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Executive Summary 
In February 2008, the Commonwealth Department of Health and Ageing announced 
the commencement of an independent review to examine options for inpatient 
critical care services at the Mersey Community Hospital (MCH).  
 
The Review Team was to provide advice 

“… on the need for an Intensive Care Unit (ICU) or a High Dependency Unit at 
the Mersey Community Hospital” and “…on the requirements to operate and 
maintain a safe and sustainable ICU or a high dependency unit and how an 
ICU or high dependency unit at the Mersey Community Hospital would 
integrate with other health services across the north and north west of 
Tasmania.” 

The full terms of reference for the Review team can be found at Section 1.2 of this 
Report. 
 
The focussed Review was undertaken across six weeks at the end of February and in 
March 2008. Activity data, workforce and other information was provided by the 
management of MCH and by local resources from within DHHS with outcome data 
being provided from the Australian and New Zealand Intensive Care Society Adult 
Patient Database.  
 
Members of the Review Team travelled to Devonport, Latrobe, Burnie and 
Launceston and visited the hospitals and Intensive Care Units at MCH, the North 
West Regional Hospital and Launceston General Hospital. The data analysis and 
information gathered from the site consultations was then combined and used to 
guide the development of a series of options for future provision of critical care 
services at MCH. 
 
The Report outlines the current physical layout of the area previously operating as 
an ICU (the Unit), the current staffing situation and the practice of the Unit over the 
recent past including the new configuration as a High Dependency Unit announced 
during the course of the Review. Details can be found in Section 2.  
 
Section 3 highlights the past activity and outcomes of the Mersey ICU. From the 
available data and the information provided to the Review Team during the 
consultations, it is clear that the activity in the Unit has steadily declined over the 
past two to three years. This is mostly due to the cessation of vascular surgery, the 
commencement of trauma bypass, the decision by local surgeons to reduce complex 
surgery including joint replacement and general surgery on higher risk patients and 
the absence of medical leadership of the Unit. 
 
For many years the Unit was headed by a highly competent medical practitioner 
experienced in intensive care however the availability of other medical staff with 
intensive care experience was significantly limited and the Unit appears to have 
lacked appropriate medical cover for significant periods of time. In reviewing the 
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past practice of the Unit, the Review Team felt that the degree of medical support 
available to the Unit did not meet Standards 3.2.2 and 3.2.3 of the JFICM Minimum 
Standards for Intensive Care Unit relating to ongoing experienced medical support.  
 
Nevertheless, outcome results for the Mersey ICU do not reveal any cause for 
concern up to 2007 when data collection ceased. This conclusion must be viewed 
with some caution due to the small numbers of patient data in the analysis.  
 
The process of development and the description of the models of critical care 
provision considered by the Review are detailed in Section 4. The range of patients 
who require critical care support range from those who require physiological 
monitoring, close observation and frequent medical review to those with life‐
threatening and reversible multiple organ failure. Under the proposed hospital 
service models, MCH may need to support patients anywhere in this range for 
varying periods of time. For these reasons, the ongoing provision of some form of 
critical care service is essential for the MCH. 
 
In considering the future provision of critical care services at MCH, the Review Team 
took the view that the key determinants for any safe, sustainable and effective 
model of critical care services are the severity of illness and number of patients 
admitted to a unit, the level of and availability of critical care expertise (medical and 
nursing), the level and availability of general medical and nursing expertise within 
the hospital, the implementation of effective risk management processes, the 
implementation of effective clinical governance and the physical capacity of the Unit. 
 
The actual level of critical care service provision that can be provided in a safe, 
sustainable and effective manner at MCH is therefore determined by the availability 
of the required expertise and the management of the associated risk. The three 
models of critical care provision of an Emergency Medical Unit, a High Dependency 
Unit and a Level 1 ICU are then considered in detail, culminating in consideration of 
the feasibility of each model. The discussion can be found in Section 4.1. 
 
The Review Team felt that there are a number of additional key issues that need 
consideration in the development of a critical care service at MCH. These include the 
role of critical care networking, the importance of clinical governance and the impact 
of this new service upon the Emergency Department. In particular, the Review Team 
recommends the development of a formal regional critical care network as part of 
the implementation of any critical care service at MCH. These issues are discussed 
in Section 5.  
 
 
Overall Assessment 
Various models of critical care delivery could be possible for the Mersey Community 
Hospital. Each is dependant upon a number of factors including the availability of 
particular medical and nursing expertise and the establishment of risk management 
processes. The feasibility of each of these models, however, is quite different. 
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Effective recruitment and retention of the medical workforce is the most 
fundamental issue facing the MCH in staffing the HDU/ICU and the hospital more 
generally. As has been highlighted in numerous previous reports into this area, this is 
not a problem that North West Tasmania faces alone but it has its own additional 
difficulties.  
 
It is extremely unlikely that a small unit at MCH can successfully recruit in what is a 
very competitive, under‐supplied workforce market. It is therefore imperative that 
the hospital positions itself to maximise the chances of a service that is safe, 
sustainable for the long term and feasible in the circumstances of a continuing 
reduction in skilled workforce.  
 
To this end, the Review team believes that the most suitable model for the MCH 
for the present and foreseeable future is Model B, that of a High Dependency Unit 
supported by dedicated medical leadership. 
 
This model is one that is already well established elsewhere and is conceptually well 
supported by all the stakeholders. Apart from some additional nursing requirements, 
the required medical and nursing resources are already in place and the recent 
appointment of a Medical Director has allowed for the opening of an HDU which is 
working in much the same way as proposed in the Report.  
 
The new establishment of clear policies and performance measures has set the 
framework for ensuring the quality and safety of the Unit. The support for this model 
shown by the existing medical staff and the impending commencement of a Director 
of Anaesthetics also makes the model quite sustainable in the foreseeable future.  
 
For these reasons, the Review Team believes that this model would provide a safe, 
sustainable and feasible critical care service for MCH in the current and foreseeable 
future.  
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1. The Review Process 
 

1.1 Context for the establishment of the Review 
In April 2004, at the request of the Tasmanian Department of Health and Human 
Services, Professor Peter Cameron, Immediate Past President of the Australasian 
College of Emergency Medicine, undertook a review of clinical services in North‐
West Hospitals in response to concerns raised by clinicians regarding the safety of 
some services at Mersey Hospital. In his report1, Professor Cameron highlighted the 
difficulties in providing a number of services at Mersey including Obstetrics, 
Emergency and Critical Care.   
 
Later that same year, Professor Jeff Richardson led an Expert Panel charged by the 
State Government with the task of examining the operation of Tasmania’s major 
public and private hospitals. In their report, “The Tasmanian Hospital System: 
Reforms for the 21st Century”2, the Panel (inter alia) made a series of 
recommendations regarding the future of services in the North‐West of the State 
which essentially supported the recommendations of Professor Cameron. These 
recommendations included the concept of the “dedicated service centre”i, to be 
adopted across the State and essentially pointed toward the networking of clinical 
services across the Mersey and Burnie Hospitals with Burnie Hospital taking the 
predominant role for high complexity and critical care services.  
 
 Following a Tasmanian Government decision in 2006 to embark upon long term 
health and human services planning, the Department of Health and Human Services 
(DHHS) engaged in a detailed and extensive consultative and planning exercise  
throughout 2007 culminating in the release of the State Health Plan. This Plan 
confirmed the “one hospital, two campus” model of consolidated services across 
Burnie and Mersey Hospitals including the provision of ICU services at Burnie only.   
 
During this process there has been considerable public debate in the communities of 
North West Tasmania and each of the Cameron Report, the Richardson Report and 
the State Health Plan have acknowledged the strong community feelings in the area. 
Strong public support has been expressed for the retention of the Emergency 
Department and ICU at Mersey Hospital. 
 
On 1 August 2007 the former Prime Minister announced Commonwealth support for 
a community‐based and Commonwealth funded hospital model for the Mersey 
Hospital. In November 2007, the Commonwealth Government acquired the Hospital 
from the Tasmanian Government and since that time the Commonwealth has been 
responsible for the operation of what is now known as the Mersey Community 
Hospital (MCH). The Commonwealth now needs to develop its position on a number 

                                                      
i Richardson defined this as 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”. 
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of services and this Report relates specifically to critical care services and the 
feasibility of safely providing and sustaining such services. 
 

1.2 Terms of Reference for the Review 
In commissioning the Review, the Department specified the following requirements: 

“The Consultant will provide advice on the need for an Intensive Care Unit 
(ICU) or a High Dependency Unit at the Mersey Community Hospital, Bass 
Highway Latrobe, Tasmania.  
 
In addition advice is sought on the requirements to operate and maintain a 
safe and sustainable ICU or a high dependency unit and how an ICU or high 
dependency unit at the Mersey Community Hospital would integrate with 
other health services across the north and north west of Tasmania.” 

 
In addition the Department identified specific tasks for the Review Team: 
 

1. Review and assess past ICU/HDU practice and activity at the Mersey 
Community Hospital including patient caseload and complexity against the 
Minimum Standards and detail areas where the standards were not met. 

2. Examine the need for an ICU or a HDU or other critical care service model at 
the Mersey Community Hospital, having regard to the range of available and 
emerging models of critical care service delivery and patient caseload and 
complexity scenarios arising from different service profiles including:  

• Low risk obstetrics, accident and emergency, day surgery; 
• Low risk obstetrics, accident and emergency, day surgery and medium 

acuity general surgery; 
• Low risk obstetrics, accident and emergency, day surgery, medium 

acuity general surgery and urology; 
 

3. Review and assess the practicality of securing the necessary workforce to 
allow the safe and effective operation of an ICU or a HDU or other critical 
care service model at the Mersey Community Hospital, including the skills, 
workload, clinical exposure, education, training and supervision of medical, 
nursing and support staff. 

4. Review and assess the potential relationship between an ICU or a HDU or 
other critical care service model at the Mersey Community Hospital and other 
health care infrastructure in northwest Tasmania and the State more 
generally. 

5. Specify the clinical, organisational, administrative and other requirements for 
an ICU or a HDU or other critical care service model to achieve safe service 
delivery for the different scenarios set out in item 2 above. 
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1.3 Methods and approach to the Review  
The focussed Review was undertaken across six weeks at the end of February and in 
March 2008. In light of the relatively short timeline for the project, a robust 
methodology was devised to ensure high quality outcomes and involved  

• the desktop research necessary in gathering information from the public and 
non‐public arenas,  

• the process of stakeholder consultation and onsite visits,  
• service delivery analysis and modelling and  
• report preparation.  

 
The approach drew on the expertise of a multidisciplinary Review Team of senior ICU 
and other clinicians and managers, highly experienced in ICU clinical care, ICU 
management and health service network development as well as executive public 
health, clinical governance and clinical operations backgrounds.  
 
Stage 1: Background Information and data review 
Activity data, workforce and other information was provided by the management of 
MCH and by local resources from within DHHS. Outcome data for the years 2003 to 
2006 was obtained from the Australian and New Zealand Intensive Care Society 
(ANZICS) Adult Patient Database. Outcome data for 2007/08 was not available as 
data submission had ceased in June 2007 when the Unit had changed to a Short Stay 
Unit. Transfer and retrieval information was provided by the Tasmanian Ambulance 
Service and the Director of the Tasmanian Medical Retrieval Service. 
 
In addition the Review Team had access to information from a number of previous 
reports and studies relevant to the question of Critical Cares Services at Mersey 
Hospital including 

• the Cameron Report (2004)  – see above 
• the Richardson Report (2004) – see above 
• the Jenkins Report – a report on Intensive Care Services in North Western 

(sic) Tasmania produced by the President of the Australian and new Zealand 
Intensive Care Society (2006) 

• the Tasmanian Health Plan (2007) 
 

Stage 2: Onsite consultation and substantiation 
Members of the Review Team travelled to Devonport, Latrobe, Burnie and 
Launceston and visited the hospitals and Intensive Care Units at MCH, the North 
West Regional Hospital and Launceston General Hospital. At these visits, Team 
members consulted with a number of community leaders, local medical specialists 
and generalists, nursing staff, hospital administrators and representatives of the 
ambulance and medical retrieval services. Details of those involved in consultations 
can be found at Appendix 2. 
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The Team was able to gain a clear understanding of the protracted and complex 
history surrounding the issues of the Mersey Hospital in general and the ICU in 
particular. Further detailed activity data was also obtained at these visits.  
 
The Team would like to acknowledge the open and frank approach taken by all those 
with whom they met. The commitment and dedication of all staff to high quality, 
sustainable services for the community was clearly evident throughout the entire 
north and north‐west, as was the obvious support from community leaders for the 
work done by their local health care professionals.  
 
Discussions were also held with senior members of the Department of Health and 
Human Services, Tasmania. 
  
Stage 3: Performance analysis and service delivery modelling  
The information and data on current and past practice and activity obtained from 
these stages were then consolidated and analysed. Further information on this 
analysis can be found in Section 3.1. 
 
It is clear that circumstances, staffing levels and service availability have changed 
significantly, particularly in the past two years and the performance and activity 
analysis was matched against the Joint Faculty of Intensive Care Medicine Minimum 
Standards for Intensive Care Units (2003) 3 and related documents to inform 
consideration of future critical care support for the MCH. 
 
The consideration of potential critical care service delivery models for MCH was 
guided by the three possible hospital service profiles specified by DoHA and also by 
the practical considerations of transport, clinical networking, peer support and 
regional health services available in the north‐west of Tasmania. Details of the 
proposed models can be found at Section 4.1. 
 
Stage 4: Report development and writing 
The data analysis, consultation information, examples of critical care service delivery 
plans from other jurisdictions, service delivery modelling and the extensive 
experience of the Review Team were then combined in an iterative fashion to 
develop a draft report. This draft was the basis for further discussion and clarification 
with DoHA and led to this final report.  
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2. Critical Care Services  

2.1 Background 
The configuration of hospital services across the North West, at Burnie and the 
Mersey, has been the subject of much attention and robust argument for more than 
the last twenty years. Some of this history is summarised below: 
 
• 1980s and early 1990s ‐ Ongoing debate about the viability of having two 

hospitals on the North West coast, generating passionate and polarised 
arguments in the professions and the community as to which site, Burnie or 
Latrobe, should be the primary facility, or whether a new hospital on a green 
field site should be developed.  

 
• Early 1990s ‐ Burnie and Mersey hospitals both part of the Tasmanian health 

system and under the control of the North West Regional Hospital Board. 
 
• 1995 ‐ In response to community resistance to proposals to close the Mersey 

Hospital, it begins operating as a private hospital, firstly under Health Care of 
Australia and then Mayne Health. 

 
• Late 1990s and early 2000s ‐ Public hospital at Burnie redeveloped at a site 

adjacent to the recently built North West Private Hospital and services developed 
based on a highly integrated service model between the public and private 
hospitals.   

 
• Early 2000s ‐ The University of Tasmania’s new Rural Clinical School co‐located 

with the public and private hospitals on the Burnie site. 
 
• 2003 ‐ Healthscope assumes management of Mersey Hospital.  

 
• 2004 ‐ Concerns raised regarding safety of clinical services at Mersey Hospital 

leading to the temporary closure of obstetric and emergency services. Cameron 
and Richardson Reports recommend closure of the Mersey ICU.  
 

• 2005 ‐ Mersey Hospital returns to public ownership as part of the dual‐campus 
North West Regional Hospital with Burnie.  

 
• 2007 – Tasmanian Health Plan released outlining regionalisation of North West 

services and closure of Mersey ICU. Following intervention by the 
Commonwealth the MCH resumes operation as a separate hospital. 
 

• March 2008 – Minister for Health and Ageing announces commencement of the 
MCH High Dependency Unit. 
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As this summary indicates, the Mersey Hospital has effectively operated as an 
independent stand alone hospital outside the Tasmanian public health system for 
the last 15 or more years. This helps to explain the contrasts between Burnie 
Hospital and the MCH that the Review Team observed when they undertook their 
site visits. 
 
While the Burnie Hospital is a relatively modern and well presented facility the MCH 
looked old, cramped and in modest repair. Again, while Burnie has built up a 
comprehensive anaesthetic service of about ten anaesthetists, many of who were 
Australian trained and one of who was intensive care qualified, the MCH’s medical 
workforce has been overly reliant on overseas trained doctors and long‐standing 
locums. Finally, while Burnie appears to have developed a well‐supervised medical 
training environment and has access to medical students, allocated resident medical 
officers and training registrars, the MCH has been described as having “inadequate 
support and supervision” and has been dependent on career medical officers and 
non‐accredited registrars. 
 
The second observation relates to the strategic partnerships at the Burnie site, with 
the co‐location of the public and private hospitals and the public hospital with the 
Rural Clinical School, which did not appear to exist to the same level at the MCH. 
Firstly, these linkages have provided the practitioner with a diverse array of well‐ 
remunerated work that has lead to greater professional satisfaction and assisted in 
staff recruitment and retention. Secondly, the teaching, training and research 
opportunities have all contributed to a service delivery culture and environment of 
inquiry, learning and reflection which is crucial to service quality and workforce 
vibrancy.  
 

2.2 Information obtained by the Review 
The Review Team visited the area in the MCH referred to at that time as the “Short 
Stay Unit”, and previously known as the “ICU”, on 28 February 2008. For the 
remainder of this Report this area will be referred to simply as “the Unit”. 

2.2.1 Physical situation 

The Unit is situated on the ground floor at the end of the Emergency Department 
(ED) furthest away from the ambulance entrance and is contiguous with the main 
corridor of that department. The Unit is less than 10 metres from the resuscitation 
bay of the ED. Patient and staff access to the Unit is from the main general access 
corridor between the ED and the central core of the hospital or through the ED itself. 
There is free and easy access between the Unit and the ED.  
 
The Unit consists of an open bay clinical area with three beds and a separate room 
containing a fourth bed. The floor space available for the open bay does not meet  
the JFICM standards of 20 square metres per bed for a Level 1 ICU, has poor lighting 
and cramped work spaces. While the current JFICM Standards do not specify floor 
space requirements for an HDU4, it is contemporary practice to use the 20 square 



OPTIONS FOR INPATIENT CRITICAL CARE SERVICES AT THE MERSEY COMMUNITY HOSPITAL  
FINAL REPORT 
MARCH 2008   

SpencerSmith and Associates  Page 12 of 50  

 
 
 

metres per bed as the planning benchmark for a newly built HDU. The separate room 
has no anteroom and inadequate access and does not meet isolation requirements 
for infection control. 
 
There is a single observation area, partially enclosed with glass walls, from where the 
nursing staff can observe the patients. There is good visibility of the beds in the open 
bay but direct observation of the single room is limited. It appeared to be reasonably 
sound proof and housed a central monitor, a computer station, the telephones, and 
general documentation including policies and procedures. Nursing staff routinely 
have their breaks in the observation area as rostering limitations prevent availability 
of appropriate relief to allow staff to leave the Unit. 
 
The unit has adequate equipment that has been recently updated. Two store rooms 
are behind the nursing station and were appropriately sized for the Unit and for the 
equipment load. There was good access.  

2.2.2 Staffing 

The Unit has intensive care experienced and qualified nursing staff rostered 
exclusively to it.  The nursing staffing consists of a 1 full‐time equivalent (FTE) 
Nursing Manager, a new 0.5 FTE position of Clinical Nurse Educator (CNE), filled by a 
long term staff member and 11.80 FTE Registered Nurses. Current vacancy in nursing 
positions for the Unit is 2.04 FTE and enrolled nurses are not rostered to the Unit. 
There is no ward clerk or other clerical assistance. The majority of the nursing staff 
are employed part time with 16 staff filling the 11.80 FTE positions.  
 
From discussions with the nursing staff, it appears that most of them have worked in 
the ICU/HDU area for 15 to 20 years. There are 3 staff members that hold an ICU 
certificate and the hospital administration is willing to support other staff in 
obtaining further qualifications. If staff apply for study leave to increase their skill it 
is generally granted, however the Review Team noted a lack in ICU/HDU related 
nursing education with the only programs on offer being general hospital based 
education. The recent appointment of the 0.5 FTE CNE meets the ACCCN ICU Nursing 
Staff Position statement of 1 FTE of CNE per 50 staff and should improve the capacity 
of the Unit to maintain and improve its staff mix.  MCH staff in the unit, have 
recently completed their Advanced Life Support accreditation and are also 
accredited for cannulation, medications and OH&S.  
 
The nursing staff in the Unit appear to be very happy working at the hospital. They 
are very loyal to the hospital and to maintaining the service at the hospital. They 
have minimal or no clinical or professional networking with either Burnie or 
Launceston. They indicated to the Review Team the view that the unit should be 
upgraded to a HDU so they could accept more complex patients, maintain their skills 
and not transport patients out as often. Staff also expressed the view that the unit 
required a medical director which would provide them with some medical leadership 
and governance. 
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2.2.3 Clinical Governance 

Prior to April 2007, the Unit was under the direction of a medical director who was 
experienced in intensive care medicine but did not have specialist intensive care 
qualifications. From April 2007 there had been no designated Director of the Unit.  
 
The Unit appears not to have had any formal morbidity and mortality or peer review 
process for the last 12 months and there is little evidence of quality assurance 
activities previous to that. An electronic incident reporting system appears to be in 
place for the hospital and staff indicated that clinical incidents are entered however 
it was reported that the incidents are reviewed by a risk manager and the manager 
of the unit without clinical staff involvement. There is Hospital executive oversight of 
the incident monitoring process and review of serious events. 
 

2.3 Recent operation 
Following the release of the Clinical Services Plan in 2007, the Unit was designated as 
a “Short Stay” Unit.  The short stay model, however, does not suit the ongoing 
function of the hospital as the capacity of the wards to manage medium complexity 
patients that require higher nursing care, for example insulin infusions, is limited and 
telemetry monitoring is not available outside the Unit.  
 
Over past nine months the average length of stay was 1.6 days with a range of 
between 1 and 15 days with exit block and patient flow sometimes an issue. At the 
time of the Team’s visit, there were no documented Short Stay admission, transfer 
or discharge criteria available on the ward to nursing staff.  
 
It appears to the Review Team that the general hospital medical staff and Unit 
nursing staff have continued to operate the unit in much the same way as existed 
prior to the change in designation with the key exceptions of vascular surgery and 
high level trauma. Vascular surgery is no longer performed at the MCH and high level 
trauma patients are now bypassed to either Burnie or Launceston by the Ambulance 
Service. There are more patient transfers for higher level care but there is no 
evidence of networking or a system to transfer those patients back to MCH when the 
high level care is no longer required. 
 
Over this time, the unit continued to provide care for some surgical post operative 
patients, emergency coronary care patients and other inpatients requiring higher 
acuity nursing than was able to be provided on the ward including an occasional 
ventilated patient. In other words the Unit was operating as a combination of High 
Dependency Unit, Coronary Care Unit and, intermittently, as an Intensive Care Unit 
for  patients requiring short term ventilation  prior to transfer to another hospital 
ICU. 
 
Medical management and leadership are major issues for the Unit. There is 
considerable variation in medical skill reported in the hospital at present with large 
numbers of vacant positions waiting for recruitment or reliant on locum coverage.  
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In March 2008, the Unit was reopened as an HDU with a staff specialist physician as 
Medical Director. The new Medical Director’s role includes responsibility for clinical 
governance and admission gate‐keeping. There is a Patient Admission and 
Management Policy which governs the admission criteria, admitting rights of 
hospital doctors, patient management processes, staffing requirements and 
discharge processes (Appendix 3). There are no registrars rotating to the Unit and 
any patient in to the Unit must be admitted under the care of a hospital specialist 
doctor. 
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3. Practice and Activity at Mersey ICU/HDU  
This section examines the activity and practice within the ICU/HDU at Mersey 
Hospital in the recent past. Activity data for the Unit was supplied by the 
management of MCH and gathered from previously published material2,5. Outcome 
data was provided from the Australian and New Zealand Intensive Care Society Adult 
Patient Database (ANZICS APD). Consultations and unstructured interviews were 
held with a number of staff and senior clinicians at the MCH. 
 

3.1 Activity 
From the data provided to the Review team, activity in the Unit has fallen over the 
past three years (Table 1). A large proportion of cases are discharged directly from 
the Unit suggesting a low acuity level for many of the patients. Data from the ANZICS 
APD reveals an infrequent (less than one per week) admission of life threatening 
illness to the Unit including acute myocardial infarction, asthma, bacterial 
pneumonia, COPD, cardiac arrest, congestive heart failure, diabetic ketoacidosis, 
drug overdose, GI bleeding, trauma, neurologic coma, pancreatitis and sepsis. 
 

Table 1: MCH ICU/HDU admissions 
 Total Unit 

admissions 
Ventilated 
patients 

Discharged directly from the 
Unit 

2005/06 586 46 (7.9%) 34.9% 
2006/07 418 27 (6.6%) N/A 
2007/08 210* 18 (8.6%)* 59.1%** 

* full year extrapolation based on data July 07 to February 08 
 ** full year extrapolation based on detailed admissions data November 07 to February 08 
 
The pattern of length of stay has not changed significantly over the past two years 
despite the Unit undergoing a status change to a Short Stay Unit (Table 2). 
Emergency patients requiring ventilation and ongoing treatment are stabilised in the 
ED or in the Unit and transferred to Burnie or Launceston Hospital by medical 
retrieval. There continue to be instances of ventilated patients with single organ 
failure being maintained in the Unit for a number of days under physician care 
although this is rare.    

Table 2: MCH ICU/HDU length of stay 

 LOS 1 day 2 days 3 days >3 days 
ALOS 
(days) 

Range 
(days) 

2006/07 
Number of 
admissions 

285 
(68%) 

63 
(15%) 

32   
(8%) 

38   
(9%) 

1.84 1‐24 

2007/08 
(July 07 –
Feb 08) 

Number of 
admissions 

79 
(64%) 

33 
(26%) 

8     
(6%) 

5     
(4%) 

1.61 1‐15 
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The majority of patients admitted to the Unit come directly from the Emergency 
Department and some are transferred post‐operatively from the operating theatre 
(Table 3). Of the operating theatre cases in 2006/07, 43% (37/87) were vascular 
cases. These cases are no longer performed at the MCH.  Very few patients are 
transferred from the wards to the Unit and most of these do so on the day of 
surgery, having developed complications that made the ward environment 
unsuitable. 
 

Table 3: Source of admission 

 
Emergency 
Department 

Operating 
Theatre 

Surgical Ward Medical Ward 

2006/07 329 (78%) 87 (21%) 3 1 
2007/08  
(July 07 – 
Feb 08) 

118 (84%) 16 (11%) 5 1 

 
The Unit also cares for ED overflow and all cardiac monitoring.  The MCH   has no 
other cardiac monitoring or telemetry capacity other than in the Emergency 
Department. 
 
Medical cases in the Unit are far more common than surgical cases (Table 4). The 
distribution of cases between the acute medical and surgical (elective and acute) 
groups has altered mostly as a result of the cessation of vascular surgery at the MCH.  
 

Table 4: Medical and surgical distribution 
 Medical  Surgical Other 

2006/07 275 (65.8%) 
131 (31.3%)  

inc 37 Vascular 
(8.9%) 

12 (2.9%) 

2007/08 
(July 07 – 
Feb 08) 

90 (72%) 30 (24%) 5 (4%) 

 

3.2 Outcomes  
The raw mortality for the Mersey ICU is not dissimilar to that of similar ICUs but 
casemix variations between individual ICUs mean that benchmarking of performance 
on raw mortality alone is not meaningful.  
 
The risk of death is calculated by using one of a number of scoring systems; for 
example, the Acute Physiological and Chronic Health Evaluation (APACHE) score that 
predicts risk of death by assessing the degree of physiological derangement and 
chronic health variables. The APACHE score has been revised a number of times and 
currently APACHE III is most relevant to Australian and New Zealand practice.  
 



OPTIONS FOR INPATIENT CRITICAL CARE SERVICES AT THE MERSEY COMMUNITY HOSPITAL  
FINAL REPORT 
MARCH 2008   

SpencerSmith and Associates  Page 17 of 50  

 
 
 

The Standardised Mortality Ratio (SMR) is the ratio of observed to predicted deaths. 
This is presented either as a fraction or as a percentage: 
  
number of observed deaths X100   
number of expected deaths (the sum of risks of death) 
 
De‐identified data from each ICU is submitted to the ANZICS APD where SMRs are 
calculated. At present the SMRs of pooled Australian and New Zealand ICUs 
submitting data is approximately 90. The resultant SMRs are then used to 
benchmark ICU performance. Outliers are considered to be outside two standard 
deviations.  

 
Table 5: Mersey ICU Outcomes 

 
Patients 

submitted 
to APD 

Number 
ventilated 

ICU Mortality 
(%) 

SMR 

02/03 102 29 5.3 181.92ii 
03/04 131 41 8.9 105.05 
04/05 127 41 6.4 110.31 
05/06 131 42 5.5 94.4 
06/07 102 28 5.7 81.54 

 
The results for the Mersey ICU (with the exception of 2002/2003) do not reveal any 
cause for concern prior to 2007 when data collection ceased.  Normally there is a 
wide spread of SMRs between submitting ICUs and the results for Mersey are quite 
consistent with many other ICUs. It must be noted that there are only small numbers 
of patients submitted and that the SMR confidence intervals are considerable 
meaning that these results must be interpreted with caution.  
 

3.3 View of the Review Team 
From the available data and the information provided to the Review Team during the 
consultations, it is clear that the activity in the Unit has steadily declined over the 
past two to three years. Given the tumultuous events that have surrounded the 
hospital this is, perhaps, not surprising. Key contributors to this decline have been 
the cessation of vascular surgery, the commencement of trauma bypass, the 
decision by local surgeons to reduce complex surgery including joint replacement 
and general surgery on higher risk patients and the absence of medical leadership of 
the Unit.  
 
The designation of the Unit as “Short Stay” appears to have increased its use as an 
Emergency Department overflow/Emergency medical unit, however, the Unit has 
                                                      

ii It should be noted that the confidence intervals for 02/03 SMR (181.92) are so wide (101.98‐
301.1) that this result cannot be interpreted. 
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continued with a variety of other functions including occasional prolonged 
ventilation. This continued activity in the absence of a medical director is of concern. 

3.4 Conclusion  
In the past, the Unit has intermittently provided the type of clinical care that fits the 
definition of organ system monitoring and support including advanced respiratory 
support, circulatory support, neurological monitoring and renal support6. It is 
common clinical practice to consider that this level of care requires the use of an 
ICU. 
 
The standards governing the provision of ICU services in Australia are those of the 
Joint Faculty of Intensive Care Medicine (JFICM). From the information made 
available to it, it is the opinion of the Review Team that the degree of medical 
support available to the Unit did not meet Standards 3.2.2 and 3.2.3 of the JFICM 
Minimum Standards for Intensive Care Units relating to ongoing experienced medical 
support.  
 
For many years the Unit was headed by a highly competent medical practitioner 
experienced in intensive care however the availability of other medical staff with 
intensive care experience was significantly limited and the Unit appears to have 
lacked appropriate medical cover for significant periods of time. Information 
provided to the Team from a variety of sources emphasised that the Medical 
Director of the time was very skilled and there was no concern regarding his capacity 
but that the medical cover provided whenever he was not on duty was unreliable 
and quite varied in terms of skill and experience. 
 
There is no doubt that the nursing support for the Unit met the appropriate JFICM 
standard and nursing staff competency is not an issue. With the years of experience 
the staff have, and the presence of an educator, a refresher and unit based 
education program would be of benefit and maintain the nursing staff’s level of 
experience to practice in this area.  
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4. Future Critical Care Provision at MCH   
In considering the future provision of critical care services at MCH, the Review Team 
has established that the key determinants for any safe, sustainable and effective 
model of critical care services are:  

• The severity of illness and number of patients admitted to a unit 
• the level of and availability of critical care expertise (medical and nursing),  
• the level and availability of general medical and nursing expertise within 

the hospital  
• the implementation of effective risk management processes 
• the implementation of effective clinical governance and  
• the physical capacity of the Unit. 

 
In general, the range of patients who require critical care support range from those 
who require physiological monitoring, close observation and frequent medical 
review to those with life‐threatening, or potentially life‐threatening, and reversible 
multiple organ failure. The former group of patients have a high nursing care 
dependency and require a nurse to patient ratio of at least 1:2. The latter patients 
require continuous monitoring, point of care diagnostics and complex supportive 
therapy. The standard registered nurse to patient ratio for these patients is 1:1. 
 
Under the proposed hospital service models, it is envisaged that MCH may need to 
support patients anywhere in this range. The length of time the higher acuity 
patients would remain in the Unit would be significantly shorter. It is anticipated that 
these higher acuity patients would either be stabilised to a lower acuity state within 
a matter of several hours or be transferred to an ICU in another hospital. For these 
reasons, the ongoing provision of some form of critical care service is essential for 
the MCH. 
 
The actual level of critical care service provision that can be provided in a safe, 
sustainable and effective manner at MCH is therefore determined by the availability 
of the required expertise and the management of the associated risk. Risk 
management approaches are essential in any model of care provision and it is crucial 
not only to concentrate on the question of resource availability (personnel and 
physical) but also to ensure that appropriate risk management strategies are in 
place. 
 
With this in mind, the Review Team has developed a number of options for critical 
care provision that are explored below. These options should be seen as points along 
a continuum of resource availability and effective risk management that will require 
ongoing management and review as local circumstances change. They are focussed 
around the relative availability of resources to the MCH:  

• low level resource availability,  
• mid level resource availability and  
• high level resource availability.  
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4.1 Models of care provision 
In developing these models the Review Team has made the following fundamental 
assumptions:  

• the current level of Ambulance Category Alpha and Bravo trauma bypass of 
MCH should continue  

• the current presentation of acute coronary syndromes to MCH for 
assessment, stabilisation and rapid transfer for definitive treatment, where 
indicated, should continue 

• the majority of the critical care remaining at MCH will be monitoring low 
acuity medical patients from the Emergency Department 

• the level of surgery will be low to medium acuity and will generally require 
day surgical or ward admission for patients not expected to need HDU or ICU 
support  

• there will continue to be a consultant level medical, surgical and anaesthetic 
roster 

 

4.1.1 Model A: Low level resource availability 

 

Critical Care 
medical 

expertise 
availability 

Critical Care 
nursing 

expertise 
availability 

General 
hospital 
medical 

expertise 
availability 

General 
hospital 
nursing 

expertise 
availability 

Physical 

Emergency 
department 

only, 
anaesthetic 

staff for 
ventilation skill 

only 

ED nursing 
only 

General 
physician and 
surgeon VMO, 

locum 

RN and EN, 
recovery not 
for ventilated 

patients 

< 20m2 /bed, 
no isolation 

capacity 

 
With this availability of resources, it is acceptable to operate the area as an 
extension of the Emergency Department, operating as an Emergency Medical Unit 
for specific purposes. These purposes would include the  resuscitation and 
stabilisation of any patient awaiting retrieval from the hospital, short term ongoing 
management of patients requiring telemetry after initial ED management, extended 
ED monitoring and management of patients expected to be discharged home within 
12 hours and inpatients requiring intensive nurse monitoring not available on the 
general hospital ward. 
 
The combination of Emergency Department and this area would be managed as a 
single Emergency Department from both a medical and nursing perspective with the 
Director of the Emergency Department also being the director of the Emergency 
Medical Unit. 
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Risk Management Implications 
For this model to work safely and effectively there are a number of risks that would 
require close management by the Director of the Emergency Department and 
hospital administration. 
 

1. The type and/or severity of patient admitted to the emergency medical unit 
will have care requirements unable to be met.  
To minimise this risk the following admission criteria must be implemented, 
monitored and enforced:  
• Emergency patients requiring stabilisation and resuscitation for 

retrieval/transfer  
• Deteriorating inpatients for stabilisation and transfer 
• Short term ventilated patients not exceeding 6 hours for monitoring and 

management (e.g. overdoses) prior to movement to an inpatient ward or 
transfer 

• Cardiac telemetry 
• ED patients requiring intensive nursing monitoring for up to 12 hours 
• Inpatient high nursing need (1:2) e.g. medication, dressings etc. (based on 

the level of therapeutic need NOT on nursing need because of behaviour 
e.g. aggression, delirium or dementia).   

 
2. Potential conflict in bed use between Emergency Department and 

inpatients.  
To minimise this risk the following service model would be necessary:  
• The Emergency Department Director oversees clinical priorities 
• All patients in the Unit requiring mechanical ventilation are managed by 

an anaesthetist 
• A hospital service model of low risk obstetrics, day surgery and subacute 

medical care e.g. geriatrics, rehabilitation and palliative care 
• Essentially a day surgery and sub‐acute hospital with grafted on local 

emergency facilities. 
 
Medical Workforce Implications 
With the Emergency Department being responsible for the provision of all critical 
care services for the MCH, there is a greater requirement for a substantial level of 
critical care skills in both the medical and nursing workforce. While emergency 
department training and experience provides essential skills in triage, rapid 
assessment, resuscitation, stabilisation and short term management of acutely ill 
(and not so ill) patients, it does not necessarily provide a grounding in the details of 
advanced organ support and mechanical respiratory support and definitive 
treatment.  
 
There is considerable overlap between the disciplines of Emergency Medicine and 
Intensive Care and there are a number of emergency physicians who practice 
intensive care full‐time. One well‐recognised example is in Tamworth, NSW, a 
hospital of 270 beds and an 11 bed critical care unit. Here, emergency physicians 
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provide an emergency, intensive care and retrieval service. A similar situation exists 
at Port Macquarie Base Hospital, 161 beds and a 10 bed unit, also in NSW and both 
were considered in a paper advocating the wider adoption of a model of “integrated 
critical care”7.  There is some integration of services in the 64 bed Bega District 
Hospital. The Director of Critical Care is a VMO GP Anaesthetist who has some 
responsibility to the Emergency Department and is the 0.5FTE Director of the ICU 
where he fulfils a valuable role in determining clinical priorities and gate‐keeping. 
 
This model will require not only an appropriately qualified and experienced 
Emergency Department Director but also a roster of appropriately skilled Emergency 
Department medical staff to maintain the required level of care. It will require a 
combination of skills in the Emergency Department medical workforce that is in high 
demand around the country and, as such, is unlikely to be available for MCH.  
Currently the bulk of Emergency Department medical cover at MCH is by locums and 
overseas trained doctors and this model will increase the demands upon that 
service. 
 
Nursing Workforce Implications 
The implications for the nursing workforce would be equally significant. There would 
need to be a skills transfer to some extent from the Intensive Care nurses to the 
Emergency nurses and vice‐versa as part of the establishment of a “critical care 
precinct”. With any increase in the role of the unit, competency based training will 
have to be enhanced to ensure staff familiarity with the required skills.  
 
Competencies will need to be developed for ventilation, ventilation management, 
inotrope management and refreshers on disease based illnesses. There would be 
potential for the nursing workforce to be rotated between both ED and EMU. At a 
larger scale, rotations could be offered as networked clinical rotations to Burnie 
Hospital to facilitate consistency of practice throughout the region and assist in 
formalising the network structure.  
 
The majority of intensive care and emergency trained nursing staff however, see 
their area of expertise and interest as lying within their own speciality and it is likely 
that only a few would be interested in changing to a broader “critical care” role 
which involved the care of inpatients.  
 
Advantages: 

• This model would provide continuity of care as much of the workload comes 
from the Emergency Department. 

• The existing Unit is co‐located with the Emergency Department. 
 

 
Disadvantages 

• The model does not provide sufficient support for the established local acute 
medical and surgical demand. 

• All acute medical and surgical patients requiring critical care would have to 
be transferred to Burnie or Launceston hospital which is neither acceptable 
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to the local population nor within the capacity of these hospitals to absorb. 
Both Burnie and Launceston hospitals currently experience significant exit 
block issues from their Emergency Departments and ICU’s which would be 
exacerbated by this model. 

• The likelihood is that some of the existing medical staff and ICU qualified 
nursing staff may leave the MCH. 

• There would be extra work for an Emergency Department which is already 
understaffed and depends heavily on locums. The availability of appropriately 
qualified and experienced medical staff has proven to be extremely limited 
and this is unlikely to change. 

• There is a significant possibility that Emergency Department medical staff 
would be unlikely to want (or have capacity to handle) anaesthetic and 
medical responsibility for inpatients. 

• There would be increased pressure on regional ambulance services. 
 

Feasibility of model A: 
The Review Team believes that while this model has some merit and already exists in 
practice elsewhere, it requires a sustained and reliable Emergency Department 
roster of high medical expertise to be safe. Considerable difficulties exist in the 
provision of Emergency Department medical cover at present and it is very unlikely 
that this will change in the foreseeable future. In addition, this model would place an 
unsustainable additional demand on Burnie and Launceston Hospitals due to 
excessive patient transfer. For these reasons, the Team does not believe that this 
model would be safe or feasible for the MCH.  
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4.1.2 Model B: Mid level resource availability 
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With this availability of resources, it is acceptable to operate a separate critical area 
as a High Dependency Unit with specialist nursing staff supporting the medical 
management of patients by the admitting medical officer (AMO) who will have 
general or specialist clinical expertise for the underlying clinical diagnosis of the 
patient. Emergency patients could be admitted to the Unit under the care of the 
Emergency Physician or CMO for a limited period only e.g. 12 hours but only if the 
Emergency Department were consistently staffed with medical officers with a 
sufficient level of experience and clinical skills. This is currently not the case at MCH. 
 
Management of this model will be as a stand alone Unit with a senior medical 
practitioner as the designated Director. The Director has no active clinical role in the 
routine management of patients unless already admitted to the hospital under 
her/his care however the Director needs to remain aware of the overall progress of 
patients within the Unit as she/he may be involved in facilitating resolution of clinical 
disagreements between clinicians and will have responsibility for patient flow and 
bed availability within the Unit.  
 
For any patient requiring advanced respiratory supportiii, medical expertise in 
intubation and short term ventilation management must be provided by an 
anaesthetist. It is anticipated that the after‐hours anaesthetic roster will cover this 
requirement however any medical care after hours must be met by the admitting 
medical officer. There must be a governance requirement that the responsible 
consultant (or a specialist rostered to the hospital to cover that consultant) will 
attend if required after hours. 
 

                                                      
iii Advanced Respiratory Support: Mechanical ventilatory support excluding mask continuous positive 
airways pressure (CPAP) or non‐invasive (e.g. mask) ventilation; Possibility of a sudden, precipitous 
deterioration in respiratory function requiring immediate tracheal intubation and mechanical 
ventilation. (Standards for ICUs, UK Intensive Care Society 1997) 
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Any intubated post‐operative patients may be admitted to the Unit under the direct 
care of the anaesthetist and transferred to the ward on extubation. All such patients 
must be extubated within 6 hours or transferred to an ICU in another hospital. 
 
Risk Management 
For this model to be safe and effective the following risks will require management 
by the Director and hospital administration: 
 

1. The type and/or severity of patient admitted to the Unit will be 
inappropriate for this level of care.  
To minimise this risk, a full roster of appropriately experienced medical and 
anaesthetic support for the Unit must be maintained and the following 
admission criteria must be implemented, monitored and enforced:  
• Acutely deteriorating patients for resuscitation, stabilisation and transfer. 
• Chest pain/AMI for monitoring during the clinical decision‐making phase. 
• Patients for definitive care: Emphasis on conservative care 

o Cardiology patients: 
 Uncomplicated AMI’s who do not require urgent 

intervention 
 Arrhythmias without haemodynamic compromise or 

recent syncope 
 Pulmonary oedema for CPAP 
 Congestive cardiac failure for conservative management 
 Elective cardioversion 

o Strokes for conservative management 
o Respiratory patients: 

 Patients requiring short term ventilatory support – max 6 
hours  

 COPD with hypercapnic respiratory failure who have 
previously been assessed as not suitable for intubation and 
in whom a trial of BiPAP is thought to be appropriate. 

 Mild to moderate asthma 
o Other medical conditions 

 Drug overdose  
 Suspected envenomation 
 Anaphylaxis 

• High dependency nursing care 
o Insulin infusions 
o Epidural catheters in situ 
o IV drug therapy regimes requiring monitoring 
o Post op patients for up to 24 hours (depends on acuity of surgery) 

 
 

2. Deteriorating patients or patients with inappropriately high medical care 
needs will be kept in the Unit.  
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To minimise this risk the following mandatory transfer criteria must be 
implemented, monitored and enforced: 
• All major trauma 
• All ventilated patients longer than 6 hours 
• Haemodynamic instability, especially those on inotropes 
• Acute high risk coronary syndromes 
• Arrhythmias associated with an acute coronary syndrome/AMI or 

syncope particularly heart block, VT, rapid atrial fibrillation/atrial 
tachycardia 

• Acute respiratory failure patients that may require intubation and 
ventilation e.g. pneumonias that have been previously assessed as 
potentially appropriate for intubation 

• Active gastrointestinal bleeding (with/without haemodynamic 
compromise) 

• Endocrine emergencies e.g. severe diabetic ketoacidosis 
• Multiple organ failure 

 
3. The demand for beds will be unable to be met with existing capacity.  

To minimise this risk the following hospital operational requirements will 
need to be implemented:  
• All patients who might require immediate skilled intervention not 

available at MCH at any time should be transferred. 
• Recovery must be upgraded to handle all post‐operative problems up to 

point of transfer with no patient to remain overnight in recovery.  
• A hospital service model of low risk obstetrics, day surgery on low risk 

patients, no complex general surgery and general acute medicine with or 
without subacute medical care e.g. geriatrics, rehabilitation and palliative 
care.  

• Essentially a full local hospital with focus on general acute medicine, non‐
complex emergency surgery, day surgery and sub‐acute care. No sub‐
speciality medical or surgical care apart from day‐only surgery patients 
and short stay ward admission for patients not expected to need post 
operative HDU or ICU support.  

 
Medical Workforce Implications 
In some hospitals of comparable size and circumstances, this model of appointing a 
local specialist – anaesthetist, physician or emergency physician ‐ to provide 
management support for the HDU/ICU has been put into practice. Goulburn Base 
Hospital in NSW is a 102 bed regional hospital with a 6 bed ICU/HDU/CCU and the 
Director of many years was the only specialist anaesthetist. He is now standing down 
and the hospital is seeking to recruit either an anaesthetist or emergency physician 
for the Director’s role. The unit is physically located in close proximity to the 
Emergency Department and staff, both medical and nursing, are shared. Patients are 
cared for by their admitting medical officer and after hours by the appropriate 
clinician, physician or anaesthetist, on call. The nursing staff bear considerable 
responsibility.  
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Alternatively at Griffith Base Hospital, another NSW regional hospital with 114 beds 
and a 6 bed ICU/HDU/CCU, the senior clinician support for the ICU is provided by the 
local VMO physicians and locums as necessary. In this hospital the only medical staff 
available after hours are junior medical staff in the Emergency Department. 
 
The key to this model is the availability of a senior medical officer with the required 
clinical skill and respect of her/his colleagues who is prepared to provide the clinical 
leadership and governance as Director.  The position at MCH could appropriately be 
held by a senior physician or specialist anaesthetist and with the recent opening of 
the HDU, the Chairman of the Division of medicine is now filling that role. The 
Director position may require at least 0.4 to 0.5 FTE protected time for at least the 
first 12 months until the model and its governance requirements are fully 
established. 
 
The option of an emergency medicine physician taking on this role is unlikely given 
the difficulty in attracting such an individual as discussed in the previous section. It is 
essential to note that in most rural hospitals these services rely heavily on the 
goodwill of individuals. 
 
Nursing Workforce Implications 
As indicated in Section 2.2.2, the hospital has a highly experienced, well qualified 
and highly loyal group of intensive care nurses. The challenge for any future model 
will be retain these nurses and provide them with sufficient clinical exposure, 
training and support to maintain and improve their clinical expertise.  
 
There are no agency nursing staff available in the area and so the Unit relies on an 
on‐call roster for existing staff and part timers to increase hours to accommodate for 
increased activity. The Director of Nursing has indicated an intention to increase the 
Unit nursing establishment to 17.77FTE however the availability of nurses with 
intensive care or high dependency post‐graduate qualifications is limited in Tasmania 
and the Unit is already carrying vacancies.  
 
The current Unit and Emergency Department rosters are potentially problematic at 
night if the areas are responding to medical emergencies within the hospital. Part of 
the planned additional nursing resources could be a critical care float position 
between the Emergency Department, the wards and the Unit. This position would 
act as a clinical support resource for emergency resuscitation and medical 
emergency calls to manage and stabilise critically ill inpatients.  The implementation 
of an additional night duty resource nurse would also assist in over coming perceived 
de‐skilling issues within the medical and surgical wards reported to the Team.  
 
 
Governance Implications 
The establishment of the Unit should be accompanied by the specification of both 
routine management data and the development of performance indicators for 
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patient flow and quality of care. These would then be monitored as part of the 
general clinical governance. 
 
The development of standardised care and retrieval protocols should also 
accompany the establishment of the Unit. 
 
 
Advantages 

• This model will provide adequate critical care support for acute medical and 
surgical needs as well as supporting a major expansion in day surgery 
including urology. 

• It will maintain and improve nursing expertise and morale as well as being 
able to be linked into both regional and state level critical care networks.  

• There is already existing general support for this concept from the medical 
staff of MCH and other major hospitals in the region as well as the support of 
MCH nursing staff, the Tasmanian Ambulance Service, the Tasmanian 
Medical Retrieval Service and the local community. 

 
Disadvantages 

• As the Emergency Department roster cannot currently provide an 
appropriate level of medical expertise, all entry to the HDU will require 
admission under the care of the rostered hospital specialist, potentially 
increasing their out‐of‐hours work.   

 

Feasibility of model B: 
This model is one that is already well established elsewhere and conceptually is well 
supported by all the stakeholders. Apart from some additional nursing requirements, 
the required medical and nursing resources are already in place and the recent 
appointment of a Medical Director has allowed for the opening of an HDU which is 
working in much the same way as described above.  
 
The new establishment of clear policies and performance measures has set the 
framework for ensuring the quality and safety of the Unit. The support for this model 
shown by the existing medical staff and the impending commencement of a Director 
of Anaesthetics also makes the model sustainable in the foreseeable future.  
 
For these reasons, the Review Team believes that this model would provide a safe, 
sustainable and feasible critical care service for MCH in the current and foreseeable 
future.  
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4.1.3 Model C: High level resource availability 
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With this availability of resources, it would be acceptable to operate a separate 
critical area with specialist intensive care nursing staff supporting the conjoint 
medical management of patients by the Medical Director of the Unit (or the 
specialist taking responsibility for the Unit at the time of admission) and the 
admitting medical officer (AMO). This is often referred to as a semi‐closed shared 
care model of patient management and is common practice in similar Units in other 
jurisdictions. 
 
Management of this model would be as a stand alone Unit with a Medical Director 
experienced in intensive care medicine supported by a dedicated Intensive Care 
Nurse Unit Manager.  
 
The unit must be capable of providing immediate resuscitation and short term 
cardio‐respiratory support for critically ill patients as well as mechanical ventilation 
and simple invasive cardiovascular for several hours.  
 
Risk Management 
For this model to be safe and effective the following risks will require management 
by the Director and hospital administration: 
 

1. The type and/or severity of patient admitted to the Unit will be 
inappropriate for this level of care.  
To minimise this risk, the admission criteria should be those of than HDU 
with the addition of the following: 
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• Any patient requiring or likely to require respiratory support alone 
• Post operative patients requiring special observations and care 
• Patients requiring support of two or more organ systems 
• Patients with chronic impairment of one or more organ systems sufficient 

to restrict daily activity who require support for an acute reversible failure 
of another organ system. 
 

2. The medical or surgical requirements of the patients will not be able to be 
met within the hospital  
To minimise this risk, a full hospital roster of appropriately qualified and 
experienced medical, surgical and anaesthetic support must be maintained.  
 

3. Deteriorating patients or patients with inappropriately high medical care 
needs will be kept in the Unit. 
To minimise this risk, all patients with multi‐organ system failure must be 
transferred to a Level 2 or 3 ICU after 24 hours.  
• An ongoing referral relationship must be formed with either Burnie 

Hospital, Launceston Hospital or Royal Hobart Hospital ICU which includes 
mutual transfer and back transfer policies and an established joint review 
process3.  

• Any decision to maintain a ventilated patient with single organ failure in 
the Unit for longer than 24 hours must only be made in discussion with 
that referral ICU.   

• All patients who might require immediate skilled medical or surgical 
intervention not available at MCH at any time must be transferred. 

 
Medical Workforce Implications 
Effective recruitment and retention of the medical workforce is the most 
fundamental issue facing the MCH in staffing the HDU/ICU and the hospital more 
generally. As has been clearly highlighted in Richardson and other reports into this 
area, this is not a problem that the MCH faces alone but it has its own additional 
difficulties. 
 
It has been well recognised for a number of years that there are not enough 
specialist critical care nurses and doctors in regional and rural areas. In 2007 Peake 
and Judd8 quoted figures from ANZICS Research Centre for Critical Care Resources 
(ARCCR) which noted a 32% shortfall in rural intensivist staffing in 2002/3. Similarly 
the ARCCCR report for 2005/2006 details 40.90 FTE overall intensive care specialist 
vacancies in Australia and New Zealand9. 
 
The difficulty with staffing rural ICUs has led to a number of alternative approaches. 
Some ICUs have used visiting intensivists (from within Australia and overseas) to 
supplement the resident specialists. While this may seem to be an attractive option, 
a number of difficulties have become evident including a lack of long term 
commitment with frequent changes of personnel and a lack of engagement with and 
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ownership of the local service. The costs for small ICUs are significant and have been 
found to be unsustainable in the longer term. 
 
The likelihood of attracting a suitably trained and experienced Director experienced 
in Intensive Care Medicine is remote. 
 
Nursing Workforce Implications 
Intensive care nursing levels would need to be upgraded to ensure that the majority 
of senior nurses on the Unit have appropriate post‐graduate intensive care 
qualifications 
 
Advantages: 

• There is enhanced medical management with a semi‐closed, shared care 
model of medical management. 

Disadvantages: 
• As noted in Section 3.1.1. the number of admitted patients to the Unit 

has decreased, and the ongoing demand is likely to remain low due to the 
cessation of vascular surgery and trauma management. 

• the number of patients requiring longer ventilation is also very low.  
• the data supplied to the ANZICS APD reveals that there are relatively few 

patients with life threatening illness presenting to MCH (approximately 70 
patients per year) who potentially require critical care.  This low number 
is problematic for the maintenance of specialised staff clinical skills and 
the efficient use of available critical care resources.  

• the likelihood of securing sufficient numbers of medical staff with 
appropriate levels of experience is very slight and, even if successful, such 
small numbers of critically ill patients would not be sufficient to maintain 
the intensive care clinical skills of any medical staff recruited.  

• Finally, this model will perpetuate the long‐standing and intractable 
recruitment and critical mass issues of North West Tasmania. Any 
recruitment of medical staff with significant experience in intensive care 
medicine should be undertaken for the already established Level 1 ICU at 
Burnie to provide additional support for an HDU at MCH. 

 

Feasibility of model C: 
This model is effectively a JFICM level 1 ICU which is commonly found around the 
country in regional centres. It is dependent upon a ready supply of medical officers 
with extensive experience in intensive care medicine who can be rostered to ensure 
a 24 hour, 7 day per week availability of critical care expertise. 
 
The ongoing national shortage of such medical staff, coupled with the recognised 
difficulties of recruiting to the North West of Tasmania, makes this impossible to be 
implemented at present. It is not realistic to imagine these circumstances changing 
in the foreseeable future and therefore the Review team feels that this model is 
neither feasible nor sustainable for the MCH. In these circumstances it would be 
unsafe to pursue this model further.  
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4.2 Overall assessment 
Various models of critical care delivery could be possible for the MCH . Each is 
dependant upon a number of factors including the availability of particular medical 
and nursing expertise and the establishment of risk management processes. The 
feasibility of each of these models, however, is quite different. 
 
It is extremely unlikely that a small unit at MCH can successfully recruit in what is a 
very competitive, under‐supplied workforce market. It is imperative that the MCH 
positions itself to maximise the chances of a service that is safe, sustainable for the 
long term, and feasible in the circumstances of a continuing reduction in skilled 
workforce. To this end, the Review team believes that the most suitable model for 
the MCH, for the present and foreseeable future, is Model B, that of a High 
Dependency Unit. 
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5. Key Implementation Considerations  
 
There are a number of issues that need consideration in the development of a 
critical care service at MCH. These include the role of critical care networking, the 
importance of clinical governance and the impact of this new service upon the 
Emergency Department. 

5.1 Networking 
Whichever model of critical care provision can ultimately be safely delivered at MCH, 
the Review Team is of the opinion that clinical networking of the Unit with regional 
critical care services is an essential component of implementation. This view is 
uniformly supported by the other intensivists in the area, the Ambulance service and 
the Retrieval Service who agreed that a single practitioner provider model of critical 
care provision should not be reinstated. 
 
The strategy of networking and regionalisation in Tasmania should be viewed in the 
context of a widespread and well‐recognised trend throughout Australia and reflects 
an interaction between the many changes taking place in the modern‐day health 
system, such as an emerging sophistication of investigative and treatment 
technologies, rising standards for safety and quality and the well documented, 
worsening shortages of medical and nursing workforce nationally and 
internationally.  
 
As a result of these changes it is becoming more and more difficult to sustain 
historical hospital models and levels of service. Furthermore, endeavours by 
individual health services, like the MCH, to confront these problems in some degree 
of isolation from other providers are unlikely to be successful in the long term. 
 
A key goal to work toward is to ensure North West Tasmania has a robust and 
sustainable hospital critical care service which is able to withstand pressures over 
time, keep pace with economic and social evolution and meet contemporary health 
needs. A fundamental aspect of any vision for the future must be that of a well 
networked and strengthened system based on the concepts of service integration 
and strategic partnerships.  
 
The difficulties of attracting and retaining medical staff are particularly evident in 
Tasmania and have been well documented previously. In 2004, the Richardson 
Report commented: 
 

“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. 
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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.”2  

 
There is nothing to suggest that this situation has changed for the better over the 
last four years. 
 
It is simply a fact that North West Tasmania, like other rural and remote areas, has a 
low population base. As such, networking of clinical services is particularly important 
for the survival of individual hospitals and of critical care services to the community. 
Networking between facilities across a geographical area is essential to create 
sufficient work volume and therefore attract a wider range of specialist staff needed 
to sustain a safe and high quality clinical service.   
 
To this end the Review Team recommends the development of a formal regional 
critical care network as part of the implementation of any critical care service at 
MCH.  
 
The specific networking model will be dependent upon the eventual governance and 
management structures for the hospital and its relationship with the various 
governmental bodies. Models include a hub‐and‐spoke variety which involves 
professional staff from a larger hospital (the hub) outreaching to smaller hospitals 
(the spokes) or the development of integrated clinical services, where the primary 
professional attachment is to the regional clinical network and is not confined to any 
one institution or facility but operates across the boundaries of hospitals could be 
considered. 
 
Consideration could be given to a collaborative funding model between the MCH 
and Burnie Hospital for the establishment of additional senior medical and nursing 
critical care positions at Burnie as part of an agreed North West Critical Care 
Network. The positions’ primary professional attachment would be to the network 
and they would provide services to both the Burnie ICU and MCH HDU. These 
positions would assist existing staff in uncoupling from their hospital bases and 
encouraging them to focus the delivery and management of services within the 
network. Given the current fractured environment these positions will be important 
change agents in developing a functional Network.  
 
A formalised regional critical care network for the North West would make possible 
the following: 

• Enable cross appointments of clinical staff 
• Reduce isolation and provide professional peer support to local clinicians 
• Assist in recruitment and retention of staff 
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• Enable network wide credentialing 
• Enable network‐wide standardisation of equipment 
• Enable a critical mass of patients and a greater ability to provide quality 

services 
• Enable the broad application of best practice care (e.g. treatment protocols, 

evidence based guidelines) across the hospitals and improve the 
effectiveness of interventions 

• Ensure structured accountability for the quality of care 
• Allow for staff interchange between the two facilities thereby improving 

service standards and staff morale 
• Reduce existing barriers to the integration and coordination of clinical 

services and  
• Ensure more efficient organisation of teaching and research. 

 
There are, however, difficulties to be overcome. While networking is not a recent 
phenomenon and has been applied with great success in many parts of Australia, it is 
dependent on high degree of trust and cooperation between clinicians from the 
various hospital sites. It is evident that the long history of competition and mistrust 
between Burnie and Latrobe has affected the level of trust between the various 
clinicians. The complex recent events have also reduced the preparedness of 
individual clinicians to champion the development of a regional network. 
 
The Review Team’s assessment is that the successful development of a regional 
critical care network across North and North West Tasmania is possible but will 
require focussed attention and effort from the staff of the units and the senior 
managers of the hospitals with the support of external expertise in conflict 
resolution and the development of rural critical care networks.  

5.2 Clinical Governance 
The development of any critical care model must be underpinned by an effective 
clinical governance framework which ensures the safety and quality of care provided 
within the Unit through the ongoing peer review of care practices, the effective 
management of clinical incidents and the collection, analysis and reporting of 
performance indicators. The concept of clinical governance integrates clinical 
decision‐making in a management and organisational framework10 and requires 
clinicians and administrators to take joint responsibility for the quality of clinical care 
delivered by the organisation.  
 
The Chief Executive and Executive Directors have responsibility for the standards of 
care delivered by the service and for providing the structures and environment in 
which the delivery of high quality care can be facilitated. Clinicians have a 
responsibility for the quality and shape of not only their individual clinical 
performance but also for contributing to the strategic goals of the hospital.  
 
Clinical governance is specifically aimed at the standards required and performance 
expected in the delivery of clinical care.  This implies that there is both a corporate 
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and personal responsibility for assessing, achieving and maintaining a high level of 
competence to ensure the safe and effective delivery of health care. This also 
ensures that the safety and quality of clinical care will be monitored and evaluated 
equally with the financial performance of the hospital. 
 
Structures and processes essential for the implementation of effective clinical 
governance include  

• Accreditation and credentialing,  
• Peer review and continuous quality improvement  
• Incident reporting and management 
• Quality and safety data collection and reporting 
• Quality and safety policies and 
• Effective engagement of medical staff through a formal medical staff council 

or similar body. 
 
Given the fractured leadership of the Unit and circumstances of the last two years, it 
is not surprising to see that the clinical governance of the Unit has been significantly 
diminished during that time. The recent development of a clear admission and 
patient management policy and the appointment of a Medical Director for the new 
HDU are welcome steps in the re‐establishment of effective clinical governance. The 
Review Team wishes to emphasise that an ongoing commitment to quality 
improvement and performance monitoring must maintained as the Unit develops 
further. 

5.3 Implications for the Emergency Department 
While the functioning of the Emergency Department is not part of this Review, the 
integral role of those medical and nursing staff in the management of critically ill 
patients presenting to the hospital warrants some consideration of the impact of the 
critical care model on the Emergency Department. 
 
As has been noted earlier in this Report, there are considerable difficulties in 
securing experienced medical officers to staff the MCH Emergency Department in a 
consistent manner. The necessity for the continued use of locums and overseas 
trained doctors means the medical staff are likely to continue to turn over at a rapid 
rate. In circumstances like these, it often falls to the nursing staff to maintain a 
consistent approach to patient care and to ensure that hospital practices are 
followed.  
 
There are a number of implications for Emergency Department nursing staff in the 
development of a high dependency unit at MCH. These implications essentially fall 
into three groups: 

• Increased demand for the nursing staff to initiate and maintain treatment for 
acutely ill patients 

• The necessity to be able to maintain treatment over a period of time in the 
case of exit block or delays in transfer 

• The need to develop consistent practice between the ED and the HDU. 
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5.3.1 Initiation of treatment 
As part of the initial assessment and treatment decisions for critically ill patients 
being made in the Emergency Department, the nursing staff are often responsible 
for the commencement of resuscitation and stabilisation procedures including 
ventilation assistance, cardiovascular support, commencement of infusions and 
detailed monitoring of physiological status prior to transfer of the patient to the high 
dependency unit or transfer to another hospital. The availability of a high 
dependency unit within the hospital means that this demand is likely to rise, not only 
because larger numbers of acutely ill patients will present to the Emergency 
Department but also because more complex treatment options will be able to be 
undertaken at MCH.  
 
An example is this demand is the use of non‐invasive ventilation for the 
management of conditions such as infective exacerbation of chronic airways disease 
or acute pulmonary oedema. Initiation of this therapy may well need to be 
undertaken within the Emergency Department prior to the patient being admitted to 
the critical care unit and indeed in some cases the patient may need to be weaned 
from this treatment while still within the Emergency Department. The co‐location of 
the High Dependency Unit and the Emergency Department creates the opportunity 
for critical care nursing expertise to be available to the Emergency Department 
however the increased acuity of patients within the HDU may make it impossible for 
those nurses to leave it.  
 
Many of the registered nurses in the Emergency Department have great depth of 
experience and have been working in the Department for a number of years. As is 
the case in all Emergency Departments, however, there will be varying levels of 
expertise and experience available on any given occasion and this can be more 
problematic in smaller units.  
 
Consideration should be given to providing a consistent level of training for the 
nursing staff to maximise the availability of critical care skills.  
 
5.3.2 Ongoing critical care management 
The effective management of critically ill patients relies on ready access to a critical 
care bed either within the hospital or the rapid transfer of the patient to a critical 
care bed elsewhere.  
 
Experience in other hospitals demonstrates that one of the difficulties for a small but 
active critical care unit, such as being proposed here, is the potential for exit block. It 
is less likely that small units are able to hold vacant beds in case of an emergency 
and therefore access for Emergency Department patients may be dependant upon 
the movement of an existing patient. As the capacity of the wards at MCH to provide 
high acuity nursing is limited, this transfer may be difficult with subsequent delays. 
 
The alternative of transfer to another hospital, generally at Burnie or Launceston, 
also has inherent delays. The transfer of critically ill patients often requires 
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coordination by the State Retrieval Service and is dependent upon vehicle and 
medical staff availability.  
 
With the combination of increased demand and a more active critical care unit, it is 
essential that the capacity of the Emergency Department nursing staff to maintain 
critically ill patients for potentially extended periods of time be sustained. 
 
5.3.3 Consistency of care practices 
With the development of a more active critical care unit, it is increasingly important 
that the processes of care within the Emergency Department and the Unit be 
consistent and interchangeable. At a minimum, there should be shared protocols 
such as those for the delivery of inotrope infusions and heparin infusions and the 
setup of resuscitation beds and equipment should be identical throughout the 
hospital. Other nursing practices should be standardised to allow for the possibility 
of urgent short term staff cross cover and the development of a formalised cardiac 
arrest/medical emergency response within the hospital. 
 
The use of standard guidelines for emergency management of patients anywhere 
within the hospital is recommended. In NSW, the Rural Critical Care Taskforce has 
recently released its second NSW Rural Emergency Clinical Guidelines for Adults11, 
developed to address the number of unique challenges faced by rural and remote 
facilities within the state to deliver good patient care outcomes. Of most relevance, 
these guidelines have supported the sustainability of emergency expertise. The 
intention of the guidelines is to ensure early management of immediate or imminent 
life threatening conditions, and to relieve pain and suffering in patients at sites 
where medical practitioners are not immediately available. The guidelines allow for 
graduated clinical responses and have covered the legal requirements for nurses 
who initiate treatment and administer medications based on standing orders. 
 
Equally important is the need to ensure that education and training programs 
include core areas for skill development and training such as: 
 

Training Topics Resources 

Triage training12 
An endorsed set of minimum standards 
for triage nurse and triage practice13. 

Paediatric Training Paediatric clinical care guidelines14. 

Early management of immediate and 
imminently life threatening conditions 

NSW Rural Emergency Care Guidelines 
for Adults11 

Advanced Life Support 
Advanced Life Support, 5th Ed, Australian 
Edition, 200615. 

Burns Burns Management Guidelines16 

Medical Retrieval Guidelines Medical Retrieval Services NSW Health 
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Trauma Training Trauma Team Training Course17 

Non invasive and invasive ventilated 
support 

Invasive ventilation in the Emergency 
Department18 

 
Although it is acknowledged that MCH is on trauma bypass, there is still a need for 
staff to be trained in trauma management, particularly given the rural location of the 
MCH. 

5.3 The role of Telehealth 
Telehealth is particularly effective in supporting critical care services in remote areas. 
Communication systems, involving interactive video and image transfer in facilitating 
critical care services, have evolved over the last decade. They range from the Virtual 
Critical Care Unit (ViCCU™)19 developed by the CSIRO and operating as a high 
capacity broadband audiovisual communication system between the Emergency 
Departments at Nepean and Blue Mountains Hospitals since 2004, to a NSW state‐
wide networking initiative Connecting Critical Care20. CSIRO has subsequently refined 
the telemedicine concept and produced ECHONET21, a mobile broadband 
telemedicine system designed to share intensive care and echocardiography 
expertise among a number of Tasmanian Hospitals. This technology is available 
between Burnie and Hobart for reviewing cardiac ECHOs. 
 
Consideration should be given to linking the MCH HDU and Emergency Department 
with Burnie, Launceston and Hobart ICUs in order to: 

• enhance nursing care and education within the HDU 
• facilitate the patient transfer process i.e. a consultative process and 
• assist senior medical officer communication about ongoing patient 

management.  
 

Telehealth should not be used as a substitute for regular medical review or 
inadequate staffing. All clinicians who work in this area would need to be specifically 
trained in the use of this technology have a clear understanding of its purpose. 
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Appendix 2: List of consultations 
Name Organisation 
Dr Mohammed Ahmedullah Physician, MCH  

 
Dr Mike Anderson Intensivist, Launceston General Hospital 

 
Dr Stephen Ayre CEO, Launceston General Hospital 

 
Mr Ian Braid Deputy Chair, MCH  Interim Advisory Committee 

 
Ms Anne Cabalzar DON, MCH  

 
Mr John Deverell Deputy Mayor, Kentish Council 

 
Mr Maxwell Dudgeon Acting Nurse Unit Manager, North West Regional 

Hospital 
Dr Scott Fletcher Orthopaedic Surgeon, North West Regional Hospital 

 
Dr Evelyn Funk Paediatrician, MCH  

 
Mr Michael Gaffney Mayor, Latrobe Council 

 
Mr  Maurice Hill Deputy Mayor, Devonport City Council 

 
Dr Ian Hoyle General Practitioner 

 
Ms Karen Linegar DON, North West Regional Hospital 

 
Dr John Menzies CEO, MCH  

 
Dr Scott Parkes Intensivist, Launceston General Hospital 

 
Dr James Roberts‐Thompson Surgeon, MCH  

 
Dr Alan Rouse Intensivist, North West Regional Hospital 

 
Ms Trudy Seeger Nurse Unit Manager, North West Regional Hospital 

 
Mr Sid Sidebottom Member for Braddon 

 
Associate Professor Marcus 
Skinner 
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Appendix 3: MCH High Dependency Unit ‐ Patient Admission and 
Management Policy March 2008
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Policy: 
Mersey Community Hospital’s High Dependency Unit (HDU) 
has been established to initially care/manage those patients 
requiring high level clinical care including short term ventilation 
not exceeding 6 hours and / or short term management of 
single organ failure. This policy will be reviewed after the first 
two months of operation. 
Standards: 
 
Admission and patient management standards based upon 
ANZICS guidelines and complements patient management 
standards of ACHS EQuIP 4.  
 

 
Initiator: 
CEO  
 
Executive 
Sponsors: 
DMS and DNS 
 
 
Applies to: 
All staff 
 
 
Implementation 
Date: 
11 March 2008 
 
 
Review Date: 
30 May 2008 
 
 
Approved by: 
Hospital Executive 
 
 
Authorised by: 
CEO 
 
Replaces: 
Interim EDU SSU 
admission 
procedure of Dec 
21, 2007 
 
Previous Issue 
Date: 
NA 
 
 

Rationale: 
 
The HDU at the Mersey Community Hospital has been 
established to care for patients who generally need high level 
monitoring and management of their condition including single 
organ failure that is expected to improve with a short stay in a 
HDU.  
 
HDU Operations: 
 
The HDU is a specially staffed and equipped 4 bed unit able to 
provide care to patients at an intermediate clinical level with 
expert medical and nursing care and monitoring facilities. 
Medical staff are generalist specialist clinicians and not 
intensivists. The Unit is located adjacent to the Emergency 
Department.  It has provision for twenty four hour access to 
pharmacy, pathology, operating theatres and medical imaging 
services.  Access to physiotherapy and other allied health 
services are available when required. 
 
Generally, patients will only be managed in the HDU for a 
period of up to 72 hours. If a patient’s condition is not 
substantially improving by 72 hours they will be transferred to a 
hospital with an ICU for ongoing care. Generally this will be the 
ICU at the NW Regional Hospital Burnie.  Patients requiring 
short term ventilation not exceeding six (6) hours may be 
admitted to the unit.  If timely extubation is not able to be 
achieved, the patient will be transferred. 
 
The High Dependency Unit will have a Medical Director. The 
Medical Director will be Chairman of Division of Medicine – 
currently this is Dr Ahmedullah. 
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1.  ADMISSION ENTRY POINTS 
 
1.1 From the Emergency Department under the relevant on duty/on call specialist 

clinician or an accredited senior accident and emergency physician.  

1.2 From a general ward under the care of their consultant clinician. 

1.3 Pre arranged booked elective admissions from theatre managed by the surgical 
team.  (The HDU will be notified in advance of these admissions) or directly from 
the operating theatre if the attending specialist believes that the patient requires 
close observation or is at predictable risk of clinical deterioration.   

1.4 Patients requiring elective cardio versions under the care of a consultant physician. 
(These admissions will depend on bed availability and are to be booked in advance 
with the HDU).  

NB The following category of patients are not suitable for admission- 
      Patients who may require more complex elective procedures, where it is     

expected that they will have major complications or are at high clinical risk of 
requiring mechanical ventilation exceeding six (6) hours and/or management 
of multiple organ failure. These patients should be referred to a hospital 
where intensive care facilities are available.  
 

2. CLINICIANS WITH ADMITTING RIGHTS 
 
Patients may only be admitted under qualified registered Medical Practitioners whose 
level of experience in the relevant specialty are available at all times.  The following 
Medical Specialists have admitting rights to the High Dependency Unit: 

Group 1.   Specialist Physicians, Surgeons, Paediatricians, Obstetricians and 
Anaesthetists 

Group 2. Accident and Emergency Physicians and accredited DEM CMO’s. Patients 
under these clinicians may only be admitted for a period of up to 12 hours.  

No patient can be admitted unless the relevant specialist or accredited doctor 
in one of the above groups has accepted care of the patient. Patients can not 
be admitted under the care of a Registrar or RMO. (Exemption:  General 
Admission, Emergency Situation, paragraph 4.3  page 3) 

 

3. STAFFING GUIDELINES (Compliant with the ANZICS recommendations for 
HDU) 
 
The nurse in charge of the HDU will have post registration qualifications in Intensive 
Care Nursing. Nursing staff who are responsible for direct patient care will be 
registered nurses with the majority having post registration qualifications in intensive 
care or high dependency nursing.  All nurses will hold annual Advanced Life Support 
accreditation. 
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Nursing staff to patient ratio of 1:2 is provided for HDU patients.   A nursing ratio of 1:1 
is available for CPAP / BIPAP and ventilation and critically ill patients prior to transfer. 
A minimum of two registered nurses are to be present in the unit at all times when a 
patient is present.  
 

4. GENERAL ADMISSIONS 
The Unit has been established with all care to be provided by the admitting 
specialists. Assistant care may be provided by Registrars approved by the 
principal specialist.  

 
4.1 Medical Care   

The HDU is available to provide care for approved categories of patient identified in 
the admission criteria. Patients are admitted to HDU under the On Call specialist 
physician, surgeon or obstetrician & gynaecologist. The Consultant will then 
assume full responsibility for the patient’s care. The principal consultant can seek 
referral advice/input from other specialist colleagues at any time.  
 

4.2 Specialist A&E Physicians and accredited Emergency Dept. CMO 
As a transitional arrangement, senior accredited Accident and Emergency 
Physicians may also admit patients requiring observation and monitoring to the 
HDU for a period of up to 12 hours.   Where a 12 hour period will expire during the 
midnight to dawn shift i.e. between 10pm and 6am, the assessment and / or 
transfer of the patient should be considered or planned by the A&E Physician or 
accredited CMO before 10pm if possible. Patients admitted under an accredited 
CMO can only be handed over to an oncoming accredited CMO or transferred to 
the relevant Consultant.   

Admission to HDU for these patients is dependent on bed availability.  At the end 
of 12 hours, such patients must either be managed by a specialist clinician or 
discharged. If a patient’s condition warrants ongoing care in the HDU they must be 
admitted under the on call specialist.  

Once an A&E physician or accredited CMO refers an admitted patient to a 
specialist physician, surgeon or obstetrician & gynaecologist, that specialist 
clinician will take over care of the patient. The exception to this will occur if the 
consultant advice is that the patient can be discharged. In these cases the 
discharge will be arranged by the A&E clinician. 

4.3 Emergency Situations 
In emergency situations when any minor delay could result in a deterioration of a 
patient’s condition, the patient can be transferred to the HDU for monitoring and 
stabilisation at the request of a Registrar.  The on duty/on call specialist must be 
informed immediately. 
 

4.4 Plan of Care  
Ideally, a patient's admission should be completed before they are admitted to the 
HDU. Where it is not possible to complete the admission process prior to a patient 
arriving in the HDU, the on duty consultant or registrar must commence the 
admission process within 15 minutes of admission so that a plan of care can be 
established. 
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4.5 Direct Admissions from Wards / Operating Room 

Patients admitted from another section of the hospital, must have a clear plan of 
management documented in their medical record prior to admission to the HDU.  
 

4.6 Readmission to HDU within a 24 hour period 
Any patient, who is discharged from the unit and requires readmission within 24 
hours, must be admitted under a specialist physician or surgeon and be seen by 
the consultant within 1 hour of admission. 

 
5.  SPECIFIC ELEMENTS OF PATIENT CARE 
 
5.1  Multiple organ failure or substantial problems 

The HDU has been established to manage patients generally with a single organ 
problem or failure, or general complications following a surgical procedure where 
the patient’s condition is expected to improve with a brief stay in a HDU. It is not 
appropriate to manage patients with multiple organ failure. Such patients must be 
transferred to a hospital with an ICU. 
 

5.2 Airway Management.  
For assistance with acute airway management or ventilation, the Consultant in 
charge of the patient must request support from the anaesthetist on-duty/on–call. It 
may also be necessary to request anaesthetic assistance with invasive 
cardiovascular monitoring and line insertion. Whilst patients are receiving short 
term ventilation, they are to be managed conjointly by the anaesthetist on duty/ on 
call and the consultant in charge. 
 

5.3 Ward rounds  
It is imperative that ward rounds are carried out at least three times a day - at no 
longer than 8 hourly intervals. The consultant in charge of the patient must 
undertake at least one full assessment of the patient during their time in the unit. 
Should this be once per day?   

To ensure the effective operation of the unit and provide optimal patient outcomes  
one ward round must be completed at the start of each day between 7.30 and 
9 a.m. each day.   
A multidisciplinary approach is recommended.  Follow-up ward rounds must be 
undertaken by a registrar and/or the consultant. 
 

5.4 Specialist Advice 
A special telemedicine link will be established with the ICU at the NW Regional 
Hospital at Burnie. A protocol will be developed to allow consultants the opportunity 
to discuss complex patients with specialists at that hospital. This service is 
provided to help with admission criteria to higher level units and is not intended to 
provide routine care. 
 

5.5 Dispute Resolution 
The name of the treating consultant will be clearly identified on the bed card of 
each patient.  If a situation arises where lines of communication or patient 
management are unclear, the Registered Nurse in charge of the HDU must contact 
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the consultant to seek clarifying advice. In the event of a bed dispute or a dispute 
regarding patient management whilst in the HDU, the case must be referred to the  
Medical Director of the HDU or the Director of Medical Services or the CEO for 
arbitration 
 

5.6  Discharge protocol 
Discharge from the HDU can only be approved by the consultant in charge of the 
patient.  Irrespective of whether the patient is being discharged home, transferred 
to a general ward or to another hospital, a discharge summary of the time spent by 
the patient in the HDU must be completed either in the medical progress notes or 
on the final Discharge Summary at the time of discharge/transfer from the HDU. 
 
For those patients that are to be discharged home, it will be the responsibility of the 
consultant’s registrar or RMO to contact the patient’s general practitioner to make 
follow-up arrangements. 

 
The Registered Nurse in charge of the HDU will be responsible for making the 
necessary general discharge arrangements.  This will include giving detailed 
nursing handover to ward nurses to ensure continuity of patient care.  A nursing 
discharge note will also be written in the medical progress notes. 

 
 
6. CASES SUITABLE FOR ADMISSION 
The following list is not exhaustive, but is given to illustrate the categories of patient 
and their conditions that may be suitable for admission to the HDU:- 
 

• high dependency nursing care 
• close haemo dynamic / cardiac monitoring 
• post surgical complications that are expected to make good progress in 1-2 

days 
• IV drug therapy regimes requiring monitoring 
• care of arterial or cvc lines in situ or other invasive lines that required close 

monitoring (but not Swan Ganz lines) 
• up to 24 hours of continuous epidural therapy 
• management of stable drug overdose /  paracetamol overdose 
• asthma (mild to moderate) including use of non invasive CPAP or BIPAP  
• acute care management of COPD  
• suspected snakebite 
• anaphylaxis   
• elective cardio version (in accordance with hospital policy – an anaesthetist 

must be present) 
• moderate to severe acute pulmonary oedema 
• diabetic ketoacidosis  
• patients requiring short-term ventilation not exceeding six (6) hours  
• emergency category patients awaiting test results which may indicate serious 

conditions e.g. low risk chest pain to rule out acute coronary syndrome 
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Transient admissions 
• short term admission of unstable patients – patients with complex medical 

problems, multiple organ failure, liver failure, complex drug overdoses, renal 
failure – for stabilisation only while awaiting transfer to another facility (ICU) 

• patients requiring ventilation prior to transfer to an ICU  
• serious trauma including suspected intracranial bleeding – for stabilisation prior 

to transfer to tertiary hospital.  
 

7. CASES NOT SUITABLE FOR ADMISSION:- 
• acutely psychotic / violent / disruptive patients 
• Terminally ill patients with NFR orders who would not benefit from an HDU 

admission. 
 
8. DATA TO BE COLLECTED 

• Occupancy of the Unit 
• Ward rounds per day 
• Number of admissions by admitting consultant 
• LOS and DRG’s 
• Discharge Summary completion 
 

9.  PERFORMANCE INDICATORS 
• Patients in unit under accredited A&E physicians >12 hours – Target  <2% 
• Discharge summaries completed at time of discharge/transfer – Target 100% 
• Morning ward round completed each morning between 7.30 and 9 am- Target 

100% 
 
References:  

• ANZIC guidelines  
• High Dependency Units: Issues to consider in their planning (RJ Boots, J 

Lipman) Royal Brisbane Hospital, Intensive Care Unit 
 

Stakeholders Consulted: 
General physicians, surgeons, anaesthetists and accident and emergency physicians. 
HDU and ED registered nurses. 
Specialist staff ICU, NW Regional Hospital, Burnie. 
 
Audit Tools: 

1. Ward activity and data analysis 
 


