terms of Reference?
Solution/solutions
3. What would be your recommended solutions, in the context of the Tasmanian health system, if 

budgets could be increased?
4. What would be your recommended solutions if budgets were fixed?
5. In this latter case what services could/should be closed down to free up resources for higher

priority use? 
6. Are you aware of solutions or management strategies in place in Tasmania or elsewhere

(interstate or overseas) that have overcome similar impediments and achieved the goals of this 
Terms of Reference?

Other Issues
7. Would you wish to comment upon the other Terms of Reference (briefly), or any other problem

area that should be addressed, either in the present or in some later review.

The Convener and Co-convener of each Key Issue Focus Group then presented their group’s 
results to the Panel over two days in late October. 

A draft public consultation document was developed, using information and material
collected from the Health Round-Table discussions, the Specialist Reference Group Key 
Issue Focus Group discussions, the face-to-face meetings held with the Panel, and the letters 
and submissions sent directly to the Panel. 

This draft document was sent back to the Specialist Reference Group, for final comment, in 
November. During the first half of December, all Key Issue Focus Groups met again and 
provided detailed comment on the draft document.  This group had been expanded again to 
include those professionals who had made written submissions to the Panel.

The Panel met to consider these comments and revise the Issues Paper accordingly, in 
December 2003 and January 2004, before delivery of the Issues Paper to the Minister for 
Health and Human Services in February 2004.

Public Consultation 

The Issues Paper for public consultation was released on 16 March 2004.

As part of the effort to involve people in this consultation process, a pamphlet outlining the 
key issues, the Review process, and how the public could respond to the Issues Paper was 
developed.  Leading up to the release of the Issues paper, 16,000 copies of the pamphlet
'Working Together for Better Hospital Care' were delivered to 858 venues, including Service 
Tasmania centres, On-line Access Centres, Local Government offices, GP surgeries, 
hospitals, community health centres, residential aged care facilities, and health care support 
organisations.

The full Issues Paper was made available electronically on the Tasmanian Government
website, the DHHS Hospitals Review website, and the Interact website. 
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In addition, 2,500 printed copies of the paper were provided for Tasmanians who do not have 
access to the Web.  These were made available at Service Tasmania shops and through the 
Expert Advisory Group Secretariat.  Copies of the Issues Paper were sent out to all Members
of the Tasmanian Parliament and all Tasmanian Members of Federal Parliament.

Following the launch of the Issues Paper, members of the Panel held public information
sessions in Devonport, Burnie, Launceston and Hobart to outline the 47 ‘Options for 
Discussion’ and the process for consultation.  A presentation to Tasmanian Parliament was 
also held. 

Advertisements for the public forums were run in the three regional newspapers for two
weekends before they were held, as well as on the day of the public forum.  Full page 
advertisements were placed in the three regional newspapers the day after the Ministerial
launch of the paper.  The Advocate newspaper followed this up with a series of articles on 
each of the seven key issues discussed within the Issues Paper.

A letter from Professor Richardson was sent to all public and private hospital CEOs in 
Tasmania, and to the DHHS, personally requesting feedback to the Issues Paper. 

Written Submissions 

All interested individuals and organisations were encouraged to make a submission.  The
following scale was offered as a standard to use when providing comment on the various 
'options in the Issues Paper.  Commentators were invited to use it to indicate the relative
importance of the different ‘Options for Discussion’ presented for consideration. 

7 Urgent: Should take precedence over all other reforms in the system

6 Urgent: Should be done as soon as possible 

5 Important: Should be done soon 

4 Important: Should be on a future agenda 

3 Desirable: Probably beneficial, but no hurry 

2 Of little benefit: Maybe worth trying sometime

1 Of no benefit: A waste of time

0 Counterproductive: Would harm Tasmania

It was originally considered that submissions would become publicly available on the 
Review website.  This was planned to occur shortly after receipt of the submission, unless 
marked confidential or accompanied by a request to delay release. Respondents were asked 
to identify any sensitive information that was not to be made publicly available under a 
separate cover and clearly marked CONFIDENTIAL.

Consultation Meetings

Following the closing date for public submissions (COB April 13) a further set of 
consultations were carried out.  In response to public demand, these set out to include both 
those persons or organisations who had provided a submission to the Hospitals Review (in 
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closed day sessions), as well as open consultation meetings for the general public (at night).
Consultation meetings were held in Devonport, Burnie, Launceston and Hobart.

Advertisements for the open consultation meetings were run in the three regional newspapers 
on the Wednesday and Saturday before they commenced.

Results of the Public Consultation 

Over 190 written submissions were received in response to the Issues Paper for public 
discussion.

Of these, 134 submissions focused on North West Coast hospital services.  Of the 
submissions that focused on the North West issues, 81 came from consumers (that is, 
individuals or organisations representing consumers as a whole), 38 were received from
providers (individuals or organisations representing professional organisations), 13 from
other organisations (such as municipal councils), and 2 were received from politicians.

The next largest group, of 33 submissions, had a statewide focus.  Of these submissions,
17 were from providers, 14 from consumers and 2 were from politicians.

Services in the South of the state were the focus of 13 submissions.  These submissions
were all received from providers.

Another 9 submissions focused on services in the North of the state.  Of these, 5 were 
from consumers, 3 from providers and 1 from municipal councils. 

Written feedback sheets were provided at the open consultation meetings and comments
provided during these sessions were noted.  While regional issues arose during the meetings,
particularly in the Devonport meeting, there were themes common to all of the open 
consultations and the written submissions.

Participants identifying as consumers of hospital services emphasised the need for 
improved patient and family support (eg transport and accommodation if required).

Participants identifying as providers of hospital services noted that specialist medical and 
nursing staff were moderating the impact of general workforce shortages by deferring or 
foregoing their Award or contract conditions (eg annual leave and professional 
development).

Both consumers and providers were keenly aware of delays in accessing existing services 
and service gaps.  Limitations on beds, staff and equipment were noted throughout the 
state.

Public comment has been incorporated into the recommendations of this report.

Confounding Factors to this Review

Since the announcement of a Review into Key Issues for Public and Private Hospital 
Services in Tasmania there have been a number of issues that have arisen to impact on the 
development of this report. 

A brief review of Tasmanian newspapers indicate the following issues have been reported as 
being of note: 
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Aged Care Funding Shortage 

Aged Care Patients in Acute Care Beds 

Ambulance Funding Shortage 

Changes to Medicare Funding 

Education and Training Improvements

Elective Surgery Waiting Lists 

Gastroenteritis outbreak (in hospitals and residential aged care) 

GP Shortages 

HealthConnect Trial

Hospital Ownership Changes

Hospitals Review Process 

Increase in Chronic Diseases

LGH Cardiology Specialist Shortage 

LGH CEO Quits 

LGH Renal Specialist Shortage

LGH Vascular Surgery Specialist Shortage 

Medical Indemnity Crisis 

Medicare Bulk Billing Falls

Mental Health Service Shortage

New Equipment (various) 

New Treatments/Technological Advances (various)

North West Hospital Service Changes

Nurse Shortages 

Nurse Wage Demands

NWRH Nurses Threaten Industrial Action 

Private Health Insurance Cost Increases 

Residential Aged Care Funding 

Re-Using Old LGH and Burnie Hospital Sites

RHH Nurses Threaten Industrial Action 

RHH Radiation Oncology Service Shortages 

Tasmania’s Ageing Population 

West Coast Hospital Service Changes

Two issues, in particular, have impacted on the conduct of this review: the LGH Vascular 
Surgery specialist shortage and the North West Hospital service changes.  The announcement
of service cutbacks to the MCH on the same day as the Issues Paper for public discussion 
was released has ensured that the review has been dominated by North West hospital issues.
The release of the Cameron Report (2004), and the announcement of the MCH moving into 
State Government control, have also provided a changing policy background for this review. 
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Appendix 2. First Round Consultation: List of Participants

Name Organisation

Allan Boston Calvary Health Care Tasmania

Andrew George-Gamlyn Australian College of Health Service Executives

Andrew Weston Tasmanian Private Hospitals Association

Anne Bevan ARAFMI Hobart, Relatives and Friends of People with Mental 
Illness

Anne Cabalzar Mersey Community Hospital 

Anne Egan Postgraduate Medical Institute of Tasmania

Associate Professor Rob
Fassett

Launceston General Hospital

Bill Flassman Royal Hobart Hospital 

Bob Linacre Elective Surgery Waiting List Working Party 

Cecile Roberts Australian Association of Social Workers

Chris Brown Health and Community Services Union

Christy Dorward OT Australia – Australian Association of Occupational
Therapists Tasmania

Deb Richman Calvary Health Care Tasmania

Di Aldous Royal Hobart Hospital

Dr Alastair Meyer Australian College for Emergency Medicine (Tasmanian
Branch)

Dr Alistair McGregor Royal Hobart Hospital

Dr Andy McLaine-Cross Launceston General Hospital 

Dr Anne Brand Hospitals and Ambulance Service Division

Dr Anne Egan Postgraduate Medical Institute of Tasmania

Dr Beth Mulligan Launceston General Hospital 

Dr Christine Boyce Tasmanian State Office, Australian Department of Health and 
Ageing

Dr David Boadle Department of Health and Human Services

Dr David Jupe Royal College of Pathologists of Australasia

Dr Fiona Wagg Royal Australian and New Zealand College of Psychiatrists
Tasmanian Branch

Dr Graeme Schreuder Calvary Health Care Tasmania

Dr John Morris Clifford Craig Research Trust

Dr Maarten Kamp Launceston General Hospital

Dr Michael Treplin Royal Australian and New Zealand College of 
Ophthalmologists

Dr Mike Hodgson Postgraduate Medical Institute of Tasmania

Dr Paul McCann Royal Australasian College of Medical Administrators

Dr Peter Hewitt Launceston General Hospital 

Dr Peter Renshaw Launceston General Hospital 

Dr Robert MacGinley Tasmanian Kidney Check Program

Dr Roger Rumble School of Pharmacy, University of Tasmania 

Dr Stephen Aldous School of Pharmacy, University of Tasmania 

Dr Stuart Walker Royal Hobart Hospital

Dr Terry Brain LGH/DHHS Hospitals & Ambulance Division Pathology
Services Committee 

Dr Tim Sutton LGH/DHHS Hospitals and Ambulance Division Women’s and
Children’s Services Committee

Dr Tony Lawler Australian Medical Association

Elizabeth Atkins Calvary Health Care Tasmania

Fiona Stoker Department of Health and Human Services Strategic
Development Division 

Geoff Lyons Launceston General Hospital 
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Name Organisation

George Taylor Society of Hospital Pharmacists of Australia, Tasmanian
Branch

Grant Lennox Tasmanian Ambulance Service

Grant Smith Launceston General Hospital 

Helen Bryan Launceston General Hospital 

James Harrison St Luke’s Private Hospital

Jane Foden Calvary Health Care Tasmania

Janet Millner Royal Hobart Hospital

Janet Whelan Royal Hobart Hospital

Jean Dalgleish Launceston General Hospital 

Jean Symes Dietitians Association of Australia Tasmanian Branch

Jennie Delaney Australian Physiotherapy Association

John MacKean Council Of The Ageing 

John Ramsay Department of Health and Human Services

John Wigan Hobart Private Hospital

Junior Doctor (Alias) Launceston General Hospital 

Karen Linegar Royal College of Nursing Australia

Kay Gillespie St Vincent’s Hospital

Ken Campbell North West Regional Hospital

Larraine Millar Royal Hobart Hospital 

Lawson Ride Cancer Council of Tasmania

Liz Stackhouse Launceston General Hospital 

Margie Nolan Australian Physiotherapy Association

Mark Stemm Tandara Lodge

Martin Wallace Department of Health and Human Services

Mary Bent Community, Population and Rural Health Division

Mary Blackwood Hospitals and Ambulance Divisional Support Unit 

Michael Powell OneCare Limited

Neroli Ellis Australian Nurses Federation 

Norma Jamieson Tasmanian Parliament

Peta Raison Association of Occupational Therapists

Peta Raison Australian Association of Occupational Therapists, Tasmania

Peter Barnes Tasmanian Divisions of General Practice

Philip Lamont Mersey Community Hospital 
North West Division of the Australian Medical Association

Phillip Morris Aged Rural and Community Health 

Pip Leedham Department of Health and Human Services Community
Population and Rural Health Division

Professor B J Einoder Launceston General Hospital 

Professor Gerry Farrell School of Nursing, University of Tasmania

Professor Haydn Walters Hospitals & Ambulance Division Medical Services Committee

Professor Haydn Walters University of Tasmania

Professor John Hunn Personal

Professor John Hunn Hospitals & Ambulance Services Clinical Advisory Committee 

Professor Madeleine Ball School of Human Life Sciences, University of Tasmania

Professor Peter Mudge Royal Australian College of General Practitioners

Professor Peter Stanton Hospitals & Ambulance Division Surgical Services Committee

Professor Terry Dwyer Menzies Centre, University of Tasmania

Ross Ferris Healthscope Ltd 

Sally Faulkner Calvary Health Care Tasmania

Sharon Bingham Calvary Health Care Tasmania

Stephen Richards Aged and Community Services Tasmania

Steve Smith Department of Health and Human Services

Ted Rayment Royal Hobart Hospital

Tony Sansom Divisional Support Unit, Hospital & Ambulance Service
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Appendix 3. Second Round Consultation: List of Participants

Name Organisation

Allison Mace 

Andrew & Susan Boskell

Andrew McMahon

Anna Williams

Anne Kirkpatrick 

Annette Sturm 

Anonymous (multiple 
responses)

Arthur & Elsie Fordham 

Barbara Lu 

Bill Flassman

Bill Lander

Botha Enslin

Brian Dowse Latrobe Council

Brian Rawding

Bruce Sexton Advance Burnie

Bruce Tivendale

Bryan Walpole

C J Castellino North West Medical Staff Association

Carolyne Miller

Cecile Roberts Australian Association of Social Work

Ceridwen Davies

Charmaine Smigielski 

Colin Matthew 

D & M Adams

D E Sales Devonport City Council

D J Smith 

Daryl Stenhouse

Dave Curtis

David Watson Ambulance Private

David West

Dean Jones

Debbie Howard

Deborah Gaby

Denise Jordan

Derek Lapthorne

Diane Willams

Don Shea

Donna Anderson

Douglas Janney

Dr Adina Blaj 

Dr Allan Beswick 

Dr Andrew McMahon

Dr Annette Douglas Tasmanian General Practice Divisions

Dr Catherine Broun

Dr Evelyn Funk
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Name Organisation

Dr Frank Meumann Southern Tasmanian Division of General Practice 

Dr Geoff Couser

Dr Geoff Shannon 

Dr Henry Smith 

Dr John Menzies Launceston General Hospital

Dr Marcus Skinner North West Regional Hospital Anaesthesia & Intensive Care 

Dr Merran Dyer

Dr Peter Arvier Australian Society of Emergency Medicine

Dr R A Watts

Dr Simon Parsons

Dr Suren Naiker

Dr Tim Greenaway

Drs Arvier, Sutton, Ginifer,
McDonagh

North West Regional Hospital Emergency Department

Drs Challis & Parker Royal Hobart Hospital Anatomical Pathology

Drs Parsons & Beswick Royal Hobart Hospital Paediatrics & Critical Care Medicine

Elvie Hales North West Tasmania Division of General Practice

Emma Fry 

Faye Stredwick

Frances Abey

Frank & Corinne Nicol

G L Atkins Latrobe Council

Gabriel Bagley

Gail Shanley

Geoff Williams

Geraldine Hunter

Gordon Sutton

Grant Dargavel

Grant Lennox Tasmanian Ambulance Service

Greg Walker

Herbert Waltran

IG & SL Webb 

J & J Ellings

J Stewart

Jackie van den Berg 

James Harrison St Lukes Private Hospital

Jan Carr Mersey Community Hospital 

Jan Hirst 

Jan Ponting

Jan Robinson

Jane Davis

Janice McCormack

Janine Gaye

Jean Moyle

Jeanne Bailey

Jenny Ejlak

Jill McCarthy Latrobe Municipality Industry Representatives Group 

Joe Humphries

John MacKean Council Of The Ageing 
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Name Organisation

Joint Submission Cradle Coast Authority, North West Tasmania Division of 
General Practice, University of Tasmania Faculty of Health 
Science

Joyce Keep 

Julia Tammens 

June Smith

K & V Seymour

Karen Griffiths

Kathy Gaby 

Kathy Winduss

Kay Elphinstone Epilepsy Association

Kaye Parker

Ken Toppin

Kerry Harvey

Kieran Brown

Kirsten Wylie

Konstantin Yastrebov

L Pilimon 

Launceston City Council

Lee & Malcolm Youd 

Lee-Anne Mundy

Libby Campbell

Lois Rolph

Lucy Whitehouse

Lyn Alcock Hospice North West

M Brooks

M K Knight 

Malcolm Tyler 

Mandy Glann Mersey Community Hospital Midwives

Mandy Glann Personal

Mandy Gleeson

Margie Nolan Australian Physiotherapy Association

Maria Duggan

Marie Gent

Mark Cage Cystic Fibrosis Tasmania

Mark Stemm Tandara Lodge

Martin David Campbell 

Mary Bent Department of Health and Human Services Community
Population & Rural Health Division

Mary Pilimon 

Mat Rowell Tasmanian Council for Social Services

Maurice Hill 

Meg Arvier 

Merleen Lawson

Merril & Tony Clayton 

Merryn Yeates

Michael Roberts

Michelle Swallow Family Planning Tasmania

Mike Downie Central Coast Council

Mike Doyle 
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Name Organisation

Mike Steele Independent Living Centre

Millie Jex 

Mollie Campbell-Smith 

Mr & Mrs Pilimon

Mr & Mrs Purins

Murray Patton Department of Health and Human Services Mental Health Unit 

Neroli Ellis Australian Nurses Federation 

Neville Walker 

Ngaire McCrindle George Town Council

Nicole Rogers

Norma Jamieson MLC

P Lamont Australian Medical Association North West Division

Patricia Goodwin

Paul Arnold Burnie City Council

Paul West Waratah-Wynyard Council

Pauline McCall

Pauline Murphy

Peter King 

Phil Dolan 

Phil Edmondson GP North 

Prof E H Walters

Prof Judi Walker University of Tasmania Faculty of Health Science

R J Howard

Richard Quinn

Robin Dolan

Roger Jaensch Cradle Coast Authority 

Ron Blake

Russell Shaw 

Ruth & Henry Swanston

Ruth Forrest Australian College of Midwives Tasmania

Senator John Watson

Senator Richard Colbeck

Sheryl Rockliff Mersey Community Hospital Auxiliary 

Sid Sidebottom MP 

Stephen Parry Burnie Chamber of Commerce & Industry

Sue Bayes 

Sue Hodgson

Sue Napier MHA

Sue Smith MLC 

T J Esterbrook

Tammy King 

Teresa Grabek Polish Welfare Office 

Tim Rider Australian College of Ambulance Professionals

Tina Evans 

Tom Nelson

Turner & Edwards Royal Hobart Hospital Medical & Nursing Co-Directors

Val Rickard

82



Review of Key Issues for Public and Private Hospitals in Tasmania: Expert Advisory Group Report

Appendix 4. Hospital Services in Tasmania

Overview of Hospital Services in Tasmania 

By and large, Tasmanians believe they receive good quality health care and human services.
Customer satisfaction surveys in areas such as hospitals, housing and ambulance services 
indicate that satisfaction with Tasmanian services compare favourably with results from 
surveys in other jurisdictions.

Tasmania is an active participant in national organisations such as the Australian Council on 
Healthcare Standards, and the Australian Council for Safety and Quality in Health Care.

Involving the community and clinicians in a debate about health care priorities and service 
distribution is an important step in maintaining this quality of service delivery whilst
ensuring the sustainability of hospital services in Tasmania.

The hospital service system in Tasmania is characterised by a mix of public and private 
services.  These are outlined below. 

The Delivery of Private Hospital Services 

Single site private hospital services include:

St Vincent’s Hospital (Launceston) Ltd, run by the Sisters of Charity Health Service. 

The Hobart Clinic, which provides an acute psychiatric service to the whole of the state 
and is owned and operated by the Hobart Clinic Association. 

Phillip Oakden House, which is run by the Anglican Church in Australia. 

Multi-site services, some of these are owned and operated by larger entities, include:

Healthscope Ltd provides services at the North West Private Hospital, the Hobart Private
Hospital and St Helen’s Private Hospital.

Calvary Health Care Tasmania has three campuses in the Hobart area, at Lenah Valley, 
South Hobart and New Town, and St Luke’s Private Hospital in Launceston. 

The Delivery of Public Hospital Services 

The Tasmanian Department of Health and Human Services provides hospital services 
through three major hospitals, 20 rural hospital sites and multi-purpose service centres, and 
one palliative care centre.  During the course of this Review, the Department has taken on the 
management of hospitals on the West and North West Coasts.

The three major public hospitals (RHH, LGH, and NWRH) are also the state’s designated
teaching hospitals, although private hospitals and residential aged care facilities also make a 
significant contribution to the training and education of Tasmania’s health care professionals.
The Statewide Clinical Advisory Committee (CAC), its subcommittees and working groups, 
provide advice to the Director, Hospitals and Ambulance Service Division and provides a 
mechanism for the consideration of clinical issues from a statewide perspective.
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Bed Numbers

The number of hospital beds is a traditional indicator of the availability of hospital services.
It should be noted, however, that beds have become a less relevant indicator as more patients 
are treated on a same-day basis and the distinction between admitted and non-admitted
patients has become less clear-cut.  The actual number of available beds also changes on a 
daily basis, depending on other factors, such as staff availability.  Tasmanian hospital bed 
numbers are published annually in the Australian Institute of Health and Welfare Report 
Australian Hospital Statistics.  Table 6, below, details these figures. 

Table 6. Public Hospital Beds by Region by Site as at 30 June 2003

Northern Region

Hospital Address Acute
Beds

Other Total Location Hospital
Type

Launceston
General

Charles Street, Launceston
7250

291 291 Metro General

Beaconsfield Bolton Street, Beaconsfield
7270

4 4 Non
metro

District

Campbell Town PO Box 91, Campbell Town
7210

6 20 26 Non
metro

District

Deloraine Barrack St, Deloraine 7304 20 20 Non
metro

District

Flinders Island
MPC

Davies St, Whitemark 7255 3 3 Non
metro

District

George Town Anne St, George Town
7253

15 15 Non
metro

District

North East
Soldier’s Memorial 

Cameron St, Scottsdale
7260

23 23 Non
metro

District

St Marys Gardiners Creek Road, St.
Marys 7215

4 4 Non
metro

District

St Helens Bowen St, St Helens 7216 10 10 Non
metro

District

Toosey Memorial Archer St, Longford 7301 2 2 Non
metro

District

Sub Total 378 20 398

North West Region

Hospital Address Acute
Beds

Other Total Location Hospital
Type

North West
Regional Hospital 

PO Box 258, Burnie 7320 131 131 Metro General

North West Private
Hospital

See private hospital list 14 14 Metro District

Mersey
Community
Hospital

See private hospital list 90 90 Metro District

Smithton PO Box 264, Smithton 7330 16 16 Non
metro

District

King Island MPC PO Box 126, King Island 
7256

6 6 Non
metro

District

West Coast PO Box 462 Queenstown 23 5 28 Non
metro

District

Sub Total 280 5 285
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Southern Region

Hospital Address Acute
Beds

Other Total Location Hospital
Type

Royal Hobart Box 1061 GPO, Hobart
7000

499* 499* Metro Tertiary
Referral

New Norfolk PO Box 150, New Norfolk
7140

10 10 Non metro District

Ouse PO Box 20, Ouse 7140 5 5 Non metro District

Huon District PO Box 21, Franklin 7113 6 6 Non metro District

Esperance MPC Chapman Avenue, Dover 2 2 Non metro District

Midlands MPC 13 Church St, Oatlands 4 4 Non metro District

Tasman Nursing
Home

Main Road, Nubeena 2 2 Non metro District

May Shaw Nursing
Centre

Wellington St, Swansea 2 2 Non metro District

Repatriation
Centre

Hampden Road, Hobart
7000

10 10 Metro Palliative
Care

Sub Total 530 10 540 *Includes 31
contracted beds

Table 7. Private Hospital Beds by Region by Site as at 30 June 2003

Northern Region

Hospital Address Over
night
Acute
Beds

Day
Acute
Beds

Other Location Hospital
Type

St Lukes PO Box 570, Launceston
7250

120 11 Metro General

St Vincents 5 Frederick St, Launceston
7250

108 20 Metro General

Oakden House 2 Guy St, Kingsmeadows
7249

6 Metro Palliative
Care

Sub Total 228 31 6

North West Region

Hospital Address Over
night
Acute
Beds

Day
Acute
Beds

Other Location Hospital
Type

North West Private
Hospital – Burnie

Brickport Road, Burnie
7320

56 4 Metro General

Rosebery
Community
Hospital

c/- PO Box 40, Zeehan 
7469

6 Non
Metro

District

Mersey
Community
Hospital

PO Box 21, Latrobe 7307 20 20 Metro General

Sub Total 82 24 0

Southern Region

Calvary Augusta Road, Lenah
Valley 7008 

269 48 Metro General

St Helens 186 Macquarie St, Hobart 
7000

100 15 Metro General

Hobart Private GPO Box 772, Hobart 7001 142 10 Metro General

Hobart Clinic 31 Chipman's Road, 
Rokeby 7019

30 Metro Acute
Psychiatric

Sub Total 511 73 30
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Table 8. Day Procedure Centres by Region by Site as at 30 June 2003 

Hospital Address Day Acute Beds

The Eye Hospital 262 Charles St, Launceston
7250

2

Sub Total 2

Hobart Day
Surgery

10 Warneford St, South
Hobart 7004

7

Sub Total 7
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Appendix 5. Ambulance and Emergency Services in Tasmania

The provision of ambulance and emergency services in Tasmania emerged as a significant
theme throughout the review, with links to all Key Issues.  It was a theme that was taken up 
by providers and consumers alike, particularly in relation to recommended changes in 
services whereby personnel and equipment would be concentrated into a smaller number of 
geographic locations.

The Panel received submissions from the following organisations: 

Tasmanian Ambulance Service 

Ambulance Private Pty Ltd 

Australian College of Ambulance Professionals 

Australasian Society for Emergency Medicine 

NWRH Emergency Department Senior Medical Staff 

Each of these groups had their own perspective on how these services could best be provided 
but all agreed that better coordination, adequately resourced, was the key.

Challenges for Ambulance Services in Tasmania 

1.  Tasmania is no exception to the national trend of increasing demand for ambulance
services.  The Tasmanian Ambulance Service submission identified a number of 
underlying factors to this trend: 

Ambulance caseload / demand is increasing at a high rate across Australia driven by a 
variety of factors including:- 

(a) health sector trends (day surgery, bypass of smaller rural facilities, shorter
lengths of stay, more people with chronic illness being cared for in the 
community, community integration etc.

(b) health diagnostic and treatment technology advances

(c) changes in general medical practitioner services (decline in bulk billing, after 
hours service provision, lack of GPs etc.

(d) Medico legal implications on other services (nursing homes, GPs etc) who 
now have a greater tendency to refer patients for ambulance transport to 
hospital for diagnostic tests.

2.  Increased demand is not matched by a corresponding increase in revenue, due to the 
particularities of the Tasmanian situation.  Tasmania is the only State where neither the 
general public nor public hospitals pay for ambulance services. 

Tasmanians do not pay for ambulance services regardless of their income level or health 
insurance status.  Ambulance charging is virtually limited to compensable patients (motor
vehicle and workplace accidents) and billing of private hospitals for non-urgent transfers (to
ensure a level playing field with a private Patient Transport provider).  Private hospitals do
not pay for ambulance transfers to the nearest public hospital for admission for a higher level 
of care.  Public hospitals do not pay the costs of inter-hospital transfers by road ambulances,
air ambulance or helicopter, whereas these services are all the subject of ambulance 
charges in other States.
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3.  Future hospital/specialised health service delivery options, such as the dedicated service 
centre approach, will necessarily impact on pre-hospital care by the ambulance service and 
on inter-facility transfer of patients by either road or air.  These impacts will include
service delivery performance and resourcing.  Advancement of these service delivery 
options will require careful appraisal of the ambulance and health transport implications.

Meeting the Challenges 

Private sector ambulance provision in Tasmania is only provided by one company,
Ambulance Private Pty Ltd.  It provides private hospital stretcher patient movements and 
patient transport for the Department of Veterans Affairs.  In their submission, Ambulance
Private noted that one way of meeting these challenges would be to undertake a role 
delineation of services in this State: 

The role model of an ambulance service providing all levels of health transport has been
dismantled by a significant number of States and overseas countries. Most embrace a 
paramedic service focused on higher level cases, with one or more private providers 
servicing the lower level routine caseload.

The Australian College of Ambulance Professionals (ACAP) argues that Tasmania has not 
kept abreast of international best practice, but recommends that the Tasmanian Government
change the scope of practice for Tasmanian ambulance officers/paramedics by developing an 
Emergency Medical System.

It is ACAP’s position that a change to the scope of practice for the Tasmanian Ambulance
Officer/Paramedic can offer overall savings to the Tasmanian system of health provision and 
provide significant improvement in morbidity and mortality for Tasmanians. In this document
we will offer suggestions for improvement in both ambulance practice and affiliated 
practices.

Cross skilling employees is also seen by the ACAP as opening a number of possibilities that 
could be of benefit to the Tasmanian community and to the health system on a whole.  This 
concept offers some solutions in rural areas with cross trained personnel such as a combined
nurse/paramedic who could work in the emergency section of a rural hospital, responding to 
ambulance cases as required. 

ACAP also sees the introduction of the Paramedic Practitioner role as beneficial, especially 
in rural areas.  This would involve the enhancement of the paramedic role to include the 
capacity for emergency medical response, minor suturing, catheter management, minor
prescribing, vaccinations in the community, wound management, chronic illness management
and triage services. 

In order to develop these new models of service provision, the ACAP strongly recommends
the establishment of a Pre-hospital Research Unit either attached to the Tasmanian
Ambulance Service or linked into the University. The preferred model is attachment to 
Tasmanian Ambulance Service with links to the University and the ACAP.

The ACAP recommends that DHHS integrate and restructure its patient transport service into 
a state-wide organisation controlled from the Tasmanian Ambulance State Communications
Centre, and the system be expanded further and have its hours of operation expanded into the 
early evening and weekends.  By doing this, the number of incidences of emergency
ambulances in metropolitan and rural areas being tasked with routine patient transport is 
likely to fall.
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Focus on Ambulance: Faculty of Health Science 

The importance of patient transport in general, and emergency transport in particular, cannot be
overestimated.  As the most decentralised state in Australia, Tasmania is faced with significant 
challenges in providing equitable access to hospital services across rural and regional areas.  This was 
remarked on by a number of contributors.

While important for the whole of the state, this option [2.7] has particular relevance for the
North West region and the single hospital issue.  It also impacts on the development of an 
expanded scope for paramedics in primary health care, especially in rural and remote areas. 

The Australasian Society for Emergency Medicine also supports closer linkages between
ambulance services and hospital Emergency Departments.

The Emergency Department must be integrated with local ambulance services for advice,
support and assistance with pre-hospital care and retrieval of serious clinical cases. There
must be established links to tertiary hospitals in the state. 

The submission from the NWRH Emergency Department senior medical staff echoed this 
point, illustrating it with an example from their region. 

… there is no clear “system” for delivery of Emergency Medicine in North West Tasmania.
The basic elements of a system exist but are fragmented and uncoordinated.

The North West Regional Hospital has a 24 hour capacity to provide a skilled medical officer 
for local retrieval.  This is available at approximately 15 minutes notice 0830 – 2230 seven 
days a week.  Approx 30 minutes notice is required outside these hours.  Appropriate packs 
and equipment are maintained for this purpose.

Most of the isolated areas of the region (including King Island) are covered by Volunteer
services with long lead times to paramedic assistance.  Snow and ice may severely limit road 
operations on the West Coast and weather conditions can often restrict helicopter
operations. Fixed wing operations are restricted to the airports at Devonport, Wynyard,
Strahan and King Island.

The West Coast has a limited paramedic service based at Zeehan and Smithton.
Paramedics in these areas, and particularly the West Coast have such low case loads that it 
is extremely difficult to maintain skills and knowledge.  Smithton hospital has the ability to 
provide a limited response due to the enthusiasm of a GP Visiting Medical Officer with a 
special interest in Emergency Medicine.

In these rural, regional and remote areas, where the links between hospital Emergency
Department and ambulance staff are so vital, the importance of maintaining ‘critical mass’ of 
Emergency Department staff becomes essential.  To this end, the NWRH Emergency
Department senior medical staff reiterate the need for an Emergency Medical System:

We would welcome the opportunity to include the Emergency Department of Mersey 
Community Hospital as part of a North West Tasmania Emergency Medicine network.
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Appendix 6. Quality Assurance Structures and Processes 

The governance structure for the management and support of the DHHS Hospitals and 
Ambulance Service Division’s activities, including Statewide Clinical Risk Management
(CRM) governance structure, is summarised in the following diagram.

Clinical Advisory

Committee

Statewide Clinical Risk 

Management (CRM)

Steering Committee and

CRM Operations Group

Hospitals and Ambulance Service

Director

Tasmanian Ambulance

Service

Ambulance
Clinical Council 

Royal Hobart Hospital

10 Quality Assurance 
Committees (leading

examples below)

Launceston Ge eraln

Hospital

8 Quality Assurance
Committees (leading

examples below)

North West Regional 

Hospital

Morbidity & Mortality
Committee

Quality Executive

Committee)

Hospitals and Ambulance

Executive Committee 

(HASEC)

Divisional

Support Unit 

Figure 4. Statewide Clinical Risk Management governance structure and process 

RHH LGH
Blood Transfusion Committee
Clinical Services Medicine Executive Committee
Division of Surgery Executive Committee
Infection Control Committee
Medical And Dental Practitioners Credentialling And
Clinical Privileges Committee
Medical Services Committee
Mortality Review Committee
Pathology Executive Committee
Safety and Quality Committee
Serious Incident Panel Committee
Women’s and Children’s Clinical Services Executive

Cardiology Mortality and Morbidity Committee
Clinical Staff Credentialling Committee
Dept. of Anaesthesia Morbidity and Mortality Committee
Dept. of Medicine Mortality and Morbidity Committee
Dept. of Surgery Mortality and Morbidity Committee
Intensive Care Unit Mortality and Morbidity Committee
Obstetric and Gynaecology Mortality and Morbidity
Committee
Perinatal Mortality and Morbidity Committee
Safety and Quality Committee

Figure 4a. Leading examples of Quality Assurance Committees from RHH and LGH 
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A DHHS integrated clinical risk management governance structure is currently being 
established for all acute care public hospitals throughout Tasmania.  A statewide CRM 
Steering Committee has been established to steer a consistent process through hospitals, 
supported by a statewide CRM Operations Group.  Representation from both DHHS 
Hospitals and Ambulance Service Division and Community, Population and Rural Health 
Division in this structure also ensures the sharing of information between the two Divisions.

Each hospital is either developing or has developed a clinical risk register and continues to 
work on risk treatment plans.  The safety and quality governance structure in all hospitals, 
and at a state level, ensures the sharing of information regarding clinical incidents and
resulting recommendations for safety and quality improvements throughout the State. 

Work continues on the development of a statewide policy for the management of medical 
equipment and devices.  The Statewide CRM Committee also has carriage of the ongoing 
coordination of the use, monitoring and promotion of clinical indicators.  Work is 
progressing on the improved use of activity and costing information at day-within-episode of 
care level to inform service investigations and planning. 

Linkages with the Agency Risk Management Processes are being consolidated. 

Clinical Advisory Committee 

The CAC provides advice to the Director of the Hospitals and Ambulance Service Division
on clinical strategic matters including service planning and coordination, policy development,
quality and performance, professional issues, clinical teaching, and research matters.

The committee is supported by several Clinical Planning and Coordinating sub-committees: 
for Medical Services, Surgical Services, Women and Children's Services, Pathology Services
and Imaging Services.

Membership of CAC, which meets bi-monthly, is as follows: a Chairperson; the Chair of 
each sub-committee; the Director of the Hospitals and Ambulance Service Division; the Dean 
of the Faculty of Health Sciences, University of Tasmania; a Director of Nursing from a 
major public hospital; the Manager, Hospitals and Ambulance Service Divisional Support 
Unit, the CEOs of the three major public hospitals (RHH, LGH, and NWRH); and the Chief 
Health Officer. 

Legislative Context 

The Tasmanian Health Act 1997 provides statutory immunity for quality assurance processes
and participants of declared quality assurance committees.  Statutory immunity enables 
quality matters to be analysed and discussed without risk of inappropriate disclosure of 
information obtained in the course of an approved committee performing its functions.  The 
protection afforded under the Act enables improvements in practice in the hospital and 
ambulance service for the benefit of the Tasmanian public.  Each of the major hospitals and 
the Tasmanian Ambulance Service has a quality improvement structure. 

Major Public Hospitals: Quality Assurance Committees 

All three Tasmanian major public hospitals have a range of committees responsible for 
contributing to the assessment and evaluation of the quality of health services provided (see 
Figures 4 and 4a).  These Committees monitor policies and review mechanisms in order to 
both maintain and enhance the standard of care and service provided. 
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Quality Assurance Committees based in clinical services review services provided and make
recommendations in regard to the strategic clinical directions required to enhance integrated 
patient-focussed care services within each hospital, and between the hospitals and community
settings, both pre-admission and post-discharge.  They are also responsible for supporting, 
monitoring and evaluating the implementation of services with emphasis on outcomes and 
continuous improvement.

Credentialling and clinical privileges are currently reviewed as part of the appointment
process within the divisional management structure of each hospital.

Clinical peer review is also undertaken within each clinical specialty area; and Morbidity and 
Mortality Review Committees function within each of the hospitals.  Serious adverse events 
will be reviewed at the relevant committee with the aim of improving services.  The statutory
immunity afforded to the Committees under the Health Act 1997 ensures that quality 
improvement processes pertaining to the coordination and the effectiveness of patient care 
delivery of services can be freely discussed by Committee Members in order to achieve that 
aim.

Tasmanian Ambulance Service 

The Ambulance Service Act, 1982 establishes the Tasmanian Ambulance Clinical Council 
which advises the Director on protocols, clinical standards and equipment, research and 
quality assurance matters.  The Clinical Council is made up of representatives from expert 
medical bodies such as the College of Emergency Medicine and College of Anaesthetists, 
senior ambulance practitioners and senior management.
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Appendix 7. Dedicated Service Centres 

The development of statewide service networks would provide a system whereby the more
complex procedures, those that are less often performed, would only be provided in one 
hospital (a ‘dedicated service centre’), while the less complex elements of the treatment could 
be provided in another hospital (a ‘general service centre’). 

Ending the duplication (and sometimes triplication) of services geographically is not an 
elimination of services but an approach designed to improve the safety and quality of patient 
care.  It also provides further opportunities to link effectively with private hospital services in 
Tasmania.

The New South Wales Guide to the Role Delineation of Health Services (2002) describes this 
as:

… a process that determines that the support services, staff profile, minimum safety 
standards and other requirements are provided to ensure that clinical services are provided
safely and appropriately supported.

Determining the Service Mix to be Provided: Examples 

The service mix to be provided in each hospital will depend on the existing infrastructure and 
expertise already in place; the current and projected levels of demand for particular services in 
the region; and the strength of primary health and community care support in the area. 

Western Australia 

The Western Australian Health Reform Committee 2004 report focused on the role 
delineation of specific hospitals rather than the development of a generic matrix model, as has 
been the case in New South Wales.  They do, however, outline the ‘different levels of care’ 
upon which they base their report.  While the three major categories of tertiary, secondary and 
sub-acute care are in common medical parlance, the way these are operationalised to fit the 
particularities of that state provides an example of interest to Tasmania.

Tertiary Care

Tertiary care is comprised of services to meet the demand of highly selective patients who 
are suffering from unusual conditions and hence are few in numbers.

The services would result in specialised referral hospitals equipped with diagnostic and
treatment facilities not generally available at hospital other than primary tertiary centres or 
trauma centres of by teams of doctors who are uniquely qualified to treat unusual disorders 
that do not respond to therapy that is generally available as general medical services.

Tertiary care may include but is not limited to services provided by state-designated trauma
centres, a burn centre, trauma surgery, neurosurgery, cardiothoracic surgery, organ 
transplant, paediatric surgery, magnetic resonance imaging and positron emissions
tomography.

A typical tertiary/quaternary specialist referral hospital will: 

Provide those services requiring highly specialised skills, technology and support 
services to residents of Western Australia 

Ensure a critical mass of patients and resources needed to make such services safe and
of high quality, according to the accepted standards
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Cater for a population of 500,000 to 1 million

Have centres of excellence, research and development

Facilitate teaching placements in medicine, nursing and allied health for Western 
Australia

Play a leading role in improving clinical governance, including clinical pathways, system
processes and collaboratives

Provide a leadership role in integrated clinical services, and

Achieve an increase in same day procedures and surgery by establishing ambulatory
care facilities (surgicentres) and support facilities like Medi hotels.

Secondary Care 

A typical community general hospital providing secondary care will have the following clinical
services and facilities:

Emergency departments

24-hour anaesthetic cover

High dependency units

General surgery capacity (including day surgery)

Obstetric services

General medial and geriatric services

General paediatrics 

Some rehabilitation and mental health services

Centres for diagnostics, treatment and ambulatory care 

Cater for a population of between 200,000 and 300,000

Deal with 60% of medical needs of its catchment population 

Have a bed capacity between 200 to 400 with an average capacity of 300 beds 

Compensate for bed capacity by dong more clinical work on ambulatory bases, and as
outreach activity

Attract and manage between 20,000 and 40,000 emergency cases annually in its
emergency departments.  This standard will be further fine tuned through local research,
but the standard is being drawn from a UK model that advocates a throughput of 35,000
emergency cases a year for a 300 bed facility

Have three distinct collocated services.  These are acute inpatient, sub-acute and 
ambulatory care comprised of diagnostic and treatment services (eg surgicentres)

Provide less expensive accommodation to appropriate patients like Medi hotels and 
hostels and ensure increased throughput particularly for the ambulatory care stream of
services

Have its clinical services linked with centres of excellence (wherever relevant) through
development of integrated clinical services

Be used for placements and appointments for the purpose of training more specialised
medial workforce by allowing the clinical staff of the tertiary hospitals to be involved in
elective work, and 

Develop collaboratives, joint research and development activities or other appropriate 
means to strengthen clinical governance.
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Sub-acute Care 

Sub-acute care is comprehensive inpatient care designed for someone who has an acute
illness, injury or exacerbation of a disease process.  It is goal oriented treatment rendered 
immediately after, or instead of, acute hospitalisation to treat one or more specific active
complex medical conditions, or to administer one or more technically complex treatments in 
the context of a person’s underlying long-term conditions and overall situation.

A typical sub-acute facility, whether discretely located or collocated within a hospital will:

Offer a wide variety of medical, rehabilitative, and therapeutic services at comparable
quality to hospital services.  These may include pre and post-operative care, 
rehabilitative care, care awaiting placement (including transitional beds) respite care 
beds and palliative care beds

Provide care that is generally more intensive than traditional nursing facility care, but 
less than acute are ,  It will require frequent (daily to weekly) recurrent patient
assessment, and review of the clinical course and treatment plan for a limited (several 
days to several months) time period until the condition is stabilised or a predetermined
treatment course is completed

Not depend heavily on high technology monitoring or complex diagnostic procedure

Require the coordinated services of an inter-disciplinary team, including physicians, 
nurses and staff from other relevant professional disciplines who are trained and 
knowledgeable, to assess and manage specific conditions and perform the necessary
procedures

Provide care as part of a specially defined program, regardless of the site, and 

Provide treatment for brain and spinal cord injuries, neurological and respiratory
problems, cancer, stroke, AIDS and head trauma, in addition, some selective cases with 
chronic and complex conditions may also be provided medical treatment in these 
facilities.

New South Wales 

The New South Wales role delineation model provides a matrix of complexity and services 
that cover both clinical services and support services. 

The six categories of basic clinical services are: emergency; medicine; surgery; maternal and 
child; integrated community and hospital services; and primarily community health services.

It then sets out various levels for each clinical service, ranging from 0 (no service) to 6 (able 
to deal with the highest level of complexity).

The guide then specifies the level of support services (eg x-ray, anaesthetics, etc) required for 
the corresponding level of clinical service.  There are eight clinical support services: 
pathology; pharmacy; diagnostic radiology (X-ray); nuclear medicine (radio- isotopic 
diagnosis); anaesthetics; intensive care; coronary care; and operating suite. 

The level assigned to each service is determined by the complexity and frequency of the 
activity undertaken and the presence of certain suitably qualified health care personnel. 

As an example, surgery performed at level 2 (minor diagnostic and therapeutic surgical 
procedures on good risk patients) should be supported by pathology at level 1, x-ray and 
pharmacy at level 2, and so on. 

95



Review of Key Issues for Public and Private Hospitals in Tasmania: Expert Advisory Group Report

New Zealand 

This New South Wales model, first developed in 1991, was immediately adopted for use in 
New Zealand.  An evaluation of its utility (Rural Resources Unit, 1994) analysed the concept 
of hospital role delineation, based on the New Zealand experience: 

It provides a common framework for describing hospital services 

This common framework means that the model is useful for coordinating services within 
an area. 

There is a degree of flexibility in the guidelines which allows varying circumstances to be 
taken into account. 

The guidelines also make a useful distinction between levels of risk. 

The weaknesses are: 

The model focuses on inputs, rather than desired health outcomes

The model does not evaluate the competency levels of staff, other than obliquely through 
assessing the frequency with which they perform certain procedures 

The model does not address issues such as cost, efficient or equitable access. 

Application in the Tasmanian Context 

It is noted that a statewide service is already in place in respect of neurosurgery, neonatal 
intensive care, cardiothoracic surgery, burns, brachytherapy, paediatric surgery, 
gynaecological oncology and, to an extent, vascular surgery.

An example of a current statewide service network is the service provided to ill newborn 
babies.  There are general (Level 1) services at the hospitals with obstetric beds, including all 
three major public hospitals and the MCH.  At the NWRH, obstetric and maternity services
are provided by arrangement with the adjacent NWPH.

The LGH Neonatal Unit provides extra (Level 2) medical and nursing care for some babies. 

The RHH Neonatal Intensive Unit provides tertiary (Level 3) services to the State for 
critically ill newborn babies.  Access to Level 3 care required for newborn at Level 1 and 2 
units is provided by a specialised Neonatal Emergency Transport Service which also provides 
transfers for sick neonates from Tasmania to other States in Australia for ‘super-specialities’
(Level 4) care.

The work on the development of a Tasmanian Casemix system has also been discussed 
within the context of Key Issue 1.  The use of DRGs provides a clinically meaningful way of 
relating the number and type of patients treated in a hospital, the complexity of the 
procedure, and the resources required by the hospital in order to deliver that service.  Each 
DRG represents a class of patients with similar clinical conditions requiring similar hospital
services.  Subject to clinical opinion, DRGs with a ‘weighting’ of 4 or above would be 
considered ‘complex’ and suitable for delivery at dedicated service centres.  The important
issue to note, however, is that hospital services are highly interconnected.

The Australasian Society for Emergency Medicine provides an example of planning for 
Specialist Hospital and Emergency Medicine services in North West Tasmania.
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To serve a population of approximately 110,000 there should only be one specialist
Emergency Department in the region to justify the level of staffing and resources
required.

This Emergency Department should be located in the regional Base Hospital with 24 
hour availability of core specialty services and sub specialties including General
Surgery, Orthopaedics, Urology, ENT/Maxillofacial, Ophthalmology, General 
Medicine, Paediatrics, Psychiatry, Obstetrics and Gynaecology, Anaesthetics and 
CCU/ICU.  It is also essential that there be 24 hour Pathology and Medical Imaging
Services available. 

The Department should be appropriately designed, staffed and resourced to deal with
the entire range of illness and injury that will present to a regional hospital.  This 
should be consistent with guidelines published by the Australasian College for 
Emergency Medicine (ACEM).

Preliminary work done to identify services that could be delivered on a statewide level (by 
the Hospitals and Ambulance Service CAC Chair, Statewide Surgical Services Committee
Chair and Manager, Divisional Support Unit) is summarised in Table 9.

Table 9. Possible Groupings of Centralised Services 

Proposed Groupings of Centralised
Services

Comments

A selected group of upper gastro intestinal
surgery comprising Hepato-biliary, 
oesophageal and pancreatic procedures

Currently these procedures are performed by surgeons in the 
north and south with a combined clinic at the RHH.  At present for 
some complex cases both surgeons will undertake the procedure
at the one site. Only the hepatic surgery component of the group 
of surgeries noted occurs at one site, the LGH. 
It is recommended that a detailed analysis of data is undertaken to 
evaluate the viability of a dedicated service centre for the group of 
procedures.

ENT/Plastics/Fascio-Maxillary
Complex head and neck procedures

Head and neck resection work including major surgery for cancer
of head and neck.  Due to volume of cases it may be more cost
effective to group together in one centre.  It is recommended that a 
detailed analysis of data is undertaken to evaluate the viability of a
dedicated service centre. *

Hand Surgery Centre It is recommended that a detailed analysis of data is undertaken to 
evaluate the viability of a dedicated service centre. * 

Revisional Joint Surgery Centre There are rising volumes of revisional joint surgery.  It is
recommended that a detailed analysis of data is undertaken to 
evaluate viability of a dedicated service centre. * 

Urological Laser Centre A centralised service would avoid duplication of equipment.

Vascular Centre A statewide vascular service is being developed
however there is a requirement for the provision of some remote
site vascular work.

Process for Development 

While the general size of proposed Tasmanian facilities can be guided by the Western
Australian model, the exact mix of services should be modelled using the New South Wales
role delineation database included in the 2002 Guide, and by consultation with relevant 
hospital professionals.  This process should be guided by the advice of the CAC, the Hospitals 
and Ambulance Service Executive Committee (HASEC) should be responsible for achieving
service changes.

This process should build on the preliminary work undertaken by the Hospitals and 
Ambulance Service CAC Chair, Statewide Surgical Services Committee Chair and Manager,
Divisional Support Unit. 
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Appendix 8. Selected Statistics for North West Tasmania and the 
Rationalisation of Hospital Services 

As discussed in the main body of the report there is a need for an immediate reorganisation of 
hospital services in the North West plus a process for determining the long run location of 
these services. In approaching the more immediate of these questions the Panel first
considered submissions and then established criteria for evaluating the options. These criteria 
were: (i) existing capacity (in the public plus private sectors) in different locations; (ii) the 
pressure that would be placed upon the existing facilities of a transfer of services and the
capacity to immediately expand the volume of services provided; (iii) the extent to which the 
North West catchment populations – those outside the possible sites – presently depend upon 
the existing facilities; (iv) the likelihood of the selected site providing a very high quality of 
care; (v) the ability of existing transportation to expand to accommodate an increase in
ambulance services; (vi) demographic change in the short and long run and its impact upon 
demand.

Capacity

Capacity may be measured by the volume and complexity of services which are presently 
delivered.  These are shown in Tables 10 and 11 for 2002-03.  Any consideration of existing 
public and private hospital capacity clearly limits the choice of a single site to Burnie or 
Latrobe.

Table 10. 2002-03 Admissions by Service Type and Complexity

Hospital Type
Patients
Admitted

Average
Complexity

weight
Average

Length of Stay

Bed Days
(000)

NWRH Medical 4623 1.1 5.4 24.96

Procedural* 561 0.7 1.7 0.95

Surgical 2476 1.7 3.4 8.42

Total 7660 1.3 5.7 34.34

Wt Sep 10,040

Ave Cost Wt 1.29

MCH Medical 4112 0.8 3.7 15.25

Procedural* 781 0.5 1.4 1.09

Surgical 1734 1.5 3.4 5.90

Total 6627 1.0 3.4 22.24

Wt Sep 6504

Ave Cost Wt 0.98
*Diagnostic Services 
Source:  Tasmanian Hospitals Morbidity System

From Table 10 it may be seen that the unadjusted total admissions in 2003-03 in the NWRH 
and MCH were 7,660 and 6,627 respectively: that is, throughput in the NWRH was 16.4 
percent higher than in the MCH.  If capacity at the NWPH is included, total admissions in 
Burnie rise by 64.4 percent and total capacity in Burnie exceeds capacity in Latrobe by 90.0 
percent.

The discrepancy in capacity is understated in this comparison because, as shown in Table 10, 
the average complexity of cases in NWRH exceeds the complexity in MCH.  The importance 
of this may be illustrated one of two ways.  First, admissions may be weighted by their 
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average complexity to obtain an index of the resource cost of the separations.  For the two 
hospitals the indices are 10,040 and 6,504 respectively and the capacity of NWRH rises to 
154.4 percent of the capacity in the MCH. Secondly, capacity may take into account the 
length of stay which, in the two hospitals, were 4.48 and 3.40 respectively.  Taking account 
of this the second measure of capacity (bed days) also results in an estimated capacity which 
is 54.4 percent greater in the NWRH than in the MCH.

Table 11. Emergency services by severity MCH, NWRH, LGH, RHH 2002-03

Number of Patients (%)

MCH    (%) NWRH     (%) LGH RHH Total Tas 

Category 1  48 (0.2)  55 (0.3) 191 496 790
Category 2  247 (1.3)  565 (2.9) 2,604 3,721 7,137
Category 3  2,121 (10.9)  4,525 (23.1) 9,921 12,543 29,110
Subtotal  2,416 (12.3)  5,145 (26.3) 12,716 16,760 37,037
Category 4 8,784 (45.3) 11,741 (60.0) 11,671 14,022 46,218
Category 5  8,183 (42.2)  2,700 (13.8) 888 2,209 13,980

Total  19,383 (100)  19,586 (100) 25,275 32,991 97,235

Percentage of state total in each category

MCH NWRH LGH RHH Total Tas

Category 1 6.1 7.0 24.2 62.8 100.0

Category 2 3.5 7.9 36.5 52.1 100.0

Category 3 7.3 15.5 34.1 43.1 100.0

Subtotal 6.5 13.9 34.3 45.3 100.0

Category 4 19.0 25.4 25.3 30.3 100.0

Category 5 58.5 19.3 6.4 15.8 100.0

Total 19.9 20.1 26.0 33.9 100.0

1. Regional Statistics Tasmania 1362.6 2001; Australian Bureau of Statistics, 2001
2. 2001 Census; CData 2004
3. TGPD website

Source:  Tasmanian Hospitals Morbidity System

Table 11 shows that there were about 19,500 emergency services provided in both the 
NWRH and the MCH in 2002-03.  However, the composition of these was very different.
The MCH had less than 1 Category 1 admission per week.  Combining Categories 1 and 2 
(which define patients with an immediate threat of death), the NWRH and the MCH treated
620 and 295 cases respectively in these categories; that is, the MCH treated less than 50 
percent of the number of urgent cases treated in the NWRH.  In contrast, the MCH Category 
5 patients were 3.33 times greater than the number treated by the NWRH.  The 8,183 patients 
in this category represented an astonishing 58.5 percent of the state total Category 5 
treatments.  The MCH also exceeded LGH Category 5 patients by a factor of 3.68. 

The Australian College of Emergency Medicine (2004) defines Category 5 as a condition 
which is ‘chronic or minor enough that symptoms or clinical outcome will not be 
significantly affected if assessment and treatment are delayed up to 2 hours from arrival or 
services for “review, medical certificates, prescriptions only’. These data indicate that the 
MCH emergency department is primarily providing what would largely be described as GP 
services.
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Capacity for Transfer of Services 

Tables 12 and 13 present data which reflect the capacity of the NWRH and MCH to absorb a 
transfer of services from the other location.

Table 12. Capacity to absorb a transfer of services

Adm Bed Days

MCH to NWRH
MCH Surgical/NWRH Surgical 1,734/2476 = 0.7 5.9/8.42 = 0.70
MCH Surgical/NWRH Total 1,734/6627 = 0.262 5.9/34.34 = 0.17
MCH (Surg + Proc*)/NWRH Total 6.99/34.34 = 0.20 

NWRH to MCH
NWRH Surgical/MCH Surgical 2,476/1734 = 1.428 8.42/5.9 = 1.43
NWRH Surgical/MCH Total 2,476/6627 = 0.374 8.42/22.24 = 0.38 
NWRH (Surg + Proc*)/MCH Total 9.37/22.24 = 0.4214 

*Procedural or Diagnostic Services

Table 12 presents the results of some ‘arithmetic figuring’ designed to illustrate the order of 
magnitude of the impact upon the facilities in the two locations if surgical and procedural 
services were transferred to them from the other location.  The data do not purport to 
represent recommended scenarios.  First, not all of these services would necessarily be 
transferred. Secondly, the arithmetic figuring does not alter the existing capacity. 

For each of the options for change (NWRH to MCH; MCH to NWRH) five calculations are 
reported.  These show the percentage by which surgical capacity and total hospital capacity
would need to increase to accommodate a complete transfer of surgical services to a single 
hospital when capacity is measured by the number of admissions.  Next, these two 
calculations are repeated using bed days as the measure of capacity.  Finally, the bed day 
calculation is repeated on the assumption that all procedures are also transferred.

The result of these calculations indicate that the transfer of services would create 
significantly more pressure, and need for expansion, if services were transferred to the MCH.
Surgical admissions would need to expand by 142.8 percent and total services by 37.4 
percent.  The corresponding figures for the second option (MCH to NWRH) are 70.0 and 
26.2 percent.  Similar results occur for the calculation of increased bed days.  By including 
procedures in the calculation, this results in the need for a 42.14 and 20.0 percent expansion 
in bed days for the two options respectively. If the NWPH was included in the calculations, 
the differences would be even more heavily weighted in favour of the collocated Burnie 
facility.

The capacity to absorb a transfer of services also depends upon the available primary health 
care facilities.  These determine the ability to substitute GP for emergency department
treatments in each location.

Table 13 indicates that this capacity is significantly greater in Devonport/Latrobe. The 33 
GPs in these regions result in a GP to population ratio of 1.147 and 1.044 per 1,000 
population for Latrobe and Devonport respectively.  The corresponding figure of 0.884 per 
1,000 population in Burnie represents a lower capacity to provide substitute services.  As 
noted above there is an exceedingly large number of triage 5 patient attendances at Latrobe, 
also indicating a greater opportunity for the substitution of GP for emergency care services.
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Table 13. General Practitioners North West Tasmania 

LGA Number of GPs
2003

GPs per 
100,000

population1

Burnie 16 88.4
Central Coast 17 85.4
Circular Head 5 65.0
Devonport 24 104.4
Kentish 4 74.4
King Island 2 119.0
Latrobe 9 114.7
Waratah/Wynyard 10 76.5
West Coast 6 109.3
LGA Not Specified 5
Total North West 98 95.9

Total Tasmania 515 113.4
1 ABS Census Data 2001 

Catchment Population Demand 

Table 14 reports the services provided from the NWRH and MCH to populations outside the 
immediate region.  From Table 14 it can be seen that the MCH provides 5386 episodes of 
inpatient care to patients resident in Devonport/Latrobe and 2173 to other regions.  The 
NWRH provides 2407 episodes to patients resident in Burnie and 4929 services elsewhere.
Including NWPH separations increases the episodes outside Burnie to 8170 per annum.

Table 14 also indicates that two of the widely quoted so arguments submitted to the Panel are
based upon misconceptions.  First, it was asserted that people on the West Coast were more
likely to access services in Launceston or Hobart than travel to the North West.  This clearly 
is not the case.  Secondly, it was argued that MCH provides significant services to the 
Meander Valley LGA.  Once again, the evidence contradicts this belief.

Tables 15 and 16 classify the emergency services provided by MCH and NWRH over a 13 
month period, by the triage category and the residence of the patient.  As outlined earlier,
NWRH provides a more complex mix of services than MCH.  The NWRH provided over 
twice the number of category 1 plus 2 services.  Of these 59 percent were provided to non-
Burnie residents - primarily to patients in Waratah/Wynyard and the Central Coast.

In contrast, only 33 percent of the smaller number of category 1 plus 2 services delivered by 
MCH were for patients resident outside Latrobe/Devonport.  These services were primarily to 
residents of Kentish and the Central Coast, but the absolute numbers were very small and 
Central Coast received 3.3 times more category 1 and 2 services from NWRH than from 
MCH.  From these data it is clear that NWRH provides a larger emergency service for critical 
cases for its catchment area populations than is provided by MCH in its catchment.

In contrast with its provision of triage 1 plus 2 services, the MCH provides category 4 and 5 
services to a much broader population.  Despite the larger number of GPs in the area, 
residents of Latrobe and Devonport received 12,110 category 4 plus 5 services over this
period.

While these latter patterns are of some intrinsic interest they are not of significance for this 
review which recommends the maintenance of specialised emergency care along with an 
upgraded ambulance service for the Latrobe region.
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Table 14. Residents Separations by Resident’s LGA and Destination Hospital  2002/03 
LGA

 
Hospital  

Burnie Central 
Coast 

Circular 
Head Devonport    Kentish Latrobe Waratah/Wynyard West 

Coast TOTAL 

Private 
South 

193         149 38 187 27 53 103 116 866

Private North 271         499 128 757 108 247 213 44 2267
Mersey 171         1132 35 4173 686 1213 130 62 7908
Royal Hobart 
Hospital 

337         245 54 297 44 85 166 102 1330

Launceston 
General 
Hospital 

1283         1170 192 949 435 489 630 68 5216

North West 
Regional 
Hospital 

2407         1508 584 517 82 119 1715 404 7336

Burnie 
Private* 

1692         1129 426 412 59 108 943 470 4933

District 
Hospitals 

28         16 773 17 3 1 11 320 1169

TOTAL          6382 5848 2230 7309 1444 2315 3911 1586
% in Region* 
North West 
Public, 
Private, or 
District 
Hospitals 

67.35         64.72 81.52 70.04 57.48 62.25 71.57 79.19 69.26

Source: Tasmanian Hospitals Morbidity System except where marked *. 
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Table 15. Mersey Community Hospital Emergency Services by Severity and Local Government Area 2002-03 
LGA Pats Triage1 Triage2 Triage3 Triage4 Triage5 DOA 

City of Devonport 10801 33 183 1640 5452 3476 15
Latrobe 3785 13 64 521 1906 1276 4
Central Coast 2207 8 46 390 1094 661 7
Kentish 2054 2 39 276 1028 707 1
City of Burnie 111 1 5 24 56 25
Waratah/Wynyard 65 1 1 12 34 17
West Coast 58 1 6 32 19
Circular Head 30 1 12 10 7
King Island 3 1 2
 
Interstate 567 1 13 89 294 170
Meander 410 2 7 44 209 148
City of Launceston 113 2 22 70 18 1
West Tamar 59 1 2 6 22 28
City of Hobart 40 2 5 17 15 1
City of Clarence 40 12 19 9
City of Glenorchy 24 1 3 9 11
Northern Midlands 23 1 6 12 4
Kingborough 17 2 2 8 5
Brighton 16 2 10 4
International 16 11 4 1
Sorell 11 4 6 1
George Town 10 2 6 2
Dorset 9 1 1 4 3
Huon Valley 8 1 5 2
Central Highlands 7 1 4 2
Break O'Day 6 3 2 1
Flinders Island 6 4 2
Unknown 5 1 2 2
Derwent Valley 4 2 2
Glamorgan/Spring Bay 3 1 2
* 13 months data. 
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Table 16. North West Regional Hospital Community Hospital Emergency Services by Severity and Local Government Area 2002-03* 
LGA Total Undefined Triage0 triage1 Triage2 Triage3 Triage4 Triage5 

City of Burnie 10205 4 24 319 2252 5847 1759
Waratah/Wynyard 5064 16 183 1317 2808 740
Central Coast 3574 1 19 159 1040 1906 449
City of Devonport 610 3 22 205 306 74
Circular Head 546 3 32 198 264 49
West Coast 452 1 19 163 213 56
Latrobe 117 2 6 29 71 9
Kentish 94 5 29 48 12
King Island 87 5 34 36 12

 

Interstate 340 0 0 1 11 104 171 53
City of Launceston 73 1 2 22 38 10
City of Hobart 32 1 10 15 6
Meander 31 8 18 5
City of Glenorchy 28 1 14 13
West Tamar 26 2 2 7 11 4
Kingborough 25 3 7 10 5
Northern Midlands 17 2 9 6
City of Clarence 10 1 7 2
Dorset 9 1 4 4
Sorell 8 5 3
Huon Valley 7 4 3
Southern Midlands 6 1 5
Break O'Day 5 1 3 1
Brighton 5 3 2
George Town 3 1 2
Derwent Valley 2 2
Flinders Island 1 1
Glamorgan/Spring Bay 1 1
* 13 months data. 
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Quality of Services 

There are no data which permit a valid and reliable assessment of the quality of care 
in the two hospitals.  Nevertheless the Panel was persuaded that the quality of care 
was more likely to be preserved with the transfer of services to Burnie, for the 
following reasons: 

First, the total inpatient capacity at Burnie is currently about double the capacity in 
Latrobe.  This indicates a greater likelihood of a breakdown in services and the 
overwork of medical staff in Latrobe.  It is, further, firmly established that a greater 
case load for specialist doctors is associated with better outcome.

Second, the average complexity of services at the NWRH is significantly greater than 
the complexity at the MCH.  This indicates the greater opportunity at NWRH for 
doctors to maintain their clinical skills at a high level of technical competence (ie by 
treating complex cases).

Third, the Panel was concerned at the very high rate of caesarean delivery at the 
MCH when compared with the NWRH (27 versus 18 percent respectively).  This 
suggested that the overall obstetrics service, including prenatal services may be 
resulting in a less satisfactory outcome.

Finally, the recent events at the MCH which resulted in the Cameron Report suggest 
a greater fragility of the services and lesser capacity at Latrobe to maintain high 
quality in the face of a rapid increase in demand.  As noted above the increase would 
also be significantly greater with a transfer of services from NWPH to MCH than 
with the reverse transfer of services.

Transport Capacity

As discussed in the main body of the report, the Panel was persuaded that the 
ambulance and patient transport services may be readily upgraded to provide access 
to care, without loss of quality or increased risk of death, with either of the two 
options under discussion.  The Panel has recommended that an emergency service be
retained at the Latrobe site.  This should maintain sufficient expertise to ensure the
stabilisation of all patients in triage categories 1 and 2.  If ambulance transfer is then 
required it has been recommended that trained paramedical staff accompany the 
patient.  With portable high-tech equipment the ambulance provides the services
necessary to sustain patients in most circumstances.  In the exceptional circumstances
where patient transfer is not feasible, the relevant specialist may be brought swiftly 
from the appropriate hospital while the patient remains under the care of the 
emergency team.  The importance of developing comprehensive emergency medical
systems was discussed in more detail in the previous Appendix. 

Demographic Change

Submissions made to the Panel very commonly cited the importance of demographic
change for the location of the single site hospital and, in particular, this argument was 
used by those favouring the retention or expansion of the MCH.
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Relevant data are presented in Tables 17 and 18.  The first of these indicates that the 
population of the North West Coast has declined by 7.3 percent over the 5 year 
period to 2001 and that the decline has been somewhat greater in the West.  The 
decline in Burnie was approximately 9.3 percent.  The Devonport population 
declined by 7.8 percent while Latrobe expanded by 0.6 percent.  Together Devonport 
and Latrobe populations contracted by 5.8 percent which is 3.5 percentage points less 
than the decline in Burnie.

Table 17. Population Statistics North West Coast 

LGA 19961 19971 19981 19991 20001 20012

Burnie 19,977 19,834 19,657 19,502 19,377 18,109
Central Coast 21,351 21,253 21,114 21,083 21,042 19,907
Circular Head 8,450 8,466 8,490 8,525 8,495 7,692
Devonport 24,935 24,784 24,657 24,490 24,436 22,978
Kentish 5,462 5,485 5,466 5,501 5,530 5,376
King Island 1,879 1,846 1,809 1,792 1,775 1,681
Latrobe 7,801 7,879 7,944 8,017 8,090 7,848
Waratah/Wynyard 14,003 13,995 13,949 13,903 13,891 13,070
West Coast 6,351 6,127 5,935 5,702 5,600 5,487
Total North West 110,209 109,669 109,021 108,515 108,236 102,148

Total Tasmania 474,443 473,478 471,700 470,803 470,376 453,955
Source: 1 Regional Statistics Tasmania 1362.2 2001; Australian Bureau of Statistics

2 2001 Census; CData 2004

Table 18 presents ABS population projections to the year 2021.  The population 
projections were calculated using the preliminary population estimate for Tasmania
at 30 June 2000, as published in Australian Demographic Statistics (ABS Cat. no. 
3101.0), as the base population.  Updated data projections have not been put forward 
into the public domain.

Table 18. Population Projections 

Population Change

% Change 

Location 2001 2011 2021
2001-
2011

2011-
2021

2001-
2021

Burnie 19250 18117 16595 -5.89 -8.40 -13.79
Central Coast (CC) 20990 20553 19688 -2.08 -4.21 -6.20
Circular Head 8468 8442 8331 -0.31 -1.31 -1.62
Devonport (Dev) 24380 23519 22065 -3.53 -6.18 -9.50
Kentish 5562 5831 5996 4.84 2.83 7.80
King Island 1747 1633 1508 -6.53 -7.65 -13.68
Latrobe 8160 8846 9357 8.41 5.78 14.67
Meander 7390 8379 9231 13.38 10.17 24.91
Waratah/Wynyard
(WW) 13860 13529 12907 -2.39 -4.60 -6.88

Burnie + CC 40240 38670 36283 -3.90 -6.17 -9.83
Burnie + CC + WW 64620 62189 58348 -3.76 -6.18 -9.71

Dev + Latrobe 32540 32365 31422 -0.54 -2.91 -3.44
Dev + Latrobe + 
Meander 39930 40744 40653 2.04 -0.22 1.81

Source ABS (2001)
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For this review, the most important result from this table is that the magnitude of the 
changes reported are relatively small, and the differences between regions even 
smaller.  Thus, in the short run period to 2011, the reduction in population in 
Devonport/Latrobe is only 3.46 percentage points different from the reduction in 
Burnie/Central Coast-Waratah/Wynyard.  For the longer period, to 2021, the 
difference is 6.27 percentage points.  These differences are sufficiently small that 
they could be overwhelmed by a large number of unpredictable events; that is the 
margin of error around these estimates is sufficiently large that the differences 
become trivial.  More importantly, the other issues discussed earlier in this Appendix 
are quantitatively of much greater significance.  That is, the magnitudes discussed 
earlier with respect to the capacity of the different hospitals, the services provided to 
their regional catchment areas, and the pressure which would be generated by the 
transfer of services.

For this reason, it was these latter considerations which were deemed to be of greatest 
importance.  Consequently, demographic change did not play a major role in the 
Panel’s final decision.  The projections broadly suggest a continuation of the present 
trend.  There is an overall reduction in the population of the North West with 
increases only occurring in the easterly Local Government Areas.  Apart from King 
Island, Burnie suffers the greatest loss of population both in the immediate future and 
over the full 10 year period.  However, both Central Coast and Waratah/Wynyard,
which are serviced by Burnie, have a smaller loss of patients and combining these 
three regions results in an overall 3.76 and 9.71 percent decline between 2001-2011 
and 2001-2021 respectively. 

In sum, the demographic data indicate a change which is sufficiently small and 
unreliable that it should not influence the short run decision and, in the absence of a 
revision of the demographic data it is unlikely to be a decisive factor in the longer 
term decision.
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