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FOREWORD 

The commencement of the Northern Sydney Local Health District (NSLHD) in 2011 presents an enormous 

opportunity to capitalise on the existing excellent initiatives that have seen the NSLHD emerge as a 

metropolitan leader in health care. 

Infrastructure developments planned for, or already occurring, at each campus within the District require clear 

direction and responsible planning to ensure that we continue to provide the services that our community 

needs into the future.  

In planning our services we need to consider the role delineation of each health service, our patients in 

primary and postacute health care and our workforce. NSLHD is well positioned and strives to become an 

academic health centre, joining with our University of Sydney partner, with a mission of excellence in clinical 

service, research and education to drive a care continuum from innovation to bedside to community, 

endeavouring to provide our patients with the highest standards of care.  

This plan is a working document that will see the LHD transform across the next four years and beyond. 

At this time the ultimate effect of the introduction of Activity Based Funding remains unclear, hence the need 

for the document to be positioned to accommodate the benefits and challenges that this system will bring. 

The NSLHD Board, and the executive team and staff look forward to the roll out of this plan as we achieve 

our vision to be “leaders in healthcare, partners in community wellbeing”. 
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1 EXECUTIVE SUMMARY – CSP 2012 

In 2011, the Board of the Northern Sydney Local Health District (NSLHD) identified the need for a District 

Clinical Services Plan to provide clear strategic directions in the rapidly changing policy and health 

environment.  

The former Area Health Service had developed the Northern Sydney Central Coast Clinical Services Strategic 

Plan in 2008 (CSSP 2008). Many of the recommendations of the CSSP 2008 had been implemented and many 

changes had occurred including the National Health Reforms and the redevelopment of the District’s tertiary 

hospital, Royal North Shore, which is to open in late 2012. 

It was appropriate to review the achievements of the LHD and the range of policy, organisational and 

technological changes which will impact on the organisation for the next decade. The Board seeks to adopt 

strategic recommendations which will keep pace with the new challenges and opportunities facing the 

organisation in 2012, and position the LHD to fulfil the NSLHD vision to be “leaders in healthcare, partners in 

community wellbeing.”  

1.1 Scope of the Plan 

The scope of the NSLHD Clinical Services Plan (CSP 2012) encompasses inpatient, ambulatory and outpatient 

services, primary and community health services, clinical support services, teaching and research. Improved 

integration of primary, acute and postacute care is a major goal of the LHD. 

Services currently provided in subacute hospitals by affiliated health organisations and in the private sector 

have also been considered as part of the planning process. 

The introduction of Medicare Locals is an important development that will see a strengthening of the relations 

between the primary and acute care sectors. 

The CSP 2012 identifies priorities and provides clear strategic direction for the development of clinical 

services across the District through to 2022, with a focus on the four years to 2016. 

The Plan also establishes a robust framework for health service development to meet the needs of residents 

now and over the next ten years, and provides a firm foundation to guide service development, role 

delineation, capital asset planning and operational decision-making. 

1.2 Planning Process 

The CSP 2012 planning committee was chaired by the Director Operations and the Executive Clinical 

Director NSLHD, and included representatives of: 

 NSLHD Executive 

 Hornsby Ku-ring-gai/Northern Beaches and North Shore Ryde Executives 

 Primary and Community Health Services 

 Mental Health Services 

 Health Services Planning Unit. 

Input to the Plan was provided by the Chief Executive, the Directors of the newly formed Clinical Networks 

and Services, the LHD Clinical Council, the LHD Board, and the Peak Community Participation Council 

(PCPC). 

The CSP 2012 was guided by the following planning principles: 

 Health care resources should be used to maximise the health and wellbeing of the community, and 

reduce inequities in health. 

 Planning decisions should be based on evidence of need, effectiveness and value for money, and be 

consistent with government policies and directions.  

 Services should be organised around the needs of the patient. This includes treating patients in the 

least acute setting possible whilst maintaining the highest quality of care. 

 Given the finite financial and staff resources, services should be organised across the LHD to 

maximise quality of care and local access, with Royal North Shore Hospital (RNSH) as a tertiary 

centre e.g. redirection of less complex services to the metropolitan hospitals to enable RNSH to 

focus on tertiary and complex interventions. 

 Partnerships including those with the private sector should be encouraged and supported where this 
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contributes to improved patient care and outcomes. 

 Our communities and clinicians should be informed and involved in the development, delivery, and 

evaluation of services.  

1.3 Changing Policy Environment 

2011 was a year of major change for the NSW and national health systems. In January, Local Health Networks 

were established as part of the National Health Reforms. The NSW health system as a whole was later 

restructured to reflect the policy changes of the newly elected NSW government. The Local Health Networks 

became the Local Health Districts and the NSW Department of Health became the Ministry of Health. The 

NSW Ministry of Health identified four CORE values of collaboration, openness, respect and empowerment, 

and four goals to keep people healthy and provide well managed high quality health care that people need.  

The NSW State Plan NSW 2021: A Plan to Make NSW Number One (2011) identified two key goals for quality 

health services which are consistent with the National benchmarks for access to treatment. These goals are to: 

 keep people healthy and out of hospital through a range of preventative health strategies and by 

reducing potentially preventable hospitalisations and improving mental health outcomes 

 provide world class clinical services with timely access and effective infrastructure 

including improving access to planned surgery, emergency department treatment and timely transfer 

of patients to wards. Other strategies aim to reduce unplanned admissions and ensure all publicly 

provided health services meet national patient safety and quality standards. 

The NSLHD Strategic Plan 2012–2016 recognises that its vision to be “leaders in healthcare, partners in 

community wellbeing” combines the core elements of NSLHD business: care which is patient-centred and 

evidence-based, an aspiration to lead in the delivery of coordinated and integrated care across the NSLHD 

community, and to be the health employer of choice. The NSLHD Strategic Plan 2012–2016 identifies three 

strategic priorities which drive specific initiatives and actions required to achieve this vision. These include: 

 Maintaining the health of our Local Health District 

 Enhancing the strength and impact of our Local Health District 

 Enabling transformational change in our Local Health District.  

The NSLHD vision, mission, goals, strategic priorities and specific initiatives are outlined in more detail in 

Chapter 3: NSLHD Vision, Mission and Values. 

The National Health Reforms have included the introduction of activity based funding (ABF) with new 

contracting and performance arrangements to commence on 1 July 2012. This will focus the LHD’s attention 

on managing the growing costs of health care and the efficient use of District resources. The LHD will need to 

develop a range of costing, budgeting and financial management skills across the organisation to maximise the 

opportunities arising from the funding and minimise any negative consequences. 

The full implications of the ABF are not yet clear. There will be a need for the LHD to be flexible and 

prepared to adapt as information becomes available. Some services may need to be reviewed and redesigned if 

the cost of the service is not supported by ABF. As the funding process is rolled out across acute, subacute 

and ambulatory care, the balance of investment across these care types will need to optimise the use of 

recurrent funding and capital infrastructure and provide services which are clinically excellent, efficient and 

sustainable. 

NSLHD will be expected to meet key performance targets set by the National Health Reforms process 

including: 

 National Emergency Access Targets (NEAT) which require patients presenting to emergency 

departments to be treated and discharged or transferred to a ward within 4 hours 

 National Elective Surgery Targets (NEST) which aim to increase the percentage of elective 

surgery patients seen so that 100 per cent of all Urgency Category patients waiting for surgery are 

seen within the clinically recommended time, and to reduce the number of patients who have waited 

longer than the clinically recommended time (long waits).  

The LHD will need to be proactive and implement a number of strategies to improve access to care and meet 

the access standards set by the National Health Reforms. The Expert Panel which advised the Council of 

Australian Governments on these standards identified a number of strategies to achieve these targets 

including:  

 commitment across the health and hospital system to a whole-of-system reform 

 partnership between hospital executives and clinicians to achieve sustainable change 

 clinical engagement and clinical leadership to meet the targets 
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 clinical redesign with a whole-of-hospital approach which improves the system’s capacity to ensure 

patient safety and enhance quality of care 

 continual monitoring of patient safety and quality of care to review progress. 

In addition to the access standards, NSLHD will be required to implement the National Safety and Quality 

Health Standards (NSQHS) 2011 as part of a national accreditation process established by the National 

Health Reforms process. The Standards address the following areas: 

 Governance for Safety and Quality in Health Service Organisations 

 Partnering with Consumers 

 Preventing and Controlling Healthcare Associated Infections 

 Medication Safety 

 Patient Identification and Procedure Matching 

 Clinical Handover 

 Blood and Blood Products 

 Preventing and Managing Pressure Injuries 

 Recognising and Responding to Clinical Deterioration in Acute Health Care 

 Preventing Falls and Harm from Falls. 

1.4 Changing Demography and Emerging Health Needs 

NSLHD is a major LHD within the NSW Health system and serves more than 11% of the population of NSW. 

The population of NSLHD is culturally and linguistically diverse and is relatively advantaged, though it has 

pockets of disadvantage within affluent areas. Overall, Northern Sydney residents when compared to the 

NSW average have:  

 significantly lower standardised mortality ratios 

 generally lower rates of risky health behaviours such as smoking and drinking 

 a lesser burden of chronic health disease and avoidable acute conditions, however this burden is 

increasing within NSLHD particularly as the population ages. 

Over the next decade to 2021 the population of NSLHD is expected to grow by 7.6 per cent to 903,644. The 

population mix will change with a higher proportion of people over the age of 70 and a smaller proportion of 

children less than 15 years old. People over 70 years tend to utilise acute health services more and have longer 

lengths of stay than other age groups. As people age, a greater proportion live alone, peaking at one in three 

people who are 85 years and over. There will be greater numbers of people over 70 years requiring acute care 

and if they are to continue living in their own homes, particularly if they also have a chronic health disease, a 

greater range of postacute, home-based and ambulatory services will be required to support or maintain their 

health in the community. 

1.5 Service Trends, Collaboration and Workforce 

Chapter 5: NSLHD Organisations and Services provides details of the current facilities and services within the 

LHD and their links to affiliated health organisations and other service providers. A number of other factors 

which will affect the way health services are provided, and the demands placed on those health services 

include: 

 evolving models of care and health interventions 

 new health technologies in diagnostics, interventions and pharmacology 

 developing private sector collaboration 

 increasing demand for a skilled health workforce. 

A number of new models of care and health interventions were implemented by Clinical Networks as 

part of the CSSP 2008. These and other interventions will provide improved health care over the next decade.  

 Medical Assessment Units (MAU) and Psychiatric Emergency Care Centres (PECC) have been 

established in association with Emergency Departments to streamline patient’s access to care.  

 The Geriatric Rapid Acute Care Evaluation (GRACE) model of care was implemented at Hornsby 

Hospital in collaboration with general practitioners and aged care facilities to avoid hospital 

admissions and reduce access block and length of stay for older patients. In addition, Acute Postacute 

Care (APAC) has been provided to residential aged care facilities across the LHD with the aim of 

reducing hospital admissions or length of stay.  

 Surgical services have worked to improve the efficiency of their theatres, network their services, and 
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identify opportunities to improve the management of short stay surgery. Further work is required in 

this regard. 

 There has been increased focus on addressing chronic and complex medical care and the LHD 

recently received funding to implement a connecting care program to improve care coordination and 

access to care for patients with a range of chronic conditions. 

 Interventional radiology procedures are increasingly being undertaken by a range of clinical specialties 

such as vascular surgery, cardiology, urology and gastroenterology.  

 A new Child and Adolescent Mental Health Service (CAMHS) for the LHD will be commissioned at 

Hornsby Hospital in 2013. 

 Models of care for Child, Youth and Family Services now involve a more comprehensive cross agency 

approach to working with families with new babies and young children. 

The 2012 planning process has articulated a number of issues and new models of care which will need to be 

resolved and implemented over the next four years. These include: 

 The development of an integrated stroke service which will establish two thrombolysis centres for 

the LHD at RNS and Hornsby hospitals. 

 New strategies to register 7,000 chronic care patients and provide more home-based rehabilitation 

services. These will include case management and coaching targets with the aim of improving the 

health of people with chronic conditions and reducing hospital admissions and length of stay. 

 Policy changes at the national level which will require changes in maternity service practices to 

improve continuity of care for women when giving birth. 

 The networks for Maternal, Neonatal and Women’s Health and Mental Health and Drug and Alcohol 

Services have identified the need for a mother and baby mental health unit within the LHD.  

 The expansion of Paediatric Ambulatory Care across the LHD. 

 The preferred configuration of surgical services including which services are appropriately centralised, 

new models of care for high volume short stay (HVSS) services, and the provision of paediatric 

emergency surgery within the LHD. 

 The need of the LHD to respond to expected recommendations from the NSW Cancer Institute 

regarding minimum volumes for particular cancer surgeries. 

 Ongoing review of palliative care services to ensure that patient’s needs are met in all settings and 

that the needs of non-cancer patients for palliative care are recognised. 

 Other advances in technology and medical treatments which will drive change in service delivery. 

Robust clinical information systems will be required to support these changes and to monitor 

progress. 

More details of the issues, opportunities, and recommended strategies for each Clinical Network are outlined 

in the network chapters in Part Two of this Plan. 

Collaboration with other service providers including the private sector will be important for the 

LHD to position itself for the future. The LHD collaborates closely with general practice and residential aged 

care services in the provision of postacute care and primary health services. There will be opportunities for 

ongoing collaboration with general practice, private allied health services, the affiliated health organisations, and 

non-government organisations. The possible collocation of a mothers and babies unit on the RNSH site has 

been considered as part of the CSP 2012. 

In addition, there may be opportunities to collaborate with private hospitals for the provision of high cost 

equipment and specific services such as dialysis, deep brain stimulation (DBS) and bariatric surgery. 

Workforce recruitment and retention is not keeping pace with demand and is threatening the sustainability 

of current service models for a range of clinical services within NSLHD, notably critical care, aged care, 

medicine, medical oncology, palliative care, and mental health services. As a priority, the LHD will develop a 

Workforce Strategic Plan to address such issues as recruitment, appointments, networking, training, education, 

and future requirements. 

1.6 Health Facility Improvements 

Many of NSLHD health facilities are in poor condition and are no longer fit for purpose. A number of local 

capital works have been implemented to address these problems. In addition to these, the need to review the 

Macquarie Hospital facility has been identified. 

Other major redevelopments will provide improved facilities for patients and staff and will be commissioned 

over the next five to ten years. These include: 



Clinical Services Plan 2012-2016 – Northern Sydney Local Health District  

 

5 

 The new RNSH which will be commissioned in two stages: late 2012 and late 2014. It will deliver a 

new acute services building followed by a clinical services building providing women’s and children’s 

services, severe burns, mental health services, and additional acute beds.  

 The opening of the Graythwaite Rehabilitation Unit at Ryde Hospital in 2013 will deliver an integrated 

rehabilitation service for North Shore Ryde Health Service (NSRHS) and provide inpatient 

rehabilitation services on an acute hospital site. 

 Hornsby Hospital stage 1 which will provide improved operating theatres and recovery area, and 

additional beds. Mental health services will also be upgraded with new facilities. 

 The Northern Beaches Health Service redevelopment will comprise a major metropolitan hospital 

and associated community health services located at Frenchs Forest, redevelopment of 

complementary health services on the Mona Vale Hospital site, and the creation of an integrated 

primary care centre in the Manly/Warringah LGA.  

1.7 NSLHD Networks and Role Delineation 

NSLHD has revised the Clinical and Service Networks for the District and realigned some clinical services 

within the Networks. The full list of clinical services contained within the Networks is outlined in Chapter 8: 

NSLHD Clinical Networks. These Networks will be the key driver in implementing this CSP and will need to be 

well managed and supported by the LHD. 

Table 12: Summary of the facilities and services in each health service identifies the current service and facilities 

within the three local health services of NSLHD. Over the next decade, the role of each acute facility and 

clinical network within NSLHD will be aligned to ensure the clinical sustainability of key services such as 

intensive care, emergency, surgical sub-specialties, maternity and paediatrics. Core services will be provided 

locally within each health service while other services may be centralised. 

The strategic directions and roles and functions of the five acute hospitals include: 

 Strengthening the role of RNSH as a tertiary referral centre and teaching hospital. 

 Strengthening the provision of general medical and rehabilitation services, and an interim role in the 

provision of short stay and orthopaedic elective surgery at Ryde Hospital, networked with RNSH. 

 Further development of secondary level services at Manly and Mona Vale Hospitals, and the 

development of the future Northern Beaches Hospital, providing a range of services at a higher level 

of capability and reducing the need for Northern Beaches’ residents to travel to RNS Hospital. 

 Consolidation and alignment of services at Manly and Mona Vale hospitals in preparation for the 

development of the future Northern Beaches Hospital. 

 Initial redevelopment of Hornsby Hospital to improve efficiency and provide new operating 

theatres, mental health services and meet growing needs. 

 The redevelopment of Hornsby Hospital and the future Northern Beaches Hospital will enable a 

greater consolidation of short stay elective surgery in these facilities in the longer term. 

The staging of the redevelopment of RNSH, stage 1 redevelopment of Hornsby Hospital, and the future 

Northern Beaches Hospital will impact on the capacity of the LHD to respond to demands for services and 

new roles. Table 20:  Configuration of Services by Hospital outlines the current configuration of services 

across the District by Network and facility, and the proposed configuration following the implementation of 

this CSP.  

The current role delineation of the acute hospitals and their related community services are listed by 

specialties in Table 21:  NSLHD Role Delineation 2012 and 2016/17. This table also includes changes to the role 

delineation following the commissioning of the future Northern Beaches Hospital. The nonacute facilities are 

listed by specialty in Table 22:  NSLHD Role Delineation Nonacute 2012. 

1.8 Teaching and Research 

Teaching and Research are central to the provision of high quality care, empowering the workforce and 

embedding clinical and academic excellence in the provision of services within NSLHD. The LHD intends to 

establish the Northern Sydney Academic Health Science Centre (NSAHSC) to provide the structure 

for the alignment of all research and educational activities within the LHD. This alignment will see shared 

financial and operating processes.  
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2 INTRODUCTION 

2.1 The Local Health District 

Northern Sydney Local Health District (NSLHD) is one of fifteen Local Health Districts in NSW. In addition, 

there are two specialist networks for Children and Forensic Mental Health and a third network operated by St 

Vincent’s Health. NSLHD is responsible for the provision of public health care services to residents within the 

geographic area covered by its eleven constituent Local Government Areas (LGA). 

Constituted under the Health Services Act 1997 and the Health Services Amendment Act 2004, the primary 

purposes of LHDs are to: 

 provide relief to sick and injured people through the provision of care and treatment 

 promote, protect and maintain the health of the community. 

The principal role of NSLHD is to improve the health of its residents by providing and facilitating efficient, 

effective, and responsive health services, including acute hospital services. 

To do this, NSLHD also undertakes a range of specific functions, which include: 

 achieving and maintaining adequate standards of patient care 

 investigating and assessing health needs 

 planning for future development of health services 

 establishing and maintaining an appropriate balance in the provision and use of resources for health 

protection, health promotion, health education, and treatment services 

 administering funding for recognised establishments and health services 

 developing and implementing strategies to attract and retain quality staff. 

2.2 Scope of the Clinical Service Plan 2012 

The period between 2008 and 2012 has been one of rapid change for the LHD including the bedding down of 

the National Health Reforms and the redevelopment of the District’s tertiary hospital, Royal North Shore 

Hospital (RNSH) which is to open in late 2012. 

In 2011, the NSLHD Board identified the need to revise the former Northern Sydney Central Coast Area 

Health Service (NSCCAHS) Clinical Services Strategic Plan released in 2008 (CSSP 2008) and to develop a 

Clinical Services Plan for the District. The NSLHD Clinical Services Plan (CSP 2012) identifies priorities and 

provides clear strategic direction for the development of clinical services across the District through to 2022, 

with a focus on the four years to 2016. 

The Plan also establishes a robust framework for health service development to meet the needs of residents 

now and over the next ten years, and provides a firm foundation to guide service development, capital asset 

planning, and operational decision-making. 

The scope of the CSP 2012 encompasses inpatient, ambulatory and outpatient services, primary and 

community health services, clinical support services, teaching and research. Improved integration of primary, 

acute and postacute care is a major goal of the health service. 

Services currently provided in subacute hospitals by affiliated health organisations and in the private sector 

have also been considered as part of the planning process. 

The introduction of Medicare Locals is an important development that will see a strengthening of the relations 

between the primary and acute care sectors. 

2.3 The Planning Context 

The CSP 2012 is driven by the need to ensure equitable health outcomes across the health service in 

accordance with the key strategic plans for the State and NSW Health: 

 Future Directions for NSW Health Towards 2025 (2007) 

 NSW 2021: A Plan to Make NSW Number One (2011). 

The NSW State Plan 2011 identified two key goals for quality health services which are consistent with the 

National benchmarks for access to treatment. These include goals to: 

 keep people healthy and out of hospital through a range of preventative health strategies and by 

reducing potentially preventable hospitalisations and improving mental health outcomes 
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 provide world class clinical services with timely access and effective infrastructure 

including improving access to planned surgery, emergency department (ED) treatment and timely 

transfer of patients to wards. Other strategies aim to reduce unplanned admissions and ensure all 

publicly provided health services meet national patient safety and quality standards. 

In 2011, the NSW Department of Health became the Ministry of Health under the leadership of Dr Mary 

Foley. The NSW Ministry of Health’s CORE values, goals and principles were articulated in 2011. The values 

include: 

 Collaboration - We are committed to working collaboratively with each other to achieve the best 

possible outcomes for our patients who are at the centre of everything we do. In working 

collaboratively, we acknowledge that every person working in the health system plays a valuable role 

that contributes to achieving the best possible outcomes. 

 Openness - A commitment to openness in our communications builds confidence and greater 

cooperation. We are committed to encouraging our patients and all people who work in the health 

system to provide feedback that will help us provide better services. 

 Respect - We have respect for the abilities, knowledge, skills and achievements of all people who 

work in the health system. We are also committed to providing health services that acknowledge and 

respect the feelings, wishes, and rights of our patients and their carers. 

 Empowerment - In providing quality health care services we aim to ensure our patients are able to 

make well informed and confident decisions about their care and treatment. 

The NSW Ministry of Health aims to focus on meeting the health needs of the people of NSW within the 

resources available. The goals are to: 

 Keep People Healthy 

o More people adopt healthy lifestyles 

o Prevention and early detection of health problems 

o A healthy start to life 

 Provide the Health Care That People Need 

o Emergency care without delay 

o Shorter waiting times for non-emergency care 

o Fair access to health services across NSW 

 Deliver High Quality Services 

o Consumers satisfied with all aspects of services provided 

o High quality clinical treatment 

o Care in the right setting 

 Manage Health Services Well 

o Sound resource and financial management 

o Skilled, motivated staff working in innovative environments 

o Strong corporate and clinical governance. 

In addition the NSW Ministry of Health has identified the following principles: 

 Focus on our fundamental accountability to promote and protect the health of the people of NSW 

and to ensure they have access to basic health services 

 Perform effectively and efficiently in clearly defined functions and roles 

 Promote our values for NSW Health and demonstrate them through leadership and behaviour 

 Take informed, transparent decisions and manage the risks we encounter on a daily basis 

 Develop our capacity and capability to ensure we provide effective and safe health services 

 Engage stakeholders and make accountability real for us all. 

Over the last four years, a number of new policy directions have been implemented within NSW and 

nationally. In 2008, a Special Commission of Inquiry into Acute Care Services in NSW Public Hospitals was 

conducted by Peter Garling SC. The report of the Special Commission known as “the Garling Report” made a 

range of recommendations including the reorganisation of health agencies within NSW to establish four 

“Pillar” agencies which would set policy directions and performance standards for the State in relation to 

innovation, quality, education and training and health information. Recently a fifth Pillar agency known as NSW 

Kids and Families was established. 

In 2010, the Council of Australian Governments (COAG) agreed to the process of the National Health 



Clinical Services Plan 2012-2016 – Northern Sydney Local Health District 

 

8 

Reforms which was defined in the National Healthcare Agreement 2011. This required the establishment of 

Local Health Networks now known as Districts within NSW, the establishment of Medicare Locals, 

performance targets, and changes to the funding of services.  

NSLHD was established in 2011 and is part of the wider health system in NSW that includes statewide health 

services, tertiary and teaching facilities, local acute secondary hospitals and community-based health services, 

as well as important population health and public health functions.  

The clinical services planning has been informed by these factors and by wider considerations, including: 

 health care forms a continuum from health promotion and primary disease prevention, through care 

in the community and in hospital, to postacute and palliative care 

 State run health services are also part of a broader health care and human services environment, and 

NSLHD needs to work collaboratively with other providers of health care and other agencies 

 LHDs have responsibilities beyond clinical services, including teaching, research, financial management 

and being good corporate citizens 

 changes in health care and demand for services are inevitable – service provision needs to be 

reviewed and adapted to new knowledge and circumstances. This may include changing the level of 

investment and deployment of resources in some services. 

Over the next ten years, changes to a range of important factors will affect the way health services are 

provided and the demands placed on those health services. These factors include: 

 changing demographic profiles, notably the ageing of the population 

 evolving models of care and health interventions 

 new health technologies in diagnostics, interventions and pharmacology 

 developing private sector collaboration 

 increasing demand for a skilled health workforce. 

These changes will affect individual specialist services and hospitals within NSLHD. 

In order to ensure appropriate and equitable access to sustainable healthcare across NSLHD, service 

developments need to be tailored to meet the changing needs of local communities and of the LHD as a 

whole, as well as the demand for statewide health services. 

2.4 The Planning Process 

The CSP 2012 has been developed in consultation with the NSLHD Clinical Council, health service General 

Managers, Service Directors, local Clinical Councils and the Clinical Network Directors. The Clinical Service 

Plan Reference Group chaired by the Director Operations and the Chair of the LHD Clinical Council has 

provided oversight of the planning process.  

Clinical Service Planning is guided by the following planning principles: 

 Health care resources should be used to maximise the health and wellbeing of the community and to 

reduce inequities in health. e.g. Review of patient characteristics to identify population groups that are 

underserved. 

 Planning decisions should be based on evidence of need, effectiveness and value for money, and be 

consistent with government policies and directions. e.g. Reorganisation of stroke care resources. 

 Services should be organised around the needs of the patient. This includes treating people in the 

least acute setting possible whilst maintaining the highest quality of care. e.g. Transfer of surgery 

where possible into a day or short stay model in a small number of dedicated facilities; moving high 

frequency services into community locations well served by public transport. 

 Given the finite financial and staff resources, services should be organised across the LHD to 

maximise quality of care and local access, with RNSH as the referral centre for most tertiary care. e.g. 

Redirection of less complex services to the metropolitan hospitals to enable RNSH to focus on 

tertiary and complex interventions. 

 Partnerships including those with the private sector should be encouraged and supported where this 

contributes to improved patient care and outcomes. e.g. Contracts with local care providers for early 

intervention services and collaboration with private partners. 

 Our communities and clinicians should be informed and involved in the development, delivery and 

evaluation of services. e.g. Plans are referred to clinical councils and community participation 

committees for input.  
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2.5 Clinician and Community Consultation 

2.5.1 Clinical Council 

The Clinical Council is the District’s peak clinical advisory body, reporting directly to the Chief Executive and 

the NSLHD Board. The role of the Council is to oversee the process of clinical care within NSLHD and advise 

the Chief Executive on matters pertaining to clinical policy. Each hospital/health service has its own local 

Clinical Council which provides advice to the general managers.  

2.5.2 Peak Community Participation Council 

The Peak Community Participation Council (PCPC) is a subcommittee of the NSLHD Board. It comprises 

representatives of the four Local Community Participation Committees (CPCs) and two community-based 

carer representatives (one representing physical health issues and the other representing mental health issues). 

Each of the Consumer Participation Networks of the Mental Health, Drug and Alcohol services have one 

representative on the PCPC. 

A key function of the PCPC is to advise the Board of the views of patients, carers and the community 

regarding the accessibility, quality and safety of current and future health services for their consideration in 

planning and decision-making processes. 

2.5.3 Local Community Participation Committees 

There are three local Community Participation Committees (CPCs) covering Hornsby Ku-ring-gai, Northern 

Beaches, North Shore Ryde Health Services and an additional community consultative committee for Ryde 

Hospital. The primary role of local CPCs is to provide advice to the Health Service General Managers on local 

health needs, health service planning and community engagement processes. In addition, a Community 

Participation Network provides advice to the LHD Mental Health and Drug and Alcohol Service. 

The membership comprises community members, consumers and local health service staff. All CPCs also have 

representatives on the PCPC where issues regarding current CPC business for each Health Service are 

discussed. 
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3 NSLHD VISION, MISSION AND VALUES 

3.1 NSLHD Mission 

NSLHD’s mission is to provide healthcare of benefit and consequence, embracing discovery and learning, build 

collaborative relationships, and engage our community in their care. 

3.2 NSLHD Vision 

Our vision is to be “leaders in healthcare, partners in community wellbeing”. 

3.3 NSLHD Goals 

NSLHD goals highlight the direction we will pursue to achieve our mission and vision. We will foster a culture 

that aligns with our organisational values. Our goals are to: 

 deliver excellence in care in the community – with appropriate care available to all who need it, when 

they need it 

 become a world renowned academic health district, embedding research and education into our 

practice to drive change clinically and operationally 

 deliver excellence in professional education 

 be an employer of choice, with a stable and committed workforce 

 engender mutual, successful partnerships with the community and across the healthcare system 

 provide a responsive and responsible health system making the best use of our resources 

 deliver a balanced budget. 

3.4 NSLHD Values 

To deliver our vision and continue providing world class healthcare, we will embrace the following values 

drawn from NSLHD’s Values and Behaviour Charter, and incorporate them into workforce documentation:  

 Respect and Dignity 

 Teamwork 

 Safety 

 Fairness and Equity 

 Care and Compassion 

 Honesty and Accountability 

 Professionalism and Learning. 

3.5 NSLHD Strategic Priorities and Specific Initiatives 

NSLHD has developed its Strategic Plan 2012 to 2016 to achieve its goals. In developing the plan it has 

considered the NSW 2021 Plan, the NSLHD Service Agreement, the Northern Sydney Local Health District 

Clinical Services Plan, the Primary and Community Health (PaCH) Services Strategic Plan 2010-2020; the 

Garling Report and the operational plans of each of its health services.  

The NSLHD has identified three strategic priorities, which drive specific initiatives and actions to meet its goals 

and deliver its vision. These include: 

 Ensuring the health of our Local Health District  

o Talent & culture – develop, recognise and empower a flexible and agile workforce, 

optimising their capacity, growing their capability and encouraging pride in their 

contribution  

o Clinical excellence – utilising innovative care models to improve equity of access and 

health outcomes  

o Operational excellence – maintain and grow operating excellence, securing sustainable 

net revenue and lowering cost to serve through work practice reforms to optimise 

service provision. 

 Enhancing the strength and impact of our Local Health District 
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o Community & patient experience – ensure our people, clinical services and operations 

are focused on and benefit our community, patients and carers  

o Strategic relationships – proactively formulate mutual partnerships to improve care 

delivery and adoption of new technology and practices  

o Infrastructure – we will grow our health infrastructure to deliver collaborative, 

integrated and networked high quality and safe healthcare services.  

 Enabling transformational change in our Local Health District  

o Operating model reform – frame an adaptive operating model to underpin and secure 

our emerging role and footprint in the health landscape.  

o Academic excellence – embedding research, education, training and innovation in the 

delivery of high quality health care by developing the NSLHD into an Academic 

Healthcare Centre of excellence  

o Risk, governance & quality – manage District, enterprise and clinical risk, governance and 

quality.  
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4 NSLHD POPULATION AND HEALTH STATUS 

The NSLHD encompasses land originally inhabited by the Guringai and Dharug peoples, and encompasses 

eleven LGAs including Hornsby, Ku-ring-gai, Manly, Pittwater, Warringah, Ryde, Mosman, North Sydney, 

Willoughby, Lane Cove, and Hunters Hill. It traverses high-density inner city living (parts of North Sydney 

LGA) to semi-rural locales (parts of Hornsby LGA), and covers 900 square kilometres. 

 
Figure 1: Northern Sydney Local Health District 
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NSLHD is divided into three health services with five acute hospitals: 

 Hornsby Ku-ring-gai: Hornsby Ku-ring-gai Hospital 

 Northern Beaches: Manly and Mona Vale hospitals (and the future Northern Beaches Hospital to 

be located at Frenchs Forest) 

 North Shore Ryde: Royal North Shore and Ryde hospitals. 

4.1 Snapshot of NSLHD  

Current Population 

 In 2011, the NSLHD population was estimated at 839,699. 

 The population is culturally and linguistically diverse with high numbers of residents born in non-

English speaking countries, particularly within North Shore Ryde Health Service (23%), Hornsby Ku-

ring-gai Health Service (20%) and Northern Beaches Health Service (11%). 

 Aboriginal and Torres Strait Islander (ATSI) residents represent 0.2% of the NSLHD population. 

Projected Population 

 Between 2011 and 2021, the total population is expected to grow 7.6% to 903,644. North Shore 

Ryde and Hornsby Ku-ring-gai will grow by 8.4% and Northern Beaches by 5.8%. 

 The population aged 0 to 69 years is expected to increase by 5% to 7% across NSLHD by 2021. 

People aged 70 to 84 years to increase by 30.2% (i.e. those born between 1951 and 1937) and those 

over 85 years to increase by 17.4% (born before 1936). 

 The population is ageing with the most dramatic increase forecast for residents aged 85 years and 

over: 37% increase in Hornsby Ku-ring-gai, 26% in Northern Beaches and 22% in North Shore Ryde 

Health Services. 

Demography 

 Most of NSLHD is relatively advantaged in relation to socio-economic indicators, however there are 

pockets even in relatively affluent areas that may be classified as ‘disadvantaged’.  

 The prevalence of single person households increases with age, peaking in the 85 years and older age 

group where just over one in three people live alone, compared to the average for all ages of 10%. 

Single parent households make up about 3.5% of the NSLHD population. 

 Public housing rates are substantially lower in NSLHD than across NSW. Within NSLHD the rate is 

highest in North Shore Ryde (2.3%) followed by Northern Beaches (1.3%). 

 Overall, 63% of the population of NSLHD have private health insurance. This ranges from 64.8% in 

the Northern Beaches to 76.7% in Hornsby Ku-ring-gai. 

Health Status 

 Smoking levels amongst Northern Sydney residents are significantly lower than for the NSW average. 

Hornsby Ku-ring-gai residents have the lowest rate of 10% and Northern Beaches residents the 

highest at 15% compared to 19% for the NSW average. 

 Exercise rates are similar to the state average of 53.4% in Northern Beaches or slightly below in 

Hornsby Ku-ring-gai at 50%. 

 Risk-drinking behaviours amongst residents of NSLHD are above the NSW average for Northern 

Beaches’ residents, but lower for Hornsby Ku-ring-gai and North Shore Ryde residents. 

 The burden of chronic disease and avoidable acute conditions is increasing across NSLHD, though it is 

generally less than the NSW average. 

 Overall, Northern Sydney residents have significantly lower standardised mortality ratios compared to 

the NSW average, however between 2001 and 2005 Hunters Hill and Lane Cove LGAs exhibited 

Standard Mortality Ratios (SMRs) above the state average. This is reflected in a SMR for all causes of 

mortality of 96.4 for the North Shore Ryde compared to 91.1 for Northern Beaches and 85.4 for 

Hornsby Ku-ring-gai Health Services. 

Health Service Utilisation 

 Overall hospital admissions in NSLHD public hospitals totalled more than 100,000. 

 Approximately 164,000 people received treatment in emergency departments, and more than 35,000 

of those were people over 70 years of age. 

 Episodes of care for people between 70 and 84 years of age totalled more than 24,000, with almost 



Clinical Services Plan 2012-2016 – Northern Sydney Local Health District 

 

14 

12,000 for people over 85 years. 

 Hospital admissions for surgical and procedural services totalled over 26,000, including approximately 

1,500 procedures for children. 

 Admissions of NSLHD residents to private hospitals totalled more than 150,000. 

4.2 Population Size and Growth 

In 2011, an estimated 839,699 people lived in NSLHD, about 11.7% of the NSW population. Significant 

numbers of people also travel into the District to work in the commercial centres of North Sydney and 

Chatswood, and to educational facilities including Macquarie University, Macquarie Park and the University of 

Technology, Sydney.  

The age profiles vary slightly between health services within NSLHD. North Shore Ryde has higher proportion 

of younger working age population between 16 and 44 years. Hornsby Ku-ring-gai has the highest proportion 

of people aged 45 and over, though North Shore Ryde has a greater number of people in this age group.  

Table 1: NSLHD Population by Age Groups, 2011 

 0-15 % 16-44 % 45-69 % 70-84 % 85+ % Total 

HKHS 56,667 20.7% 101,614 37.1% 85,494 31.2% 22,754 8.3% 7,669 2.8% 274,198 

NBHS 49,589 20.2% 98,321 40.0% 71,342 29.0% 20,022 8.1% 6,510 2.6% 245,783 

NSRHS 54,205 17.0% 143,426 44.9% 89,893 28.1% 24,225 7.6% 7,969 2.5% 319,718 

NSLHD 160,461 19.1% 343,361 40.9% 246,729 29.4% 67,001 8.0% 22,148 2.6% 839,699 

NSW 1,471,602 20.4% 2,882,731 40.0% 2,123,179 29.5% 584,873 8.1% 145,256 2.0% 7,207,641 

Source: NSW Health Population Projection Series 1.2009 

The population of NSLHD will rise by 7.6% (around 64,000 people) by 2021 to reach a total of 903,644 

people. The following table shows estimated populations in 2021 across the NSLHD and in five age groups. 

Table 2: Population Estimates for 2021 by Health Service and Age Groups in NSLHD 

 0-15 % 16-44 % 45-69 % 70-84 % 85+ % Total 

HKHS 60,386 20.3% 107,955 36.3% 89,158 30.0% 30,125 10.1% 9,548 3.2% 297,173 

NBHS 51,905 20.0% 101,794 39.2% 74,392 28.6% 24,766 9.5% 7,132 2.7% 259,988 

NSRHS 58,732 17.0% 150,314 43.4% 95,753 27.6% 32,374 9.3% 9,311 2.7% 346,483 

NSLHD 171,022 18.9% 360,063 39.8% 259,303 28.7% 87,265 9.7% 25,992 2.9% 903,644 

NSW 1,614,976 20.2% 3,054,031 38.1% 2,344,965 29.3% 804,762 10.0% 189,565 2.4% 8,008,299 

Source: NSW Health Population Projection Series 1.2009 

The proportion of the paediatric population aged 0 to 15 years, the group aged 16 to 44 years and those aged 

45 to 69 years within NSLHD will remain relatively steady over the 10 years. However, Table 3 indicates that 

across all age groups, population growth in Northern Sydney Local Health District will be proportionately less 

than NSW. 

Within NSLHD, population growth between 2011 and 2021 will be concentrated in the older age groups. 

There will be a 30.2% increase in the population aged 70 years and over, and a 17.4% increase in the 

population aged 85+ years. The highest impact, particularly in the 70 to 84 age group, will be in Hornsby Ku-

ring-gai and North Shore Ryde.  

Table 3: Estimated Population Growth by Health Service and Age Group 2011-2021 

 0-15 16-44 45-69 70-84 85+ Total 

HKHS 6.6% 6.2% 4.3% 32.4% 24.5% 8.4% 

NBHS 4.7% 3.5% 4.3% 23.7% 9.6% 5.8% 

NSRHS 8.4% 4.8% 6.5% 33.6% 16.8% 8.4% 

NSLHD 6.6% 4.9% 5.1% 30.2% 17.4% 7.6% 

NSW 9.7% 5.9% 10.4% 37.6% 30.5% 11.1% 

Source: NSW Health Population Projection Series 1.2009 

The following figure shows substantial growth in the population by 2021 in two age cohorts: people aged 70 to 

79 years (i.e. those born between 1933 and 1942) and those over 85 years (born before 1927). 
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Figure 2: Percentage Change in population by five year age groups 2011-2021 

 
Source: NSW Health Population Projection Series 1.2009 

The prevalence of single person households increases with age, peaking in the 85 years and older group where 

one in three people live on their own which impacts on the level of postacute support required for this group. 

The Sydney Metropolitan Strategy indicates the consolidation and development of the existing centres of North 

Sydney, Chatswood, and Hornsby with the development of St Leonards and Macquarie Park (near Macquarie 

University) as specialist centres. The Epping-Chatswood rail link will facilitate the Macquarie Park development.  

The Sydney Metropolitan Strategy also calls for higher density development in the vicinity of transport nodes. 

Council Local Environment Plans have been developed to encourage this process. While there are no major 

green-field sites in Northern Sydney, small percentage growth figures may still represent considerable growth 

in numbers. 

4.3 Demographic Characteristics 

4.3.1 Birthplace and Language 

The population of NSLHD is culturally diverse, with a higher proportion of overseas born residents (38%) than 

the NSW average (31%). The most prominent countries of origin other than Australia are the United 

Kingdom, China and New Zealand.  

Overall, 19% of people living in NSLHD were born in non-English speaking countries, from 11% on the 

Northern Beaches to up to 23% in North Shore Ryde. The latter has a particularly diverse population, with 

43% born overseas, including large groups from China, Hong Kong, South Korea and India.  

One in five of the population have English as a second language. After English, the most common languages 

spoken in NSLHD are Cantonese, Mandarin, Korean, Italian, Japanese, Arabic, Greek, German and Spanish. Of 

those people who have a first language other than English, approximately 97% are proficient in English.  

Table 4: Birthplace and English Proficiency of Residents in NSLHD, 2006 

Source: 2006 Census of Population and Housing, Commonwealth of Australia 2007, NSW Health Population Projection Series 1.2009, Department 

of Planning & Statewide Services Development Branch, NSW Health (March 2009). 
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NSLHD estimated population - Percentage change 2011-2021

  HK NB NSR NSLHD NSW 

Total Population (2006) 261,911 235,021 302,948 799,880 6,816,087 

No. Australian born 160,351 152,727 164,613 477,691 4,521,155 

% Australian born 61% 65% 54% 60% 66% 

No. born in non-English speaking country 52,183 26,624 71,125 149,932 1,573,384 

% Born in Non-English Speaking Country 20% 11% 23% 19% 23% 

No. with English as a second language 53,678 26,185 74,844 154,707 1,996,938 

% with English as a second language 20% 11% 25% 19% 29% 

No. not proficient in English 7,064 3,424 11,774 22,262 241,184 

% of other language speakers not proficient in English 13% 13% 16% 14% 12% 
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English proficiency is frequently lower among older immigrants, which impacts on their ability to access and 

navigate aged care services. 

4.3.2 Aboriginal and Torres Strait Islander Population 

NSLHD has a relatively small Aboriginal and Torres Strait Islander community (hereafter referred to as 

Aboriginal), which is estimated at 1,895 people, or 0.2% of the total NSLHD population.  

In contrast to the overall population of NSLHD, the older Aboriginal population is relatively small and the 

proportion of children is high. In contrast to the overall NSW Aboriginal population, there is a higher 

proportion of individuals aged 65 years and over in NSLHD, as illustrated in the following table. 

Table 5: NSLHD Number and Proportion of Aboriginal Persons by Age Group  

 HKHS NBHS NSRHS NSLHD NSW 

 No. % ATSI No. % ATSI No. % ATSI No. % ATSI No. % ATSI 

0-14 172 31.2% 200 27.5% 147 23.8% 519 27.4% 53103 38.4% 

15-44 256 46.5% 357 49.2% 323 52.3% 936 49.4% 60326 43.7% 

45-64 85 15.4% 124 17.1% 112 18.1% 321 16.9% 19,885 14.4% 

65 + 38 6.9% 45 6.2% 36 5.8% 119 6.3% 4,871 3.5% 

ATSI popn 551 100% 726 100% 618 100% 1895 100% 138,185 100% 

2006 popn 261,911 

0.2% 

235,021 

0.3% 

302,948 

0.2% 

799,880 

0.2% 

6,816,087 

2.0% % total  

Source: 2006 Census of Population and Housing, Commonwealth of Australia 2007 

4.3.3 Department of Veterans’ Affairs Gold Card Holders 

Repatriation health cards are issued by the Department of Veterans’ Affairs (DVA) to veterans and dependant 

spouses, who are eligible under either the Veterans’ Entitlements Act 1986, or the Military Rehabilitation and 

Compensation Act 2004, for medical treatment without any expense to the veteran. 

The majority of Gold Card Holders are veterans of World War II and are therefore 80 years of age and older. 

Just under one third of the population aged 80 years and older are Gold Card Holders, with the highest 

number residing in Northern Beaches followed by North Shore Ryde. It is expected that over the next ten 

years, a larger proportion of Gold Card Holders will no longer be alive as they move into the 90 years and 

older age bracket. At the same time the number of people moving into the 80 years and older age bracket will 

increase substantially. The two simultaneous impacts will be a loss of revenue, and return to the public health 

system for a range of services, and an increase in demand due to the ageing of the population.  

In 2011, there were an estimated 9,558 people entitled to Gold Cards from the DVA living in NSLHD. This is 

expected to decrease by 60% by 2016 to 6,473 people. This reduction may impact significantly on the 

proportion of the population requiring public health services. 

Table 6: DVA Gold Card Holders (2011) by Health Service and Age Group 

  Under 65 65-69 70-74 75-79 80-84 85+ 
Total DVA 
Gold cards 

HKHS Number 106 57 76 143 502 2,117 3,000 

% of Population 0.05% 0.48% 0.84% 1.96% 7.78% 27.60% 1.09% 

NBHS Number 154 103 84 176 583 2,300 3,400 

% of Population 0.07% 0.96% 1.02% 2.79% 10.51% 35.34% 1.38% 

NSRHS Number 103 79 84 157 521 2,213 3,158 

% of Population 0.04% 0.63% 0.87% 2.03% 7.66% 27.77% 0.99% 

NSLHD Number 363 239 243 476 1,607 6,629 9,558 

  % of Population 0.05% 0.68% 0.91% 2.23% 8.54% 29.93% 1.14% 

Source: Department of Veteran’s Affairs, Commonwealth Department of Health and Ageing, NSW Health Population Projection Series 1.2009, 
Department of Planning & Statewide Services Development Branch, NSW Health (March 2009).  

4.3.4 Socioeconomic Status 

The relationship between social disadvantage and higher demand for health services is widely recognised, and 

has been detailed in the NSW Health and Equity Statement: In all Fairness, 2004.  

Socio-economic conditions can be measured and compared using the Socio-Economic Index for Areas (SEIFA), 

developed by the Australian Bureau of Statistics (ABS). The SEIFA is comprised of a suite of four summary 

measures created from census information: 

 Index of Relative Socio-economic Advantage and Disadvantage (IRSAD) 
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Hornsby  -
North

Hornsby  -
South

Ku-ring-gaiRydeLane CoveWilloughby
North

Sydney
Hunters HillMosmanManlyWarringahPittwater

Advantage and Disadvantage (IRSAD) 1,1471,1401,2071,0971,1731,1671,1841,1581,1981,1701,1261,149

Disadvantage (IRSD) 1,1091,0931,1431,0541,1171,1001,1141,0991,1301,1081,0841,107

Economic Resources  (IER) 1,1431,0921,1781,0461,1081,0981,0731,1131,1281,1081,1081,136

Education & Occupation  (IEO) 1,1051,1411,1941,1041,1881,1761,2171,1611,2131,1731,0871,108

1,000

1,050

1,100

1,150

1,200

1,250

SEIFA Indices of Disadvantage - Northern Sydney LGAs
(1,000 = mean for Australia)

 Index of Relative Socio-economic Disadvantage (IRSD) 

 Index of Economic Resources (IER) 

 Index of Education and Occupation (IEO). 

The SEIFA quantifies the relative level of advantage/disadvantage within a specific area of Australia, where the 

average score is 1000. Using these measures, most of NSLHD is relatively advantaged; however, there are 

small pockets that may be classified as disadvantaged. In comparison to NSW LGAs, NSLHD LGAs score 

above 1,000 for all four measures. This means that residents of NSLHD LGA: 

 are relatively advantaged (Index of Relative Socio-Economic Advantage and Disadvantage) 

 have a relative lack of disadvantage (Index of Relative Socio-Economic Disadvantage) 

 are more likely to own their home and have a higher income rather than be in a low income 

household or pay low rent (Index of Economic Resources) 

 are more likely to have higher education qualifications or are employed in highly skilled occupations 

(Index of Education and Occupation).  

 
Figure 3: SEIFA Northern Sydney LGAs 2006 

Source: 2006 Census of Population and Housing, Commonwealth of Australia 2007 

4.3.5 Public housing 

Public housing rates are highest in North Shore Ryde (2.3%), followed by Northern Beaches (1.3%) and 

Hornsby Ku-ring-gai (0.8%) Health Services. Public housing rates are lower in NSLHD in comparison to NSW 

overall. Public housing in NSRHS is located in North Sydney, Mosman, Kirribilli, Lane Cove, Artarmon, and 

Ryde.  

Table 7: Dwellings rented from the Department of Housing within NSLHD, 2006 

Type of Tenure HKHS NSRHS NBHS NSLHD NSW 

Rented from Department of Housing 650 2,785 1,137 4,572 109,494 

Total Dwellings 86,196 121,303 85,719 293,218 2,470,452 

% Department of Housing 0.8% 2.3% 1.3% 1.6% 4.4% 

Source: 2006 Census of Population and Housing, Commonwealth of Australia 2007 
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4.3.6 Private Health Insurance 

Levels of private health insurance influence the ability of the population to access private sector health services 

(note that private health insurance rates below State level are unavailable beyond 2001). 

Table 8: Indicative Levels of Private Health Insurance 2001 

 Number 2001 Total population % with Private Health Insurance 

HKHS 189,831 247,343 76.7% 

NBHS 142,149 219,231 64.8% 

NSRHS 183,628 280,983 65.4% 

NSLHD 515,608 747,557 69.0% 

NSW 3,062,382 6,346,924 48.2% 

Source: 2006 Census of Population and Housing, Commonwealth of Australia 2007 

Within NSLHD insurance levels are highest in Hornsby Ku-ring-gai (76.7%), followed by North Shore Ryde 

(65.4%) and Northern Beaches (64.7%) Health Services. All parts of NSLHD were significantly higher than the 

NSW average in 2001. 

4.3.7 Health-Related Behaviours 

Health-related behaviours play a role in the development of many health conditions that account for a large 

amount of morbidity and mortality, including cardiovascular and respiratory disease, diabetes, and some 

cancers. Smoking, alcohol abuse, obesity, and physical inactivity have all been identified as negative effects on 

overall health status. The measures for the number of health risk factors are provided by the NSW Population 

Health Survey. The most recent survey was conducted in 2007. 

The percentage of individuals in Hornsby Ku-ring-gai, Northern Beaches and North Shore Ryde Health 

Services that are overweight or obese is significantly lower that the NSW average. 

Levels of physical activity, smoking and risk alcohol drinking reached by residents of NSLHD are not 

significantly different from the NSW average. 

Table 9: Risk Factors: selected indicators for NSLHD and NSW population 2001-2006 

   
Over-weight and 

Obesity 

Recommended 

Physical Activity 

Daily or occasional 

Smoking 

Risk Alcohol 

Drinking 
HKHS Estimated No. 83,473 114,857 20,645 62,346 

 Percentage 40.3% (-) 50.0% 10.0% 30.1% 

NBHS Estimated No.  75,880 111,830 27,797 74,958 

 Percentage 40.3% (-) 53.7% 14.8% 39.8% 

NSRHS Estimated No.  95,521 147,056 31,367 73,166 

 Percentage 37.7% (-) 52.9% 12.4% 28.8% 

NSW Estimated No.  2,689,478 2,863,247 1,012,201 1,742,276 

  Percentage 50.1% 53.4% 18.9% 32.5% 

Sources: Centre for Epidemiology and Research (2008) 2007 and 2005 New South Wales Population Health Survey: Report on Adult Health. Sydney: 

NSW Department of Health) A negative sign in brackets (-) indicates that the value is significantly lower than the NSW average (p≤0.05). Remaining 
values are not significantly different to NSW values. 

4.3.8 Mortality and Burden of Disease 

The crude number and percentage of deaths for Hornsby Ku-ring-gai, Northern Beaches and North Shore 

Ryde Health Services are similar. When adjusted for age and population, the death rates for Hornsby Ku-ring-

gai, Northern Beaches and North Shore Ryde Health Services are significantly below NSW rates.  

Potentially avoidable deaths under the age of 75 years are deaths that could have been potentially avoided 

through primary (lifestyle modification), secondary (early detection), and tertiary (prolong life) activities of 

health and related sectors. Age-adjusted potentially avoidable death rates for Hornsby Ku-ring-gai, Northern 

Beaches and North Shore Ryde Health Services are significantly below the rate for NSW.  

The age-adjusted separation rate provides a measure of hospital admissions relative to the NSW average. In 

Hornsby Ku-ring-gai, females were admitted to acute care at a significantly higher rate than the NSW average. 

Age-adjusted separation rates on the Northern Beaches for both males and females are also significantly higher 

than the NSW average.  
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Table 10: Selected Indicators - Burden of Disease 

 

Deaths Age adjusted death rate 

per 100,000 population 
(2002-2006) 

Age adjusted Potentially 

Avoidable Death rate 
(under 75 years) 

Age adjusted separation 

rate (2006-07 Fin year) 

 No per year % per year Males Females Males Females Males Females 

HKHS 1,767 21% 605.7(-) 447.3(-) 130.8(-) 80.5(-) 33,520 36,147(+) 

NBHS 1,700 21% 683.1(-) 470.6(-) 157.1(-) 92.3(-) 34,900(+) 35,995(+) 

NSRHS 1,947 24% 625.4(-) 455.1(-) 150.1(-) 92.9(-) 31,878(-) 31,991(-) 

NSW - - 777 516 221 123 33,821 34,787 

Source: NSW Department of Health: Report of the Chief Health Officer 2006 a positive sign in brackets (+) indicates that the value is significantly 
higher than the NSW average (p≤0.05). A negative sign in brackets (-) indicates that the value is significantly lower than the NSW average (p≤0.05). 
Remaining values are not significantly different to NSW values.  

The Standardised Mortality Ratio (SMR) table below provides a measure of observed deaths to expected 

deaths in NSLHD health services compared to NSW, for deaths due to cancer, accidents, cerebrovascular 

accidents (CVA), heart disease, and respiratory failure.  

For all causes of death and causes of death specific to cancer, accidents, heart disease, and respiratory care, 

North Sydney health services are either not significantly different or significantly below the NSW average. For 

causes of death related to CVA, all health services are significantly above the NSW average.  

Table 11: Standardised Mortality Ratios by LGA within NSLHD for Deaths 2002-2006 

 All Causes Cancer Accidents CVA Heart Disease Respiratory 

HKHS 85.4 86.9(-) 65.8(-) 117.2(+) 85.4(-) 90.7(-) 

NBHS 91.1 96.7 86.8(-) 112.3(+) 94.6(-) 95.1 

NSRHS 96.4 100.2 87.1(-) 125.2(+) 100.0 107.0 

NSW 100 100 100 100 100 100 

Source: NSW Department of Health: HOIST. A positive sign in brackets (+) indicates that the value is significantly higher than the NSW average 
(p≤0.05). A negative sign in brackets (-) indicates that the value is significantly lower than the NSW average (p≤0.05). Remaining values are not 

significantly different to NSW values.  
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5 NSLHD ORGANISATIONS AND SERVICES 

5.1 Organisational Structure and Functions 

NSLHD is responsible and accountable for managing all aspects of public health service delivery for the 

Northern Sydney District under a service agreement between the NSW Ministry of Health as purchaser and 

system manager/regulator and the LHD Board as provider. The LHD Board determines and manages a 

performance agreement with the Chief Executive.  

An executive team of six directors reports to the Chief Executive and consults with the Clinical Council, and 

Peak Community Participation Council (PCPC). This team includes Directors of Finance, Operations, Nursing 

& Midwifery, Clinical Governance, Corporate Communications, and Internal Audit.  

NSLHD has adopted a geographic model that ensures maximum operational service integration at a health 

service level for acute, subacute, ambulatory, and community services. This is articulated by the District’s three 

geographic Health Services - Hornsby Ku-Ring-Gai, North Shore Ryde, and Northern Beaches. Administration 

of Hornsby Ku-Ring-Gai and Northern Beaches is now integrated under a single management structure. 

Each local health service has a general manager, supported by an executive team that includes clinical divisions. 

The local service is responsible for care delivery, care outcomes, and financial management.  

Operational responsibilities require health services to: 

 strive for the effective, efficient and high quality delivery of clinical services, education, and research 

 manage clinical and resource decisions in tandem with knowledge and authority 

 encourage collaboration between clinical leaders and managers. 

As a general principle, clinical services budgets and related operational staff working within NSLHD are 

devolved to, and managed by, the three Health Services. The following services, which have broader 

geographical accountabilities, are exceptions to the governance framework: 

 Northern Sydney Home Nursing Service 

 Northern Sydney Mental Health and Drug & Alcohol Service 

 Northern Sydney Oral Health Services. 

Two affiliated organisations are also associated with, and receive funding through, the Local Health District. 

These affiliated organisations are administered by Chief Executives who are responsible to their respective 

Boards.  These services include: 

 Royal Rehabilitation Centre Sydney 

 Hammondcare Health and Hospitals, which has the following facilities: 

o Greenwich Hospital 

o Neringah Hospital. 

Tresillian operates a third schedule service within NSLHD but is administered and funded separately through 

Sydney LHD. 

Table 12 outlines the facilities and services in each local health service.                                 .
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Table 12: Summary of the facilities and services in each health service 

Characteristic 
Hornsby Ku-ring-gai Health 

Service 
Northern Beaches Health Service North Shore Ryde Health Service 

 Hornsby Manly Mona Vale RNSH Ryde 
Nominal catchment 

(LGAs) Hornsby and Ku-ring-gai  

 Manly and part of Warringah 
Pittwater and part of 
Warringah 

North Sydney, Lane Cove, 

Mosman and Willoughby 
Tertiary referral for NSLHD and 
NSW (statewide services) 

Ryde and Hunters Hill 

Major community health 

centres and other 
facilities 

Hillview (Turramurra), Pennant Hills, 
Galston, Berowra, Brooklyn, 

Wisemans Ferry 

Queenscliff, Dalwood (Seaforth), 
Frenchs Forest 

Mona Vale 
St Leonards, Chatswood, 
Cremorne 

Subacute services at Greenwich 

Top Ryde. 

Subacute services at RRCS 
Mental health services at 
Macquarie (North Ryde) 

Average role delineation 

(med/surg) 
4 4 4 6 3 

Average available beds 

(2011) 
255 174 146 634 125 

Activity 2010/11      

 Paediatric separations 1,676 26 1,937 2,998 16 

 Adult med/surg seps 9,727 8,220 8,023 28,957 9,000 

 Confinements 1,288 1,282 2 2,441 110 

 Sub/nonacute seps 487 139 801 1,439 324 

 Adult med/surg bed days 41,849 29,922 33,403 154,195 39,752 

 ED presentations 31,098 22,267 27,235 58,514 24,853 

      
Recent redevelopments 

Maternity, paediatric and emergency 

building, mental health ICU, operating 
theatres roof, MAU. 

Numerous upgrades, including 
ICU and PECC.  

Inpatient rehabilitation 
transferred to Mona Vale. 

Upgrade of emergency, 

transfer of maternity back to 
MV. 

Kolling research building, 
community health building. 

New CHC in Chatswood. Acute 
Services Building opens 2012. 

Upgrade of operating theatres, 

aged care ambulatory centre. 

Planned redevelopments Mental health facilities (acute, 
CAMHS). PDP underway for stage 1 

of campus redevelopment, with focus 
on theatres and inpatient 
accommodation. 

Northern Beaches Health 
Service redevelopment, including 
community health facilities in 

Manly catchment. 

Northern Beaches Health 
Service redevelopment, 

including masterplan for 
MVH. Additional 
rehabilitation beds. 

RNSH Clinical Services Building. 

Graythwaite rehabilitation centre 

to open in 2013 with up to 64 
beds. 

Issues and challenges 
Poor acute infrastructure to be 
addressed by redevelopment. 

Low critical mass, poor location, 
old buildings. 

Low critical mass, buildings 
affected by concrete cancer. 

 

Low critical mass, role unclearly 
defined. Will need to be 
complementary with future 

rehabilitation services. 
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5.2 Hospital infrastructure and redevelopments  

Many of the recommendations for the individual clinical services are dependent on the redevelopment of 

RNSH, the construction of the future Northern Beaches Hospital, and new facilities at Hornsby Ku-Ring-gai 

Hospital within the timeframe of this Plan. 

The development of the future Northern Beaches Hospital near the population centre and provision of a 

greater range of clinical services at role delineation level 5 will reduce the need for the population to travel 

outside the Northern Beaches for non-tertiary health services.  

One of the impediments to implementing wide scale changes within the District to date has been the ageing 

infrastructure. The out-dated and dysfunctional physical facilities, particularly in the Northern Sydney region, 

affect efficiency, and amenity for patients, clients, staff, and other users. Due to their age and condition many of 

the facilities do not lend themselves to modern patient care practices, and have been a barrier to effectively 

implementing new service models to optimise the quality and efficiency of the care provided. 

Other factors that will influence the implementation of the recommendations are the future roles and services 

provided by the affiliated health services of Hammondcare Health and Hospitals, and the Royal Rehabilitation 

Centre Sydney, as well as further developments within the private sector. 

The following capital projects have been completed, or planning has commenced, since 2008.  

Table 13: Major Capital Projects 

Local Capital Works Location Status 

PFP Cyclical Maintenance NSR Annual 

Dalwood Heritage Repairs NB Completed 

Hornsby Theatre Roof  HK Completed 

RIS/PACS NB/HK Completed 

Medical Imaging Implementation NB/HK Due 2012 

Mona Vale Façade NB Completed March 2012 

Medical Air Compressors NB Complete 

Manly PECC NB Complete 

RNSH Bone marrow Transplant Ward and Equipment NSR Complete 

COAG Elective Surgery - Hornsby MAU HK Completed January 2012 

COAG Elective Surgery - Surgical Equipment LHD Complete 

COAG Emergency Equipment LHD Complete 

Mona Vale Maternity Refurbishment NB Completed July 2012 

Ryde Aged and Surgical Wards NSR Planning 

Ryde Operating Theatres NSR Planning 

Health Infrastructure   

Graythwaite Rehabilitation Centre NSR Commenced 

Hornsby Mental Health HK Commenced 

RNSH Community Health Centre NSR Complete 

RNSH Acute Services Building NSR Due 2012 

RNSH Clinical Services Building NSR Planning 

Hornsby Stage 1 Redevelopment HK Planning 

Northern Beaches Redevelopment NB Planning 

Mona Vale Rehabilitation NB Planning 

Source: NSLHD HSPU 2012 
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5.3 Acute Hospital Services – Structure and Function 

5.3.1 Acute Hospital Summary 

Table 14: Designated bed types (average available 2010/11) in NSLHD acute hospitals 

 Hornsby Manly Mona Vale RNSH Ryde NSLHD 

Paediatric 12 - 20 19 - 51 

Maternity 16 20 - 32 - 68 

Nursery 16 20 - 24 - 60 

Special Care Nursery 6 5 - 11 - 22 

NICU - - - 14 -  

EMU 14 10 - 8 4 36 

Medical/Surgical  102 81 86 423 115 807 

ICU/HDU  13 8 5 41 6 73 

Renal Dialysis - - 5 20 - 25 

Rehabilitation 36 - 30 - - 66 

Adult Mental Health  19 20 - 23 - 62 

PECC 4 - - 4 - 8 

Aged Mental Health 5 10 - - - 15 

MHICU 12 - - - - 12 

Drug & Alcohol - - - 15 - 15 

Total Beds 255 174 146 634 125 1,334 

Source: Area Performance Unit 2010-11 * Note Macquarie Hospital (199 beds) and Community Residential Care places at Warrina (7) and Digby 

House (19) not included in this table 

5.3.2 Acute Care Substitution 

Increasingly, a wide range of care is delivered by health care professionals in the patient’s home. This care 

includes acute and postacute care provided by services such as the Acute/Postacute Care Program (APAC) 

and Northern Sydney Home Nursing Services (NSHNS). Mental health services also provide crisis care and 

ongoing treatment and monitoring at home to clients with acute mental health needs. 

The APAC service operates in the five acute hospitals and provides care equivalent to over 80 inpatient beds. 

This service has expanded to receive direct referrals (for a cohort of diagnosis) from General Practitioners and 

Residential Aged Care Facilities as a hospital avoidance strategy. From the financial year 2009/10 to 2010/11, 

the total number of admissions increased by 24%. 

This short term, acute substitution multidisciplinary model of care, provides a rapid response service delivering 

treatments such as intravenous medications and post-surgical wound management. The top five diagnoses in 

2010/11 were for cellulitis, breast cancer, chronic obstructive pulmonary disease, deep vein thrombosis, and 

cardiac arrhythmia.  

5.3.3 Subacute Services 

Subacute services provided in NSLHD include rehabilitation, maintenance care, aged care, nonacute mental 

health care, and palliative care. Current best practice for aged care and rehabilitation and nonacute mental 

health inpatient services favour the collocation of beds with acute facilities, although in separate units. 

Currently, subacute beds and nonacute mental health beds are collocated with acute beds at Hornsby and 

Mona Vale hospitals. Subacute care is provided for RNSH at Greenwich Hospital, and for Ryde through the 

Dixon Unit at Royal Rehabilitation Centre Sydney (RRCS). These services will move to the Graythwaite 

Rehabilitation Unit at Ryde Hospital when it opens in 2013. 

5.3.4 Ambulatory Services 

Ambulatory or outpatient services refer to hospital services provided in non-inpatient settings. These services 

have expanded over time to include a wide range of activities, including: 

 specialist medical clinics, often referred to as outpatient clinics 

 multidisciplinary clinics – for assessment, planning and monitoring of the progress of patients with 

complex medical conditions 

 diagnostic services – provided to both inpatients and outpatients 

 treatment services – radiotherapy, chemotherapy and other intravenous therapies, and renal dialysis 

 patient education services. 
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5.4 Population, Primary and Community Health Services 

Other non-inpatient services are provided from community-based services. These have been addressed in 

detail in the Primary and Community Health section of this plan. 

The major community health services of NSLHD are: 

 Aboriginal Health 

 Aged Care and Rehabilitation 

 Child and Family Health 

 Child Protection and Domestic Violence 

 Community Nursing 

 Acute/Postacute Care  

 Mental Health 

 Drug and Alcohol 

 Multicultural Health 

 Oral Health 

 Palliative Care 

 Sexual Assault 

 HIV and Related Programs 

 Chronic Disease Management 

 Men’s Health 

 Women’s Health 

 BreastScreen 

 Health Promotion 

In addition there are components of other allied health services, such as nutrition, which have small clinical 

programs with a community health focus. 

Under the Health Services Act 1997, LHDs have a primary purpose to promote, protect and maintain the health 

of the community. In meeting this objective, NSLHD has specific functions to investigate and assess the health 

needs in its District, plan future health services, and establish and maintain an appropriate balance in the 

provision and use of resources for health protection, health promotion and treatment services.  

A population health approach is a universal approach to health improvement, protection and maintenance. 

Interventions are evidence-based, and range from whole population programs through to services that target 

specific sub-populations. 

The aim of population health interventions are to improve the overall health and wellbeing of the community, 

identify and address underlying conditions that affect health, and respond to special needs of groups whose 

health is poorer. 

There are some significant challenges to promoting and maintaining the health of the population residing in the 

NSLHD that have already been noted above. These will be addressed in more detail in the forthcoming 

Population Health Plan. Key factors to be addressed include: 

 Significant socio-economic differences between LGAs of the LHD and diversity of the population. 

 About 20% of the population smoke, about 50% is physically inactive, and 40 – 60% is overweight or 

obese. These factors have major implications for service delivery, particularly with the increasing rates 

of both childhood and adult obesity. The prevalence of diabetes in our population has increased over 

the last ten years from about 4% to nearly 8%, with a further 16% having pre-diabetic conditions. 

 Hospital admissions attributable to smoking show relatively lower levels in some LGAs (Ku-ring-gai, 

Willoughby, North Sydney – standardised incidence ratio 61 to 64), and some LGAs still below the 

state average of 100 (Manly 84, Warringah 87).  

5.4.1 Aboriginal Health 

The key responsibility of the Aboriginal Health Service is to liaise and provide advice on matters relating to 

improving the health and wellbeing of the Aboriginal community within the jurisdiction of NSLHD. 

This includes representing NSLHD on statewide committees, providing leadership and guidance within the 

LHD, and advocating for better health outcomes through the implementation of policies and local strategic 

health plans. 
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The Aboriginal Health Service is located on the RNSH campus and provides a 48-hour follow-up service for 

those patients that have chronic disease, along with a strong focus on Aboriginal recruitment and career 

development opportunities for existing staff.  

Some services directly offered to Aboriginal patients, carers, and the community at large include:  

 Advocacy and support for patients and their families 

 Supporting community initiatives addressing Aboriginal health in Collaboration with other health care 

providers and provide primary health care to Aboriginal communities 

 Improving the health outcomes of Aboriginal people with or at risk of Cardiovascular disease through 

improved access and coordination of services and improved quality of care. 

In coordination with the District Mental Health Service, the Aboriginal Health Service provides education to 

Aboriginal communities and cultural awareness training for professionals, and assists in the implementation of 

the NSW Aboriginal Mental Health Policy. 

In addition, the NSLHD is committed to the Sydney Metropolitan Local Aboriginal Health Partnership 

Agreement, between the Aboriginal Medical Service Cooperative Limited located in Redfern, and both South 

Eastern Sydney, and Sydney Local Health Districts. The purpose of this unique Agreement is to collaborate 

with Aboriginal communities, articulate and advocate the health needs of Aboriginal people and ensure 

NSLHD identify and overcome the obstacles to achieve better health outcomes for Aboriginal people. 

5.4.2 Multicultural Health Services  

The Multicultural Health Service supports health staff, government, and community services to provide 

culturally and linguistically responsive services across the LHD. 

Services to health care providers include:  

 Interpreter services 

 Services and program development – working with health care providers to make services more 

accessible to and inclusive of the culturally diverse community  

 Education and training 

 Multicultural Policies and Services Program (MPSP) 

 Northern Sydney multicultural access project for services delivered under the Home and Community 

Care (HACC) program 

 Health Check-Up Program for newly arrived refugees and humanitarian entrants 

 Multilingual resource and development 

 Participation in research programs. 

Services to the community include:  

 Information and referral 

 Community development 

 Community participation programs. 

5.4.3 Public Health Services 

The Public Health Unit covering NSLHD is located at Hornsby Ku-ring-gai Hospital and provides health 

protection services for the NSLHD. The office protects the health of the people living in the District by: 

 infectious disease surveillance and control in the community and responding to notifiable diseases 

 providing immunisation services including delivering the school based program 

 providing environmental health services 

 providing a Public Health emergency management response 

 promoting a population health approach to service delivery. 

This work is carried out in partnership with other district services such as health promotion, child health, 

infection control, and with external groups such as Medicare locals, local government, schools, pre-schools, 

and aged care facilities. 

5.4.4 Health Promotion 

Health Promotion engages the community in changing personal, organisational and social behaviour to prevent 

ill health before it occurs. The work of health promotion is usually proactive (rather than reactive), and is 

focused on populations rather than individuals. 
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Investments in projects made by health promotion are multiplied by engaging and working closely with key 

organisations to address health issues. Current projects address tobacco control, falls prevention and obesity 

as well as other chronic disease, injury prevention, and emotional and social health issues. 

5.5 Affiliated Health Organisations 

5.5.1 Royal Rehabilitation Centre Sydney 

RRCS is classified as an affiliated health organisation under the Health Services Act 1997. RRCS is a 68 bed 

centre offering specialist rehabilitation programs for adults with disabilities arising from spinal cord injury, 

occupational injury, orthopaedic injury and illness, traumatic brain injury and neurological loss, age related 

illness and disease, burns, and multi-trauma. 

These programs are also offered through outreach programs run by the Spinal Outreach Service and the Brain 

Injury Community Rehabilitation team. A home-based rehabilitation team offers services to clients in their own 

homes. 

The catchment for the Brain Injury Rehabilitation service at RRCS includes Northern Sydney (NS) and Central 

Coast (CC) LHDs, and parts of Sydney, South Eastern Sydney, Hunter New England, and North Coast LHDs. 

Additionally, patients from LHDs in Northern NSW are referred to this service.  

The Centre also provides community and residential services for people with significant disabilities through the 

Extended Care Service, and personal care services in private homes through a Community Integration 

Program.  

5.5.2 Hammondcare Health and Hospitals 

Hammondcare Health and Hospitals is classified as an affiliated health organisation under the Health Services Act 

1997. Its four core service specialities are palliative care, aged care and rehabilitation, aged care psychiatry, and 

community and aged services, operating from:  

 Greenwich Hospital 

 Neringah Hospital, Wahroonga 

 Northern Beaches Palliative Care Service 

 Community and Aged Services, based at Greenwich. 

Greenwich Hospital 

Greenwich Hospital provides a range of palliative care services, rehabilitation services, respite care and aged 

care mental health services to residents of Northern Sydney. 

Palliative care services are provided on an inpatient, outpatient and community basis to residents of Mosman, 

Willoughby, North Sydney, Lane Cove, Ryde and Hunters Hill. Inpatient services are also provided to Manly 

residents. The community palliative care service provides continuity of care and works with hospitals to 

provide consultation and liaison with specialists and the Northern Sydney Home Nursing Service (NSHNS). 

Rehabilitation services operate in close association with the aged care and rehabilitation services of RNSH and 

community health services. The Home-based Rehabilitation Unit’s referral base includes Sydney, Ryde, St 

Vincent’s, Manly and Mona Vale hospitals as well as Greenwich and RNSH. 

Riverglen is an acute psychogeriatric assessment facility with a number of gazetted beds. It provides mental 

health care for older people from within the District. 

Neringah Hospital 

Neringah Hospital provides specialist inpatient and outpatient/community palliative care services to the 

community of Northern Sydney, particularly those residing within the Hornsby and Ku-ring-gai LGAs. 

Inpatient palliative care services are also provided to residents of Manly, Pittwater and Warringah. Referrals 

are accepted for clients from other geographical areas who are receiving radiotherapy treatment within 

Northern Sydney, and for clients from other areas where suitable services are not available. 

Northern Beaches Palliative Care Service 

Northern Beaches Palliative Care Service has an interdisciplinary team working in consultation with GPs and 

NSHNS and cares for those who live Manly, Warringah, and Pittwater LGAs. 
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5.6 Other Service Providers 

5.6.1 Private Hospitals and Day Procedure Services 

The provision of private sector facilities varies across the LHD. NSLHD has the highest concentration of 

private health facilities in NSW (1,715 beds in 20 private hospitals and 18 day procedure centres). 

Details of private facilities by location are provided below. 

Table 15: Private Hospitals and Day Procedure Centres at 27 March 2012 

Facility Name Beds*  Facility Name Beds* 

North Shore Ryde   Hornsby Ku-Ring-Gai  

North Shore Private Hospital 257  Sydney Adventist Hospital 352 

Mater Sydney 208  Lady Davidson Private Hospital 120 

Macquarie University Hospital 144  Mt Wilga Private Hospital** 80 

Northside Clinic 93  Dalcross Adventist Hospital 51 

Mosman Private Hospital 49  The Hornsby Sleep Disorder and Diagnostic Centre 8 

Hunters Hill Private Hospital 47  The SAN Day Surgery 4 

Hirondelle Private Hospital 42  Lindfield Dialysis Clinic - 

Castlecrag Private Hospital 40  Perfect Vision Eye Surgery - 

Longueville Private Hospital 39  Pennant Hills Day Endoscopy Centre - 

Northside Cremorne Clinic 36  HK Total 615 

Mater Cancer Centre -    

Ophthalmic Surgery Centre (North Shore) -    

Carswell Day Surgery Clinic -  Northern Beaches  

Epping Surgery Centre -  Delmar Private Hospital 52 

Crows Nest Day Surgery -  Manly Waters Private Hospital 50 

Oral Surgery Day Centre -  South Pacific Private Hospital 37 

Sydney ENT & Facial Day Surgery Centre -  Peninsula Sleep Laboratory 6 

Vision Eye Institute, Chatswood -  Pittwater Day Surgery - 

Vista Laser Eye Clinics NSW -  Warringah Mall Day Surgery - 

North Shore Specialist Day Surgery -  Dee Why Endoscopy Unit - 

Genesis Cancer Care -  Northern Cancer Institute - Frenchs Forest - 

NSR Total 955  NB Total 145 

Total NSLHD 1715     

Source: NSW Ministry of Health, Private Hospitals Branch Notes: * Day Procedure Centres operate without licenced beds; ** Soon to be 100+ beds 

5.6.2 Non-Government Organisations  

Non-Government organisations (NGOs) perform a valuable role in the delivery of health services to the 

community in partnership with government agencies. They make major contributions to people’s health and 

wellbeing by maximising access, building community capacity and identifying health needs particularly for those 

individuals who would not otherwise access mainstream services. In 2010/11, total funding of $7.96 million was 

provided via NSLHD under the NGO Grant Program to 26 NGOs. 

Table 16: Non-Government Organisations 

Non-Government Organisations  

- Asthma Foundation NSW - Manly Warringah Pittwater Community Aid 

- Alzheimer’s Australia NSW - ME/Chronic Fatigue Syndrome Society of NSW 

- Association of Drug Referral Centres Ltd  - Motor Neurone Disease Association of NSW 

- Burdekin Association - New Horizons Enterprises 

- CatholicCare Sydney - Holyoake Programs - Neurofibromatosis Association of NSW 

- Centacare Catholic Family Services – Manly Warringah 
Youth Support Service 

- Pregnancy Help Manly Warringah Inc. 

- Centre for Disability Studies - Royal Far West Children’s Health Scheme 

- Cerebral Palsy Alliance - Ryde Hunters Hill Community Transport Association Inc. 

- Coeliac Society of NSW Inc. - Schizophrenia Fellowship of NSW Inc. 

- Cystic Fibrosis NSW - Schizophrenia Fellowship of NSW Inc. – Pioneer Clubhouse 

- Hornsby Ku-ring-gai Community Aged and Disabled 
Transport Service 

- Stroke Recovery Association of NSW 

- Kedesh Rehabilitation Service - Sydney Adventist Hospital – Cancer Care Centre 

- Lupus Association of NSW Inc. - Youthsafe 
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These NGOs provide a broad range of services addressing mental health issues, information and support for 

specific conditions or illnesses, drug and alcohol services, supported accommodation for people with mental 

illness and HIV/AIDS, and a dental service. 

5.6.3 General Practitioners 

General Practitioners are at the centre of primary health care delivery. The Commonwealth Department of 

Health recommends a ratio of one full time workload equivalent (FWE) General Practitioner to 1,000 – 1,200 

population. 

The following table provides information on the number of places and estimated numbers of GPs by FWE data 

from the former Australian Divisions of General Practice. The divisions of general practice borders were a 

reasonable approximation of NSLHD health services, with the exception of Northern Sydney, Hornsby Ku-

ring-gai and Ryde. It should be noted that the information is indicative, as only GPs who are members of the 

Division are included. The Divisions of General Practice have been wound up as part of the National Health 

Reforms and are being replaced by Medicare Locals.  

Table 17: General Practice information of former Divisions of General Practice in NSLHD 

 
Northern Sydney GP Network Northside* Manly Warringah 

Population 2010 232,175 433,577 236,141 

Estimated number of Indigenous persons 285 1,008 684 

Population aged over 65 years 30,900 62,118 34,532 

Total number of practices 78 155 69 

Solo practices 18 56 20 

Estimated number of practising GPs 356 543 243 

Number of female GPs 209 289 112 

FWE GPs as at 30/06/10 222 397 180 

Estimated number of GPs: population 2010 ratio 652 798 972 

FWE GP: population 2010 ratio 1,043 1,092 1,314 

Source: Primary Health Care Research and Information Service (PHC-RIS) http://www.phcris.org.au/products/asd/keycharacteristic/index.php, April 
2012. Notes: * Includes parts of Parramatta and Baulkham Hills LGAs 

5.6.4 Medicare Locals 

Medicare Locals are a network of primary health care organisations established by the Commonwealth 

Government as part of the National Health Reforms with the aim of coordinating and improving primary 

health care delivery within local communities. The organisations will support local primary care providers, such 

as GPs, practice nurses and allied health providers, to adopt and meet quality standards and to identify and 

address local health care needs and service gaps. They will plan and support local after-hours face-to-face GP 

services and work with Local Health Districts to ensure primary health care services and hospitals work well 

together for their patients. By the end of 2012 two Medicare Locals will be operating within the boundaries of 

NSLHD, Northern Sydney and North Shore & Northern Beaches Medicare Locals. 

5.6.5 Community and Residential aged care services 

Community care packages are individually planned and coordinated packages of care that assist frail older 

Australians to remain living in their own home. There are currently four types of care: 

 Community Aged Care Packages (CACPs) provide a lower level of community care 

  Extended Aged Care at Home (EACH) packages provide high levels of support 

 Extended Aged Care at Home Dementia (EACHD) packages provide high levels of support tailored 

to the needs of older Australians with dementia. 

 Consumer Directed Care Packages which are innovative service models which allow care recipients 

and their carers to design and have control over the care and services they receive through selected 

community aged care providers. 

Commonwealth funded aged care places per health service as at June 2011 are shown in the table below. For 

community aged care packages (CACPs), providers are shown by the location of the service provider rather 

than by where the service is provided. In some instance services may be provided in neighbouring LHDs.  
  

http://www.phcris.org.au/products/asd/keycharacteristic/index.php
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Table 18: NSLHD Community Aged Care Packages and Residential Aged Care Services as at 30 June 2011 

Care Type HKHS NSRHS NBHS NSLHD Total 

Community Aged Care Packages (CACP) 451 699 774 1,924 

Extended Aged Care at Home (EACH) 102 73 72 247 

Extended Aged Care at Home Dementia (EACH-D) 44 37 45 126 

Innovative Pool – Consumer Directed Care (CDC) High Care - - 3 3 

Innovative Pool - CDC High Care Dementia - - 2 2 

Innovative Pool - CDC Low Care - - 8 8 

Total Community Care Places  597 809 904 2,310 

Residential - High Care Places 1,689 1,674 1,280 4,643 

Residential- Low Care Places 1,654 1,244 1,050 3,948 

Residential Low Care Places - Innovative Pool - 18 - 18 

Transition Care - 68 - 68 

Place ratios by care type:     

Estimated population 70+ 2011 30,423 32,194 26,531 89,148 

Community Care Places (includes CACP, EACH and EACH-D and CDC) 19.6 25.1 34.1 25.9 

Residential High Care Places 55.5 52.0 48.2 52.1 

Residential Low Care Places (includes innovative pool) 54.4 39.2 39.6 44.5 

Transition Care Places - 2.1 - 0.8 

Source: Commonwealth Department of Health and Ageing website. http://www.health.gov.au/internet/main/publishing.nsf/Content/ageing-
rescare-servlist-download.htm  (Places ratio* Places per 1,000 population over 70 years) 

 

http://www.health.gov.au/internet/main/publishing.nsf/Content/ageing-rescare-servlist-download.htm
http://www.health.gov.au/internet/main/publishing.nsf/Content/ageing-rescare-servlist-download.htm
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6 KEY ISSUES AND STRATEGIC RESPONSES 

Our health system has served our community well over many decades but it is straining to meet current 

needs. At present, it is not well designed to handle the rise of chronic and complex conditions, or to fill the 

growing need to provide individuals with access to information about their health and healthcare. The current 

health service configuration only partially fulfils people’s desire for health services to be close by and available 

when they need them. 

Existing buildings and institutions, together with historical patterns of practice, still influence many decisions 

made within the system. Connections between publicly funded, private and not-for-profit health services are 

limited. As a consequence we do not use these expensive resources as efficiently as possible. Better 

connections between all parts of the system would help maximise the benefits to be gained from available 

resources. 

Our health system is much more than public hospitals. The National Health Reforms present opportunities to 

further strengthen relations between the primary and secondary health sectors. The private sector is also part 

of the health system and includes private hospitals and private health providers such as general practitioners, 

medical specialists, nursing, dental, and allied health clinicians. Planning for our health system must recognise 

the role and capacity of private services so that we achieve the best possible system for all. 

Without change, our health system will not be able to meet our future needs. 

Our workforce is the heart of our health service and effective workforce planning and support for staff to 

develop their skills and acquire new competencies will be essential to meet our changing needs. 

The following section describes the key issues from the perspective of demand, supply and government policy, 

and identifies how these will be addressed through this plan. 

6.1 Government Policy Factors 

6.1.1 National Health Reform 

The newly constituted LHD has responsibility for determining how health services will be configured and 

delivered to maximise the health of the local population within the framework of the Service Agreement with 

NSW Health. NSLHD will be expected to meet key performance targets set by the National Reforms process 

including: 

 National Emergency Access Targets (NEAT) which require patients presenting to emergency 

departments to be treated and discharged or transferred to a ward within 4 hours. The details of the 

NEAT targets are included in Chapter 8.4: Critical Care. 

 National Elective Surgery Targets (NEST) which aim to increase the percentage of elective 

surgery patients seen so that 100 per cent of all Urgency Category patients waiting for surgery are 

seen within the clinically recommended time, and to reduce the number of patients who have waited 

longer than the clinically recommended time (long waits). The details of the NEST targets are 

included in Chapter 8.9: Surgery and Anaesthesia. 

The LHD will need to be proactive and implement a number of strategies to improve access to care and meet 

the access standards set by the National Health Reforms. The Expert Panel which advised the Council of 

Australian Governments (COAG) on these standards identified a number of strategies to achieve these targets 

including:  

 commitment across the health and hospital system to a whole of system reform 

 partnership between hospital executives and clinicians to achieve sustainable change 

 clinical engagement and clinical leadership to meet the targets 

 clinical redesign with a whole-of-hospital approach which improves the system’s capacity ensures 

patient safety and enhances quality of care 

 continual monitoring of patient safety and quality of care to review progress. 

In addition to the access standards, the LHD will be required to implement the National Safety and 

Quality Health Standards (NSQHS) 2011 as part of a national accreditation process established by the 

National Health Reforms process. There are ten mandatory standards, each with core criteria and 

developmental criteria for Healthcare Services. They propose evidence-based improvement strategies to deal 

with gaps between current and best practice outcomes that affect a large number of patients. Health service 

organisations will be required to use the Standards as part of their internal quality assurance mechanisms or as 
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part of an external accreditation process. The Standards address the following areas: 

 Governance for Safety and Quality in Health Service Organisations describes the quality framework 

required for health service organisations to implement safe systems. 

 Partnering with Consumers outlines the systems and strategies to create a consumer-centred health 

system by including consumers in the development and design of quality health care. 

 Preventing and Controlling Healthcare Associated Infections proposes the systems and strategies to 

prevent infection of patients within the healthcare system and to manage infections effectively when 

they occur to minimise the consequences. 

 Medication Safety describes the systems and strategies to ensure clinicians safely prescribe, dispense 

and administer appropriate medicines to informed patients. 

 Patient Identification and Procedure Matching defines the systems and strategies to identify patients 

and correctly match their identity with the correct treatment. 

 Clinical Handover describes the systems and strategies for effective clinical communication whenever 

accountability and responsibility for a patient’s care is transferred. 

 Blood and Blood Products defines the systems and strategies for the safe, effective and appropriate 

management of blood and blood products so the patients receiving blood are safe. 

 Preventing and Managing Pressure Injuries outlines the systems and strategies to prevent patients 

developing pressure injuries and best practice management when pressure injuries occur. 

 Recognising and Responding to Clinical Deterioration in Acute Health Care describes the systems and 

processes to be implemented by health service organisations to respond effectively to patients when 

their clinical condition deteriorates. 

 Preventing Falls and Harm from Falls proposes the systems and strategies to reduce the incidence of 

patient falls in health service organisations and best practice management when falls do occur. 

Response 

Devolution of responsibility and accountability to the Board and Executive Team will require ongoing 

consideration of existing organisational, clinical, and statutory consultative committee structures to ensure a 

good fit in the new environment, and to ensure that the NSLHD structures and processes provide 

opportunities for effective engagement with clinicians and the community. 

The NSW Health Ministry and the five Pillars (Agency for Clinical Innovation, Clinical Excellence Commission, 

Health Education and Training Institute, Bureau of Health Information, and NSW Kids and Families) will set 

statewide policy and develop service frameworks and performance standards for the NSW health system. It 

will be important for the NSLHD and its clinicians to engage constructively with the Pillars and support 

frameworks and models of care that are relevant to the needs of our community. 

The development of Medicare Locals will provide a framework for the District to plan and work 

collaboratively across general practitioner (GP), primary care, Non-Government Organisation (NGO), and 

hospital/community-based health services. Using joint needs assessment and community consultation processes 

will help the District and the Medicare Locals to identify critical gaps and to design the services that are most 

needed by the local community. Integrated planning processes will help to leverage a range of funding 

opportunities. 

The national focus on Closing the Gap in health status between indigenous and non-indigenous Australians will 

remain a priority for the District and the Medicare Locals. 

To address the requirements of the National Health Reforms agreement, NSLHD has entered into a Service 

Agreement with the NSW Ministry of Health to deliver safe, coordinated, high quality, patient-centred care to 

the communities within the District. A performance agreement has also been established and is managed by 

the LHD Chief Executive.  

The performance of NSLHD will be measured against key performance targets including: 

 Safety and Quality (infections, readmissions and incorrect procedures) 

 Patient Flow (ED presentations, NEAT, NEST, acute post-discharge community care, and ambulatory 

contacts) 

 People and Culture 

 Finance and Management (expenditure, revenue and activity) 

 Population Health (including the Connecting Care Program to improve the health of people with 

chronic conditions). 
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6.1.2 Funding and Costs 

Healthcare costs are growing steadily and ensuring efficient use of available resources and judicious and well-

targeted investment in health services, technology, eHealth solutions, and infrastructure will be essential to 

meet community needs and health care demand in the future. This includes redesign of systems and models of 

care to reflect contemporary practice in acute and subacute care, and to leverage our partnerships with GPs 

and other primary health care services, to provide effective and coordinated care in community settings.  

As the costs of healthcare consume a growing share of government and consumer resources, greater rigour, 

broader community participation, stronger accountability, and a solid evidence base are required to decide 

how available funds should be spent. 

Response 

The LHD Service Agreement identifies the importance of achieving a balanced budget and agreed performance 

benchmarks, the need to develop an efficiency improvement plan, and highlights the need for local strategic 

and annual plans. The performance management framework between the LHD and NSW Ministry of Health 

specifies targets and goals in relation to safety and quality, patient flow (ED, surgery, mental health, waiting 

lists, separations, length of stay, bed occupancy etc.), finance and management, and population health. 

Under the National Health Reforms activity based (episode) funding, using an efficient national price, will make 

up the majority of funding for all LHDs. A progressive roll-out is planned commencing with acute inpatient 

services, and will eventually cover all services types including acute, subacute and ambulatory care. This will 

require that not only care should be delivered efficiently, but that the balance of investment across care types 

needs to be optimal. There is a potential need to review the configuration of health services, particularly 

where low volumes are distributed across a number of sites, where episode funding data indicates that they 

are not able to be delivered efficiently. 

The District will need to manage its resources effectively in an environment that will see the introduction of 

activity based funding (ABF), and new contracting and performance arrangements. For example under ABF, the 

NSW Ministry of Health expects to enter into a price-volume contract with the LHD for the allocation of 

funds, and most payments from the Commonwealth/State funding pool will include specific performance 

targets. 

NSW expects to receive its share of national growth funds over a 6 year period from 2014 – 2020, and it is 

expected that some of these growth funds will focus on out of hospital services to reduce hospital admissions. 

The funding and budgeting implications for the District associated with the new funding environment include:  

 Activity Based Funding will require a range of costing, budgeting, and financial management skills 

across the organisation to ensure the service costs remain at or below the benchmarked price and to 

manage situations where costs exceed the efficient price. 

 Accurate and timely clinical coding of all casemix funded activity will be essential. 

 Individual services will need to operate within their budgets and this will involve devolving realistic 

budgets to clinical services, achieving revenue targets and maximising revenue opportunities. 

 Services will need to be provided in a financially efficient way and this means continuing to invest in 

innovative services and models of care that reduce the need for hospital admissions, reduce length of 

stay, and streamline clinical care. 

 A forward Asset Strategic Plan outlining medium to long term capital investment requirements for the 

District will need to be prepared supported by short to medium term solutions that use alternative 

models and non-capital or low capital cost solutions. 

6.2 Demand Side Factors 

6.2.1 Population Ageing and Emerging Health needs 

As with all health services in NSW, NSLHD will need to meet the challenges of a rapidly ageing population and 

increased prevalence of conditions requiring ongoing and complex health care. 

Lifestyle changes, together with population ageing and significant improvements in survival rates from heart 

attacks, strokes and cancers, are contributing to increases in the number of people with complex and ongoing 

health conditions. Chronic care service models are aimed at better and more consistent management of these 

patients on an ambulatory or community basis, thereby reducing demand for acute inpatient services for this 

patient group. Increased patient chronicity requires new models of care across settings. In addition, younger 

people are featuring as an increasing proportion of those with preventable health risk factors and chronic 

conditions. 
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There are also ongoing risks of new and re-emergent communicable diseases such as an influenza pandemic, 

and multi-resistant bacterial infections, as well as other threats to health services from natural disasters and 

major incidents including terrorism. These need to be factored into the risk profile for health services planning. 

Response 

Associated increases in demand for emergency and acute hospital services have already seen the development 

of new models of emergency care, such as fast track services, emergency medical units (EMU), aged care 

services emergency teams, psychiatric emergency care centres (PECC), and medical assessment units (MAU). 

Hospital in the home services have also proven a viable alternative to acute hospital admissions for certain 

patients, and may offer further benefits in meeting population health needs into the future. 

To further reduce avoidable demand on costly acute hospital services, and to continue improving health 

outcomes, these measures will need to be combined with strengthened ambulatory, community and home-

based interventions such as the Connecting Care Program, which aims to register 7,000 chronic care patients 

in home-based rehabilitation to improve their health, and reduce hospital admissions. 

Services will need to respond with innovative care models that address behavioural risk factors and other 

chronic health factors, through early intervention, self-management, partnerships with service providers, and 

carer support. This model has been outlined in the Primary and Community Health (PaCH) plan. 

6.2.2 Community Expectations 

Involving community representatives in the planning process and keeping our residents and the wider 

community informed is an important part of health service planning. Community expectations of their health 

services are growing as people are better informed about health choices, risks and issues, and more confident 

in participating in complex decisions affecting their health. 

Response 

The Community Participation Committees (CPC) at local and District levels, are important mechanisms to 

promote these changes in the way our health services engage with their community and health consumers. 

Ensuring equity of access and service delivery will be enhanced through the development of Clinical Networks, 

and the implementation of robust models of care across the whole District. This process of change can only 

occur with the support and participation of the community. 

CPC representatives will continue to be engaged in the governance of major capital projects such as the future 

Northern Beaches Hospital development. 

6.3 Supply Side Factors 

6.3.1 Health Service Delivery Trends 

Health services and systems need to be able to respond to the emergence of new therapies, developments in 

fields such as genomics, better diagnostic capabilities, new clinical techniques, and ongoing improvement in the 

way services are provided.  

Some of the key service delivery trends and approaches that the NSLHD will need to continue to embrace 

are:  

 Increasing focus on patient-centred care and patient satisfaction. 

 Continuing emphasis on patient safety, quality and risk management, which will need to inform service 

networking, facility role delineation, and credentialing. 

 Growth in services that use multidisciplinary approaches to care. 

 Increasing medical specialisation with fewer ‘general’ physicians and surgeons. 

 The nature of hospital care will continue to change with ongoing reductions in length of stay for 

inpatient admissions, and increased use of ambulatory and/or short stay models of care, 

Hospital in the Home, and community-based models of care. 

 Networking and integration of clinical services across geographic areas and facilities will need to 

continue for workforce and infrastructure reasons, and not all facilities will provide all services. 

Access to services will be guaranteed through a tiered network within the NSLHD, or with other 

LHDs for more specialised, high cost or low volume care. 

 There will be a continuing focus on process improvement to underpin efficient and effective 
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performance. Frameworks such as the NSW Surgical Taskforce recommendations on streaming of 

unplanned/emergency and planned/elective admissions according to expected length of stay and other 

measures (surgical assessment, high volume short stay (HVSS), extended day only, acute surgical units) 

are examples of system improvements that will form a key part of operational management and 

clinical innovation. 

 Using case management and care coordination as tools to focus on chronic disease prevention 

and management. 

 Recognition of the need to manage aged care service provision across the care continuum rather than 

in the traditional silos of acute care, community-based services, assessment, prevention and residential 

aged care facilities. 

 Increasing emphasis on health promotion and illness prevention as a means of managing demand 

for hospital services in the future. 

 eHealth opportunities and changing health technology that supports mobile, community-

based care and support, and better networking between facilities and specialists/professional. 

Response  

The use of evidence-based models of care and service frameworks will continue to reduce inappropriate 

clinical variation, support better utilisation of hospitals and improve the patient journey. A whole of hospital 

approach including robust clinical redesign will be required to streamline patient access to care, and to meet 

the national performance benchmarks for improved access. New models that will need to be considered as 

part of our approach to clinical service development include: 

 Emergency Medicine – Urgent Care Centres, Fast Track for low acuity/low complexity presentations, 

EMUs to manage short stay patients who would otherwise be admitted to inpatient care, MAUs and 

the promotion of general medicine as a specialty. 

 Surgery – elective surgery model across the LHD including high volume, short stay (HVSS) surgery, 

postacute care at home rather than inpatient, designated paediatric surgical hospital within the LHD, 

the development of surgical networks across the District, and the opportunity to develop centres of 

excellence. 

 Medicine – emphasis on managing chronic disease in ambulatory setting rather than crisis management 

in ED or inpatient care. 

 Palliative Care – extending to a range of chronic conditions beyond cancer, increased consultation in 

the acute setting, and an increasing focus on home-based care. 

 Rehabilitation services – a range of settings from inreach in acute, to ambulatory, to home-based and 

collocation of inpatient rehab services with other acute hospital services. 

 Paediatric services – delivered through non-inpatient ambulatory models. 

 Maternity – midwifery led care for suitable mothers with normal risk pregnancies, antenatal care in 

community settings, early discharge and universal home visiting. 

 Nonacute mental health beds provided locally as step-down from acute inpatient services. 

 Dialysis delivered through satellite facilities where home-based dialysis is unsuitable. 

Community health services will need to play an increasing role in hospital demand management and chronic, 

complex and continuing care in the community to facilitate the shift in setting of care. The National Health 

Care Agreement places a significant emphasis on ambulatory models of care with potential to stem the growth 

in demand for some hospital services, and indicates that top-up payments may be available to support this.  

Outpatient or ambulatory care services have a number of advantages over inpatient admissions as they: 

 assist to reduce the rate of hospitalisation 

 enable people to receive treatment in their home or community 

 improve our ability to provide accessible services more equitably 

 potentially assist in reducing the rise in high-cost acute interventions. 

NSLHD will focus on the development of ambulatory, outpatient and community services to reduce the rate 

of hospitalisation and improve health outcomes, particularly for older people and people with ongoing 

conditions. Opportunities for inpatient substitution with the potential to release bed capacity will be further 

developed, e.g. clinics for transient ischaemic attack (TIA) and ambulatory rehabilitation. 

This will include development of rapid response services for residential aged care facilities, outpatient services 

for end stage renal failure, and expanded Hospital in the Home services as an alternative to acute hospital 

admissions. 
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6.3.2 Efficient Distribution of Services  

Acute health services must be carefully planned and managed within a solid, evidence-based framework, to 

maximise patient outcomes with finite resources. The CSSP 2008 proposed that acute hospital services across 

the former Area Health Service should complemented each other, with clinical services development driven by 

Clinical Networks within a context of clear service role delineation. 

Response 

Following the 2010 National Health Reforms NSLHD has revised the Clinical and Service Networks for the 

District and realigned some clinical services within the Networks. The full list of clinical services contained 

within the Networks is outlined in Chapter 8: NSLHD Clinical Networks.  

The development of robust Clinical Networks is a high priority for NSLHD, and was identified as a 

requirement by the NSW Ministry of Health for LHD clinical service plans. This will include strengthened roles 

and accountabilities to maximise patient outcomes and improve service efficiencies. Again, Clinical Networks 

will be the key driver in implementing this CSP and therefore will need to be managed well and supported 

appropriately by the LHD. 

The role of each acute facility and clinical network within NSLHD will be aligned to ensure the clinical 

sustainability of services such as intensive care, emergency, surgical sub-specialties, maternity, and paediatrics.  

As a general principle, core services will be provided locally within each health service while other services 

may be centralised where evidence-based practice points to improvements in health status, resource 

utilisation, workforce availability and teaching outcomes. 

The roles and functions of the five acute hospitals are discussed in more detail in Chapter 5: NSLHD 

Organisations and Services. The following is a summary of the strategic directions for those and other facilities: 

 Strengthening the role of RNSH as a tertiary referral centre and teaching hospital. 

 Strengthening the provision of general medical and rehabilitation services, and an interim role in the 

provision of short stay and orthopaedic elective surgery at Ryde Hospital, networked with RNSH. 

 Further development of secondary level services at Manly and Mona Vale hospitals, and the 

development of the future Northern Beaches Hospital providing a range of services of a higher level 

of capacity and reducing the need for Northern Beaches’ residents to travel to RNS Hospital 

 Alignment of services at Manly and Mona Vale hospitals in preparation for the development of the 

future Northern Beaches Hospital. 

 Initial redevelopment of Hornsby Hospital to improve efficiency and provide new operating theatres, 

mental health services and meet growing needs. 

 The redevelopment of Hornsby Hospital and future Northern Beaches Hospital will enable a greater 

consolidation of short stay elective surgery in these facilities in the longer term. 

This will be complemented by a review of the partnerships with subacute facilities (Graythwaite at Ryde 

Hospital) and of affiliated health organisations (Hammondcare Health and Hospitals and Royal Rehabilitation 

Centre Sydney) in light of the recommendations made for acute hospital services. 

6.3.3 Service Collaboration 

High utilisation of private health services in Northern Sydney has at times reduced surgical volumes in public 

facilities and increased competition for a declining workforce. 

This trend will be exacerbated by recent private sector developments, including the new tertiary facilities of 

Macquarie University Private Hospital (144 beds), the new Sydney Melanoma Unit at the Mater Private 

Hospital Crows Nest, and expansions at North Shore Private and Sydney Adventist hospitals. 

Strong partnerships will underpin the District’s efforts to improve the health and wellbeing of the community, 

plan effective services with the non-government and private sectors, and integrate and better coordinate 

services for our patients. 

Response 

Some of the key partnerships for NSLHD include links with: 

 GPs, GP Super Clinics and the Northern Sydney and North Eastern Sydney Medicare Locals 

 NGO services who provide health services under contract (e.g. drug and alcohol rehabilitation and 

disability services) 

 supporting aged care in the community including hostel, nursing home and dementia care 
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 other government agencies such as Community Services, Housing, Education 

 the Aboriginal Controlled Community Health Organisation (Redfern). 

Clinical service models for public sector hospitals will need to be sustainable, and may include partnerships 

with local private providers or private hospitals to:  

 streamline two-directional referral pathways for the provision of sub-speciality and/or super-specialty 

services, including access to high cost equipment 

 identify opportunities in the short term for potential additional capacity if required 

 promote collaborative teaching, training and research efforts. 

6.3.4 Condition of Health Facilities 

For many years Northern Sydney has had to manage with facilities in poor condition, inappropriately 

configured for modern health care and subsequently expensive to maintain and unattractive for patients and 

providers. 

Response 

Over the next 5 – 10 years a number of new hospital redevelopments will be completed resulting in significant 

changes to capacity across the LHD. The following table outlines the likely commissioning dates of major 

projects: 

Table 19: Approved Major Redevelopments 

Project  Project Scope Planned Opening 

Acute Services Building, RNSH  Emergency, critical care, operating theatres, cancer care centre, 

inpatient medical and surgical wards, ambulatory and clinical support 
services 

December 2012 

Graythwaite Rehab Unit, Ryde  Integrated rehabilitation service (inreach, day therapy and home-based 

and specialist burns rehabilitation) on an acute hospital site 

August 2013 

Hornsby Mental Health  New acute adult inpatient and Child and Adolescent Mental Health 
(CAMHS) facilities 

July 2013 

Mona Vale Rehab Unit  Expansion of existing rehabilitation unit March 2014 

Clinical Services Building, RNSH  Women’s and children’s services, severe burns, mental health services, 
and additional acute beds 

December 2014 

Hornsby Stage 1 Redevelopment  New operating theatres, recovery area, and additional surgical beds  August 2015 

Northern Beaches Hospital  Major metropolitan hospital and associated community health services 
at Frenchs Forest, redevelopment of complementary health services on 
the Mona Vale Hospital site, and the creation of an integrated primary 

care centre in the Manly/Warringah LGA 

2017/18 

NSLHD HSPU 2012 

These timeframes will see major capacity constraints at each site until the local service is enhanced, with the 

need for a district-wide strategy for managing demand.  

Some recommendations of the Clinical Networks will need staged implementation with interim strategies 

prior to the commissioning of redevelopments for the Northern Beaches and Hornsby hospitals, and long 

term strategies to be implemented when the redevelopments are complete. For example, on the Northern 

Beaches some levels of care may need to be provided at RNSH until the future Northern Beaches Hospital is 

open, with transfer of the service from RNSH at that time. 

The redevelopment of RNSH will be commissioned in two stages: late 2012 and late 2014. It will deliver a new 

acute services building followed by a clinical services building providing mental health services and additional 

acute beds. The opening of the Graythwaite Rehabilitation Unit at Ryde Hospital will provide an opportunity 

to deliver an integrated rehabilitation service for NSRHS and provide inpatient rehabilitation services on an 

acute hospital site. It also provides a challenge for the LHD in integrating services previously provided by 

Affiliated Health Organisations into the NSR health service. 

Hornsby Hospital Stage 1 redevelopment will provide improved operating theatres and recovery area, and 

additional beds. Mental health services will also be upgraded with new facilities. The NBHS redevelopment will 

comprise a major metropolitan hospital and associated community health services at Frenchs Forest, 

redevelopment of complementary health services on the Mona Vale Hospital site, and the creation of an 

integrated primary care centre in the Manly/Warringah LGA.  

`The District’s Asset Strategic Plan incorporates 10-year plans for the acquisition, maintenance and disposal of 

assets. This plan will be updated on a regular basis and will be informed by the outcome of clinical services 

planning for Clinical Networks, and clinicians will be involved in the process. 
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6.3.5 Technology 

Advances in technology and medical treatments will drive change in service delivery and expand options for 

prevention, diagnosis and treatment, and will most likely have cost implications. 

For some technologies, this may result in a transient increase in cost while the technology is new, and for 

other technologies it will have ongoing cost implications. The costs may relate to capital and equipment 

requirements, changes to the mode of treatment, length of stay, and workforce. Importantly, there may also 

be cost offsets as new technologies replace sometimes less efficient services.  

Response 

Robust clinical information systems are essential to support the delivery of high quality, timely clinical services 

– they also enhance efficiency and effectiveness through the networking of administrative, planning, clinical 

quality, and evaluation functions. Future developments within NSLHD are informed by the NSW Ministry of 

Health Clinical Systems Strategy 2012 to 2016. 

Over the last four years NSLHD has implemented a radiology information system and digital picture archiving 

and communication system RIS/PACS across all sites to support real-time consultation between hospitals. The 

scope included radiology, nuclear medicine (including positron emission tomography (PET) at RNSH) and 

maternal/foetal. The Cerner electronic medical record (eMR) system is the core infrastructure to support 

clinical care and the first phase of eMR1 has been rolled out to all sites, the second phase eMR2 is to be rolled 

out by 2018 and the final and third phase eMR3 is planned for 2018 to 2020. 

eMR2 will improve clinical documentation and workflow and will include electronic medication management 

(EMM) as part of this second phase. The Community Health and Outpatient Care (CHOC) Program is 

expected to roll out in 2013/14. CHOC aims to build functionality for community health services in the eMR 

to enable integration across acute care and community health. The Intensive Care Clinical Information System 

(ICCIS) will improve the functionality of the eMR for the intensive care system. Tenders for this statewide 

program are to be completed in 2012 with roll out expected within two years. 

The RNSH redevelopment has implemented document imaging as a software solution to archive and integrate 

paper based medical records into the eMR. This will be implemented across community health and acute care 

services in 2012. 

NSLHD will continue to: 

 develop a District-wide strategic capital acquisition and maintenance program for essential ICT 

equipment, with a focus on standardisation of equipment across the LHD 

 implement integrated ICT systems for clinical support services in NSLHD 

 develop and improve appropriate data capture systems for the implementation of the national targets 

for emergency access and elective surgery and for ambulatory care activity 

 develop telehealth/telemedicine facilities and real-time access to online images and clinical data in both 

outpatient and inpatient settings from multiple sites 

 consider and develop longer-term capacity to accommodate emerging technologies and models of 

care. 

The District will continue to assess the introduction of new technologies. An LHD strategic capital acquisition 

and maintenance program has been developed for essential equipment, with a view to prioritising equipment 

needs and standardising equipment across the District. This program will need to respond to new 

developments in health technology including the provision of interventional radiology and endovascular 

techniques. 

6.3.6 Workforce 

One of the major challenges facing health care providers across Australia is the prospect of meeting the 

current and future demand for health services, given the very real limitations on the supply of a qualified 

workforce. NSLHD is no exception. 

Workforce recruitment and retention is not at present keeping pace with demand in some specialised areas – 

this is threatening the sustainability of current service models for a range of clinical services within NSLHD, 

notably critical care, aged care, medicine, medical oncology, palliative care, and mental health services. 

Contributing factors include: an ageing health workforce; difficulties attracting undergraduate and postgraduate 

trainees; the desire of some clinicians to work shorter hours, including an increasing proportion choosing to 

work part-time; and an overall tightening of the labour market with a consequent competition for staff. 
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These issues need to be addressed through service reconfiguration, the implementation of redesigned Clinical 

Networks, and the development of a detailed NSLHD Workforce Strategic Plan. 

Response 

As noted previously, as a priority the LHD will develop a Workforce Strategic Plan to address such issues as 

recruitment, appointments, networking, training, education, and future requirements. In particular, the NSLHD 

Strategic Workforce Plan will: 

 determine workforce requirements taking into account: 

o changing patient needs and National Health Reforms access targets 

o the ability for all services including allied health to respond to changing models of care 

and service redesign 

o the need for services to operate across settings or facilities to improve patient flow 

 address staffing requirements at individual hospital sites and specialties 

 consider strategies to address the changing demographic of the workforce, including age and fitness 

 consider strategies to address workforce shortages, including appointment of nurse practitioners and 

training of medical and nursing staff 

 make a priority the equitable distribution of clinicians to meet service demands 

 assess cross appointments according to credentialing and clinical privileges 

 establish consistent principles on staffing of each service across the LHD 

 work to continually develop and enhance the culture of the LHD.  

Research and education are vital pillars that underpin excellence in clinical service delivery. With the advent of 

more autonomy provided by the formation of the LHD and the recognition of the importance of working 

collaboratively with academic partners, the strategy for the NSLHD is for it to have at its centre an academic 

health science centre-based at RNSH with effective linkages to all hospitals within its boundaries and also the 

community.  

6.4 Implementation of the CSP 2012-2016 

The Clinical Services Plan 2012 sets the strategic directions for the future development of, and investment in, 

health services across the LHD. Implementation will occur at multiple levels across NSLHD, through 

integration into annual operational plans and performance agreements. 

As detailed implementation plans are developed, consultation with the community and clinicians will continue 

to ensure that services are appropriate and responsive to the changing needs of the population. 

As noted above, Strategic Implementation Plans will also be developed covering:  

 Workforce Development  

 Asset Strategic Development 

 Information and Communications Technology. 

In addition, Strategic Implementation Plans will be developed for the following: 

 Financial Management, including relative case-mix efficiency 

 Clinical Quality and Patient Safety 

 Risk Management 

 Teaching and Research.  

Detailed clinical service plans will also be produced, notably for Clinical Networks. These will include financial 

analysis as an integral part of the implementation process.  

As noted above, individual Clinical Networks will count among the principal mechanisms for implementation of 

this Plan and they will have responsibility for service improvement and implementation of relevant parts of the 

CSP 2012. They will provide advice regarding implementation of the District’s Workforce Strategic Plan, and 

be responsible for making recommendations on resource prioritisation and allocation. 

Overall responsibility for the implementation of the CSP 2012 will rest with the NSLHD Executive and Clinical 

Council. Implementation of the Plan will primarily be funded from within NSLHD’s existing budget allocation. 

Where additional resources are required, initiatives will be prioritised for service enhancement through the 

District’s network structure and performance improvement processes. 

The current and proposed configuration of services by hospital and clinical network are outlined in Table 20:  
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Configuration of Services by Hospital. The proposed configuration of services will be the result of the 

implementation of the detailed recommendations for Clinical Networks and Services which are identified in 

Chapter 7: Recommendations for Networks/Services. The implications of these recommendations for the 

Local Health Services and Capital are also summarised in Chapter 7: Recommendations for Networks/Services 
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2012 to Northern Beaches Hospital Redevelopment Post Northern Beaches Hospital Redevelopment

Hornsby Manly
Mona 

Vale
RNS Ryde Hornsby

Northern 

Beaches
RNS Ryde

C hild , Y out h and  Family

Paediatric M edicine PACU PACU PACU PACU PACU PACU

Paediatric Surgery

M at ernal,  N eonat al and  W omen's Healt h

M aternity ↑

Special Care Nursery ↑

Neonatal Intensive Care Statewide Statewide

Gynaecology TBC

C rit ical C are

Emergency ↑

Intensive Care ↑

High Dependency

C ancer and  Pall iat ive C are

M edical Oncology TBC

Radiat ion Oncology TBC

Palliat ive Care Consult Consult Consult Consult Consult Consult TBC Consult Consult

A cut e M ed icine

M AU

General M edicine Chair Chair TBC

Gastroenterology

Other Specialty

C hronic M ed icine

Heart Failure

Respiratory M edicine

Endocrinology

Pain M anagement

N eurosciences

Neurosurgery TBC

Neurology

Stroke

R enal and  C ard iovascular

Renal M edicine

Renal Dialysis

Cardiology

Cardiothroacic Surgery

Thoracic Surgery TBC

Intervent ional Cardiology

Surgery and  A naest hesia

General Surgery C C

Orthopaedics C C

Hand Surgery

Breast Surgery C C

Endocrine Surgery C C

ENT C C

Head and Neck

M axillo-Facial

Plast ic and Reconstruct ive

Ophthalmology TBC TBC TBC TBC

Gastrointest inal Surgery C C

Colorectal C C

Urology C C

Vascular Surgery C C

M ajor Trauma Statewide Statewide

Acute Spinal Cord Injury Statewide Statewide

Severe Burns Statewide Statewide

R ehab il it at ion and  A ged  C are

Acute Aged Care

Sub-Acute Aged Care & Rehabilitat ion ↑ TBC TBC ↑

M ent al Healt h and  D rug  and  A lcoho l

M ental Health Intensive Care Unit

M others and Babies M H Unit TBC TBC

Child and Adolescent M H

Adult  Acute M H ↑

Adult  Non-Acute M H TBC TBC

Older Persons M H ↑ TBC

Drug and Alcohol

Educat ion and  R esearch

Educt ion and Teaching

Basic Research

Clinical Research

Services on Other Sites

Neringah Greenwich RRCS M acquarie Neringah Greenwich RRCS M acquarie

Palliat ive Care

General Rehabilitat ion Graythwaite Graythwaite Graythwaite Graythwaite

Specialist  Rehabilitat ion Statewide Statewide

CAM HS Coral Tree TBC

Adult  Acute M H Review TBC

Adult  Non-Acute M H Review TBC

Older Persons M H Review TBC

Legend

M ajor centre C Consolidat ion of non-complex elect ive surgery

Service provided on site and networked to major centre Statewide Statewide service

Limited service or service not on site with referral to other centres ↑ Projected signif icant increase in service

Final locat ion of core service to be determined TBC To be conf irmed through clinical network planning

Network/Service

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Table 20:  Configuration of Services by Hospital 
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Table 21:  NSLHD Role Delineation 2012 and 2016/17 

Notes The higher the role delineation the more complex the services provided 
*Due to reopen second half of 2012 

  

NSLHD Role Delineation 2012 
 

Role Delineation 2016/17 - following 

commissioning of the Hornsby and Northern 
Beaches redevelopments 

Network/Service 
  Hornsby Manly Mona Vale RNS Ryde 

 
Hornsby  

Northern 
Beaches RNS Ryde 

Clinical Support Services           
 

        

Pathology 5 4 4 6 3 
 

5 5 6 3 

Pharmacy 5 4 4 6 3 
 

5 5 6 3 

Diagnostic Imaging 5 4 4 6 4 
 

5 5 6 4 

Nuclear Medicine 4 3 3 6 3 
 

4 5 6 3 

Anaesthetics 5 4 4 6 3 
 

5 5 6 3 

Intensive Care 5 5 4 6 3 
 

5 5 6 3 

Coronary Care 4 4 4 6 3 
 

4 5 6 3 

Operating Suites 4 4 4 6 3 
 

4 6 6 3 

Core Services - Medical 
 

       

Emergency Medicine 4 4 4 6 3 
 

4 5 6 3 

General Medicine 4 4 4 6 3  4 5 6 3 

Cardiology 4 4 4 6 3  4 5 6 3 

Dermatology 4 4 4 6 3 
 

4 4 6 3 

Endocrinology 4 4 4 6 3  4 5 6 3 

Gastroenterology 4 4 4 6 3  4 5 6 3 

Haematology - Clinical 4 4 4 6 3  4 5 6 3 

HIV/AIDS 1 2 1 6 1  1 2 6 1 

Immunology 4 4 4 6 3  4 5 6 3 

Infectious Diseases 4 4 4 5 3  4 5 5 3 

Neurology 4 4 4 6 3  4 5 6 3 

Oncology - Medical 4 4 4 6 3  4 5 6 3 

Oncology - Radiation - 4 - 6 4  4 4 6 4 

Renal Medicine 3 3 3 6 3  3 5 6 3 

Respiratory Medicine 4 4 4 6 3 
 

4 5 6 3 

Rheumatology 4 4 4 6 3 
 

4 5 6 3 

Core Services – Surgical 
 

        

General Surgery 4 4 4 6 3 
 

4 5 6 3 

Burns 3 3 3 6 2  3 3 6 2 

Cardiothoracic Surgery - - - 6 -  - - 6 - 

Day Surgery 4 4 4 4 4  4 4 4 4 

ENT 4 - 4 6 1  4 5 6 1 

Gynaecology 4 4 4 6 3  4 5 6 3 

Neurosurgery - - - 6 -  4 4 6 - 

Ophthalmology 1 1 1 6 1  1 1 6 1 

Orthopaedics 5 4 4 6 3  5 5 6 3 

Plastic Surgery - 3 - 6 -  - 5 6 - 

Urology 4 3 3 6 1 
 

4 5 6 1 

Vascular Surgery 4 4 4 6 3 
 

4 5 6 3 

Maternal and Child Health Services 
 

        

Maternity 4 4 *3 6 2  4 5 6 2 

Neonatal 3 3 *2 5 2  3 4 5 2 

Paediatric Medicine 4 1 4 4 1 
 

4 4 4 1 

Paediatric Surgery 3 1 3 4 1 
 

3 4 4 1 

Child & Family Health 4 4 4 4 4 
 

4 5 4 4 

Integrated Community & Hospital 
 

        

Adolescent Health 1 3 3 4 3  1 3 4 3 

Adult Mental Health 
(Inpatient) 

4 4 1 5 1  4 5 5 1 

Adult Mental Health (Comm.) 4 5 4 5 5  4 5 5 5 

CAMHS (Inpatient) 3 2 1 3 1  5 3 3 1 

CAMHS (Community) 3 3 3 3 2  3 3 3 2 

Older Adult MH (Inpatient) 3 3 1 1 1  3 5 1 1 

Older Adult MH (Community) 3 4 2 4 4  3 4 4 4 

Child Protection (PANOC) 3 3 3 4 1  3 3 4 1 

Drug & Alcohol Services 3 3 3 6 4  3 4 6 4 

Geriatrics 6 5 5 6 4  6 5 6 4 

Health Promotion 5 5 5 5 5 
 

5 5 5 5 

Palliative Care 2 3 3 3 2 
 

2 4 3 2 

Rehabilitation 5 3 5 4 5 
 

5 5 4 5 

Sexual Assault Services 1 1 1 4 1 
 

3 3 4 1 

Community-based Health Services 
 

        

Aboriginal/Indigenous Health 1 1 1 3 1  1 2 3 1 

Community Health – General 2 - - - -  4 5 - - 

Community Nursing 5 5 5 5 5  5 5 5 5 

Genetics 1 1 1 6 1  1 1 6 1 

Multicultural Health 3 3 3 3 3 
 

3 3 3 3 

Oral Health 3 - 2 3 2 
 

3 3 3 2 

Sexual Health Services 1 1 1 5 1 
 

1 1 5 1 

Women’s Health Services 2 1 1 6 3 
 

2 2 6 3 
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   Neringah Greenwich RRCS Macquarie  
 Clinical Support Services Networked 

RNSH 
 Networked 

HKH 
Networked 
RNSH 

 

 Pathology 1 1 - 1  

 Pharmacy 2 2 - 3  

 Anaesthetics 1 1 - 1  

 Coronary Care 1 1 - 1  

 Core Services - Medical      

 General Medicine 2 2 - 2  

 Integrated Community & Hospital   

 Adult Mental Health (Inpatient) - - - 2  

 Adult Mental Health (Community) - - - 2  

 Child/Adolescent Mental Health (Inpatient) - - - 2  

 Child/Adolescent Mental Health (Community) - - - 2  

 Older Adult Mental Health (Inpatient) - - - 2  

 Older Adult Mental Health (Community) - - - 2  

 Drug & Alcohol Services - - - 2  

 Health Promotion 1 1 - 1  

 Palliative Care 5 5 - -  

 Rehabilitation - 5 6 -  

 Community-based Services   

 Aboriginal/Indigenous Health - - - 3  

 Oral Health - - - 2  

Table 22:  NSLHD Role Delineation Nonacute 2012 
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7 RECOMMENDATIONS FOR NETWORKS/SERVICES 

7.1 Primary and Community 

Health 
1. Develop an organisational culture that 

involves consumers, carers, NGOs, and 

stakeholders in patient-centred service 

delivery and evaluation. 

2. Develop a robust governance structure that 

ensures PaCH services are planned and 

delivered in a coordinated and consistent 

manner and which supports the 

development of relationships with key 

service partners. 

3. Integrate PaCH services across service 

providers to facilitate and streamline patient 

care, with a priority to develop a 

partnership with Medicare Locals to plan 

and provide services to the population and 

to develop HealthOne services across the 

LHD. 

4. Align individual service models with the 

NSLHD PaCH strategic direction and 

service principles, ensuring consistency in 

service planning and delivery, and improving 

service navigation and coordination. For 

example, develop Health Contact Centres 

for child, youth and family, and aged and 

chronic care. 

5. Develop a strategic framework for capital 

infrastructure which is consistent with the 

PaCH direction and models. The priorities 

for the next ten years would be Ryde, 

Hillview and Northern Beaches. 

6. Provide meaningful and comparable patient 

and organisational level information which 

supports the management and monitoring 

of patient care, service delivery, clinical 

research, and evidence-based practice. For 

example, develop an integrated eMR that 

provides easy access across service sites. 

7. Maintain the availability of an appropriately 

skilled and sustainable workforce to provide 

equitable access to PaCH services that 

meet identified community health needs of 

the LHD. 

8. Improve equity of access to services and 

ensure that services reach priority or hard 

to reach populations. 

9. Make health promotion everybody’s 

business: The principles of health 

promotion, illness prevention, and early 

intervention will underpin all PaCH services 

and service models to improve the overall 

health of individuals and communities and 

reduce the future burden of disease. 

 

 

10. Introduce a Health Contact Centre for 

Early Childhood Health Centre (ECHC) and 

Child and Family Health services (including 

allied health) to minimise interruptions to 

clinical consultations and to facilitate the 

identification of issues that require a 

priority response. 

11. Develop Models of Care that support older 

people in the community such as the 

proposed federal government’s aged care 

“one-stop-shops”, early access to 

assessment, home-based rehabilitation, 

allied health, and HACC type services in 

collaboration with APAC and community 

nursing services. 

12. Implement the Connecting Care Program 

to improve prevention, access and service 

delivery that incorporates self-management, 

specialist care, care-coordination, coaching, 

and palliation for chronic care patients and 

their carers. 

13. Increase access to Palliative Care services 

for the population by, for example: 

o Improving end of life care in residential 

aged care facilities.  

o Developing pathways from chronic 

disease management programs to 

palliative care services. 

o Reviewing the needs of children and 

adolescents with life limiting illness and 

their families. 

14. Expand APAC partnerships with residential 

aged care facilities (including independent 

living centres, nursing homes and hostels), 

GPs and community pharmacies to provide 

health for residents within their “home” 

and reduce their need for hospital services. 

15. Identify funding sources for innovative 

programs to address the needs of low 

income people and people with special 

needs that may not fit the eligibility criteria 

but have difficulty affording private oral 

health services. 

16. Prepare a rolling annual service plan for HIV 

and Related Programs, Sexual Assault, 

Men’s Health, Women’s Health, and 

BreastScreen.  

7.2 Child, Youth and Family 

7.2.1 Paediatrics  
17. Strengthen the governance and 

management structure for the NSLHD 

Northern Sydney Kids Network to provide 

a more integrated model of acute and 
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community care for paediatric, adolescent 

and child health services. 

18. Strengthen the governance and 

management structure for the NSLHD 

Northern Sydney Kids Network through 

greater collaboration with other LHD 

Clinical Networks and external networks 

including; Child Health Networks (NSW 

Health), Sydney Children's Hospitals 

Network, NSW Kids and Metro, and Outer 

Metro Paediatric 4 Network (MP4). 

19. Further develop and improve the 

coordination and access of Paediatric 

services through an LHD planning process.  

20. Expand paediatric models of care to include 

Paediatric Ambulatory Care, Paediatric 

Assessment Units & Short Stay services as 

well as integrated Hospital in the Home and 

Paediatric Palliative Care services. 

21. Develop and maintain a quality Paediatric 

Workforce (including nursing, medical and 

allied health) in NSLHD.  

22. Develop a dedicated Adolescent Health 

Service (community and acute) for NSLHD. 

23. Enhance access and improve linkages with 

adult services for transition to adult care in 

conjunction with the ACI. 

7.2.2 Child & Family Health  
24. Strengthen and improve the services 

provided by Child and Family Health 

through greater collaboration and 

integration with other internal and external 

Clinical Networks and service providers 

associated with the care in infants, children, 

adolescents, and families. 

25. Further develop, expand and improve 

access to primary child health services 

available to improve health outcomes for 

infants, children and families. To develop an 

adolescent health service (see 6 in 

Paediatrics). This would also include an 

emphasis on the prevention, early 

intervention, and management of childhood 

obesity. 

26. Strengthen and streamline pathways to 

secondary and tertiary child health services 

for children and families. 

27. Maintain and strengthen professional 

development programs for the child and 

family health workforce to ensure that 

present and future staff have skills and 

knowledge to meet the changing needs of 

infants, children, and their families. 

28. Develop a model of care that meets the 

needs of children in and out of home care. 

 

7.3 Maternal, Neonatal and 

Women’s Health 

7.3.1 Maternal and Neonatal 

Care 
29. Implement the “Towards a normal birth in 

NSW” policy throughout the NSLHD 

maternity services, and in particular work 

towards the targets for continuity of care, 

spontaneous vaginal deliveries, and 

reduction of the rate of caesarean sections 

within all NSLHD maternity services. 

30. Consider the impact of new models of care 

and trends for maternity services which 

require an increase in delivery rooms and 

fewer inpatient beds in the planning and 

procurement of future capital projects 

(including future Northern Beaches 

Hospital). 

31. Plan the maternity service at the future 

Northern Beaches Hospital as a level 5 role 

delineation networked with RNSH to 

support the care of babies born locally at 

32 to 34 weeks gestation. 

32. Consider the establishment of a mother and 

baby mental health inpatient unit to provide 

a service for all of NSLHD.  

33. The RNSH Masterplan considers the 

possible collocation of a residential 

Tresillian Family Care Centre.  

34. Provide an integrated neonatal service 

within NSLHD through greater clinical and 

managerial collaboration. 

7.3.2 Gynaecology 
35. Determine the most suitable location/s for 

HVSS gynaecological surgery for the short 

and long term in collaboration with the 

surgery and anaesthesia network. 

7.4 Critical Care 

7.4.1 Emergency Department 

Services 
30. Establish clear governance structures and 

models of care to improve patients access 

to care including:  

o a whole of hospital process and 

governance structure to support the 

achievement of the National Emergency 

Access Targets; 

o models of care which include 

intervention by senior decision-makers 

early in the patient journey; 

o defined quality improvement processes 

in place to protect the welfare of both 

staff and patients. 
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7.4.2 Intensive Care Services 
37. Improve current data systems and 

participate in the implementation of the 

Statewide Intensive Care Information 

System to ensure that it meets the needs  

of NSLHD. 

38. Provide ICU or HDU services on all sites at 

a level consistent with clinical service 

requirements and respond to any proposed 

changes in service configuration. 

39. Improve utilisation of existing services at all 

sites while networking with other 

ICU/HDU services and review services to 

ensure an appropriate and sustainable level 

of service (level 5 or level 6 or HDU) for 

the medium to long term. 

7.5 Cancer and Palliative 

Care 

7.5.1 Cancer 
40. Establish a Northern Sydney Cancer Centre 

identity across the LHD, including a 

Northern Sydney executive committee, 

consultative council and strengthened 

clinical network to provide strategic 

direction for 

o inclusion of palliative care services.  

o a multidisciplinary team-based service 

model. 

o a clear service model including role 

delineation for what will be provided in 

each location, including the 

redevelopments of Royal North Shore, 

Hornsby Ku-ring-gai, and the Northern 

Beaches Health Services. 

41. Continue to develop a uniform cancer data 

collection system, with access across the 

system linking to the Cancer Institute 

Strategic Plan and a focus on outcomes 

data. 

42. Investigate options for improved 

collaboration with non-government cancer-

related organisations to meet the needs of 

local patients. 

43. Consider the inclusion of a single linear 

accelerator radiotherapy service in the 

future Northern Beaches Hospital in a 

possible public/private partnership which 

will be linked to the public radiotherapy 

service at RNSH. 

44. Identify a preferred model for delivery of 

chemotherapy across the LHD, with 

recommendations in particular for the 

redevelopments at Northern Beaches and 

Hornsby. 

7.5.2 Palliative Care 
45. Continue the ongoing review of palliative 

care services in NSLHD to ensure that 

patients’ needs are met in all settings, that 

the roles of all providers involved in the 

delivery of palliative care are clear, and that 

the funding available is allocated in the most 

cost effective way. 

7.6 Medicine 

7.6.1 Acute Medicine 
46. Maintain MAUs or their equivalent in all 

hospitals. 

47. The profile of General Medicine should be 

raised with the establishment of a General 

Medicine Network, cross appointment of 

General physicians, coordination of senior 

staff appointments, education, training and 

research, and the establishment of an 

Academic Department. 

48. A process to be instituted to resolve the 

management of acute GI bleeding services 

across the District. 

7.6.2 Chronic Medicine 
49. Review the Diabetes model of care in all 

three health services of the District to align 

with the recommended ACI model. 

50. Implement the endorsed model of care for 

Fracture Liaison Service and Re-fracture 

Prevention Strategy. 

51. Develop a District-wide plan for respiratory 

medicine services including the investigation 

and management of TB, referral to non-

invasive ventilation, interventional 

pulmonology, and pulmonary rehabilitation. 

52. Develop a plan for Pain Medicine Services 

across the LHD consistent with NSW 

Health policy and referral processes and in 

collaboration with Palliative Care, Addiction 

Medicine and Anaesthesia services and 

prepare District-wide protocols for 

multidisciplinary acute pain management. 

This plan should recognise the role of pain 

medicine across relevant clinical specialties 

in acute and chronic care, consider 

rotational training, and involve primary 

medical care practitioners and consumers. 

53. Improve communication and coordination 

of hospital and community-based services 

that focus on the prevention and 

management of chronic disease, particularly 

in relation to Heart Failure, Chronic 

Respiratory Disease and Diabetes. 
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7.7 Neurosciences 

7.7.1 Neurology 
54. Develop a District-wide model of care for 

Stroke patients, in the context of the 

implementation of the Early Access to 

Stroke Thrombolysis Program. Key issues 

to be addressed will include confirmation of 

identified thrombolysis centre(s), 

understanding of likely changes to patient 

flows and inpatient capacity requirements 

and the roles of individual facilities and 

service settings in relation to the whole 

patient pathway from pre-hospital to 

discharge home. This work should also 

consider models for transferring patients 

back to referring hospitals after the most 

acute phase or to home-based 

rehabilitation. The most appropriate 

arrangements in the short to medium term 

need to be determined as well as the 

opportunities that may arise when the new 

RNSH acute unit opens and the Northern 

Beaches Hospital is developed. 

55. Work towards the development of other 

rapid access neurology clinics (with direct 

GP referral or from emergency 

department) such as headache and epilepsy 

where patients can be investigated and 

admissions prevented. 

56. Establish a service development framework 

for interventional neuroradiology that 

addresses sustainable workforce issues, 

agreed growth and scope of practice and 

preferred location of INR procedures 

within RNSH. 

57. Develop a business case for the best model 

of management of patients with 

neurovascular disease for the NSLHD 

catchment, in collaboration with cardiology 

and radiology.  

58. Review the service needs for 

neurophysiology for the District and advise 

on an ongoing service delivery model and 

equipment replacement scheme. 

59. Maximise the use of multimodal 

telemedicine services to improve specialist 

input to the management of patients across 

NSLHD. 

60. Work with RNSH and PaLMS to investigate 

opportunities to reduce delays in 

neurogenetic testing. Agree on a funding 

model for neurogenetic testing. 

7.7.2 Neurosurgery 
61. Position RNSH to develop a deep brain 

stimulation (DBS) Service when it is 

considered at a Statewide level. In the 

interim consideration should be given to 

funding a limited number of public patients 

to access the private service located at 

North Shore Private Hospital. 

62. Review the public neurosurgery service at 

RNSH in the light of major developments in 

the public (e.g. Northern Beaches Hospital) 

and private sectors, to ensure the service 

can best meet NS needs in the future. Such 

a review should be led by the clinical 

network under an Executive sponsor, and 

should include theatre resources, ICU 

requirements, bed numbers, and the 

relationship with the private sector.  

63. Establish a working group to develop a 

District policy for the management head 

injury patients as part of the 

implementation of the recent guidelines 

from the Ministry of Health. 

7.8 Renal and 

Cardiovascular 

7.8.1 Cardiothoracic Surgery 
64. Continue to provide a single public 

cardiothoracic unit for the District, located 

at RNSH. 

65. Consider development of an elective 

thoracic surgical service at the future 

Northern Beaches Hospital, networked 

with RNSH. 

7.8.2 Cardiology 
66. The cardiovascular network agrees on an 

integrated model of care for cardiology 

across the NSLHD, with components to 

apply in each facility before and after the 

future Northern Beaches Hospital opens. 

The model should include, but not be 

limited to, management of myocardial 

infarcts and acute coronary syndromes, 

coronary care in the metropolitan hospitals, 

interventional cardiology and management 

of chest pain, and address workforce and 

on-call issues. 

67. Develop a plan for the replacement, 

introduction and location of clinical 

technology in cardiology across the 

NSLHD, including aortic valve replacement, 

micro-valve clips and percutaneous closure 

of atrial septal defects. 

68. Finalise implementation of rotation of 

advance cardiology trainees to all relevant 

hospitals in the NSLHD. 

7.8.3 Renal Medicine 
69. Continue renal transplantation at RNSH 

and aim to increase service volumes 

through improved service networking and 

increased living donor rates. 
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70. Develop strategies to address the low renal 

donor rates and cost effectiveness of 

transplant service delivery. 

71. Develop a forward program for dialysis 

facility provision across the LHD that 

incorporates best use of existing public and 

private resources and improved local access 

with consideration of expansion of the 

Mona Vale unit, stage 2 of HKH, inpatient 

dialysis at the Northern Beaches Hospital, 

and a memorandum of understanding 

between RNSH and private dialysis services. 

72. Continue to aim to meet benchmarks for 

dialysis modality, by developing a more 

flexible service delivery model for home 

dialysis training, including out of hours 

access to training; consideration of home 

support for older patients dialysing at 

home; continued emphasis on peritoneal 

dialysis in the pre-dialysis pathway. 

73. Ensure adequate access to public outpatient 

renal services for end stage renal failure 

patients across the LHD. 

74. Develop a referral and clinical management 

model for patients requiring both 

maintenance dialysis and rehabilitation, and 

implement and evaluate at Mona Vale 

Hospital for the Northern Beaches and 

Hornsby Ku-ring-gai catchments. This may 

require review of staffing ratios at the 

dialysis unit and increase in chair numbers. 

7.9 Surgery 

7.9.1 Specialist Surgical Services 
Given the complexity of the current operating 

environment and the limited time to consult with 

individual facilities and craft groups, a small number 

of recommendations will be proposed. 

75. All opportunities for maximising the 

efficient use of surgical infrastructure across 

the LHD should be pursued and actively 

managed. This includes: operating theatres 

running from 8.00 am to 6.00 pm, efficient 

scheduling, minimising late starts and 

turnaround times, conducting interventions 

that don’t require theatres in other venues, 

fully utilising built capacity and reconfiguring 

the location of services between facilities 

where demonstrable benefits can be shown. 

This initiative will need to be supported by 

the provision of timely and relevant data. 

76. As a matter of urgency, the Surgical 

Network needs to develop a Surgical 

Services Plan that identifies, at specialty 

level, the preferred configuration of surgical 

services across NSLHD facilities. The plan 

will need to take into consideration: 

o a short, medium and long term view in 

response the staging of infrastructure 

developments over time; 

o defined roles for each site; 

o new models of care including high 

volume short stay; 

o centralisation or delivery of some 

services on fewer sites; 

o patient access and pathways including 

pre and post-surgery; 

o the impact of activity based funding; 

o core services for all sites; 

o current planning assumptions in 

relation to Hornsby and Northern 

Beaches hospitals. 

77. Develop a sustainable model of general 

paediatric surgery for NSLHD that provides 

safe access for unplanned surgery in 

particular. 

78. Consideration should be given to the 

establishment of a Vascular Access Team at 

RNSH as the volume of procedures in 

theatres, such as insertion of PICC lines, is 

high. 

79. Review the future demand for 

interventional radiology services within the 

LHD and articulate an appropriate service 

development framework to manage the 

growth of this specialty. The framework will 

identify the: 

o proposed nature and applications of 

interventional radiology services; 

o principles and appropriate governance 

arrangements for service development; 

o appropriate environment and 

equipment for interventional radiology 

(imaging rooms or operating theatres; 

multiuse equipment or service specific); 

o clinical governance and workforce 

requirements. 

7.9.2 Spinal Cord Injury 
80. Improve access to spinal rehabilitation 

services, as part of the implementation of 

the recommendations of the statewide 

service plan for SCI. 

81. Review current SCI inpatient bed availability 

and access to other supporting services 

such as ICU and operating theatres, and 

determine service requirements to meet 

the statewide service role. 

82. Support the continued expansion of 

outreach services for both metropolitan 

and rural areas. 

7.9.3 Burns 
83. Identify opportunities to improve 

ambulatory care services and access to 
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step-down facilities for burn injured 

patients who no longer require acute 

inpatient management. 

7.10 Rehabilitation and Aged 

Care 

7.10.1 Acute Aged Care 
84. Orthogeriatric services should be modelled 

against the Agency for Clinical Innovation 

(ACI) model of care and identified gaps 

addressed. 

85. The Rehabilitation and Aged Care and 

Surgery Networks jointly develop a model 

of care for older surgical patients with 

principles similar to the Orthogeriatric 

model of care. 

86. The Rehabilitation and Aged Care Network 

be actively involved in developing and 

implementing strategies in relation to older 

patients to support the achievement of the 

NEAT targets. 

87. Consider the development of special care 

units for patients with delirium and 

dementia in a section of an acute ward in 

each hospital, subject to capital funding or 

as part of any planned developments. 

7.10.2 Subacute Aged Care and 

Rehabilitation 
88. The change management plan for the 

commissioning of the Graythwaite 

Rehabilitation Centre should aim to 

successfully integrate the new service as 

part of the overall North Shore Ryde 

Rehabilitation Service which should also 

include inreach services to RNSH, day 

therapy services on site at RNSH and a 

home-based rehabilitation service that 

supports discharge of patients from the 

acute setting directly to their homes. One 

of the goals of the NSR Rehabilitation 

Service should be to minimise the number 

of nonacute admitted patients at RNSH. 

89. When capital funding becomes available 

consideration should be given to the 

establishment of subacute inpatient beds on 

the RNSH site. 

90. The Rehabilitation and Aged Care Network 

maintains a preference for the collocation 

of acute and subacute services; while 

funding limitations may not support this in 

the short term it should be considered in 

longer term planning.   

91. Home-based rehabilitation services should 

be reviewed to ensure that they provide a 

postacute service as well as supporting 

early discharge from subacute inpatient 

care. 

92. The Rehabilitation and Aged Care Network 

and Mental Health and Drug and Alcohol 

Directorate should jointly develop a model 

of care for the improved management of 

elderly patients with severe dementia and 

challenging behaviours. 

7.11 Mental Health/Drug & 

Alcohol 
93. Realign NSLHD MHDA services consistent 

with the National Reform Agenda, the new 

LHD structures and the strategic 

recommendations of the National and 

NSW Mental Health Commissions, as these 

are made. 

94. Review the NSLHD Mental Health Service 

Plan and complete the strategic vision for 

the next ten years (devolved from NSCC 

MHDA Service Plan).  

95. Develop a NSLHD Drug & Alcohol Service 

Plan, including strategies to meet the needs 

of younger people and adolescents with 

drug and alcohol problems.  

96. Develop a Macquarie Hospital Strategic 

and/or Master Plan.  

97. Secure funding for and build a 20 bed 

nonacute Inpatient Unit as well as a 20 bed 

Older Persons Inpatient Unit (15 Acute 

beds and 5 Severe Behavioural Disturbance 

beds) at Hornsby Hospital.  

98. Secure funding for and build an Acute Adult 

Inpatient Unit, SMHSOP unit, PECC unit 

and a nonacute unit for NBH. 

99. Secure funding for a Mental Health Mother 

& Baby Unit within NSLHD.  

100. Commission the CAMHS Inpatient Unit and 

expanded Adult Inpatient unit at Hornsby 

Hospital in 2013. 

101. Commission the Acute General Adult 

Mental Health Unit in the Clinical Services 

Building at RNSH in 2014. 

102. Review the location and quantum of 

SMHSOP acute inpatient services to ensure 

as the population ages the service is 

equipped to meet needs of this vulnerable 

group. Collocation of acute SMHSOP 

inpatient beds with acute medical services, 

comprehensive consultant psychiatrist 

cover and 24 hour security response 

capacity is required for optimal care of 

SMHSOP inpatients.  

103. Resolve the preferred future location of the 

acute adult inpatient beds at Macquarie 

Hospital to a general hospital site, 

consistent with long term state and national 

mental health service planning for 

mainstreaming of mental health services. 

104. Commission the 4 bed Involuntary Drug 
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Treatment Service, collocated with the 

Herbert Street Clinic, RNSH, in 2012.  

105. Identify and confirm a location for the 

building of contemporary accommodation 

for the Herbert Street Clinic within the 

NSLHD.  

106. Implement the recommendations of the 

CAMHS Service review, including the 

initiation of the CAMHS Community 

Assertive Team and a clearer articulation of 

service delineation between specialist 

tertiary or quaternary CAMHS services, 

and mental health services provided by 

other District providers. 

107. Develop cohesive youth mental health 

service provision, providing a coordinated 

model of care and service transitions 

between headspace, CAMHS, and Adult 

Mental Health Services. 

108. Undertake a scoping exercise to determine 

the requirements to develop a discrete 

service to provide care to those 

experiencing an Eating Disorder, for both 

adults and younger people. 

109. Develop a proposal for alternative ECT 

delivery options within the NSR Mental 

Health services for diverse patient groups 

requiring this and other brain stimulation 

treatments, to provide best practice 

treatments, research and training 

110. Develop a MHDA Education and Practice 

Development Unit.  

7.12 Clinical Support Services 

7.12.1 Imaging 
111. Assess the impact of the impending NEAT 

policy and Early Access to Stroke 

Thrombolysis Program to ensure imaging 

services are able to respond to 

requirements to reach mandated targets. 

112. Develop a model for the provision of 

interventional radiology services across 

NSLHD. 

7.12.2 Sterilising 
113. Explore tracking and traceability needs to 

assist with managing ‘accountable items’ 

through electronic tracing to instrument 

level as reliable technology evolves. 

114. Return Sterilising Services to local hospital 

management in 2012. 

 

 

 

 

7.13 Teaching and Research 

7.13.1 Teaching 
115. The new education centres at Hornsby Ku-

ring-gai Hospital and the future Northern 

Beaches Hospital offer significant 

enhancements to educational facilities in 

these locations. It is envisaged that these 

sites be utilised for educational 

opportunities for community-based 

clinicians as well as staff and students. 

Additional education resources have been 

created at Ryde Hospital as part of the 

Graythwaite Rehabilitation Centre 

development. 

7.13.2 Research 
116. Establish NSAHSC by the development of 

appropriate structures that support 

partnership – initially between Northern 

Clinical School and the LHD. 

117. Establish research themes across NSAHSC 

to facilitate integration and harmonisation 

of research under the Kolling banner 

initially across RNSH followed by the entire 

LHD. 

118. Appoint and resource leaders for themes. 

119. Determine translational research priorities. 

120. Align research support services. 

121. Attract Centre of Clinical Research 

Excellence (CCRE) and Program Grant 

Funding. 

122. Strengthen commercialisation processes. 

123. Establishing a community focused aging 

Research Centre at Hornsby Hospital.  

124. Have a strong culture of clinical research 

within the future Northern Beaches 

Hospital.  

125. Strengthen rehabilitation research at Ryde 

Hospital. 

7.14 Health Promotion 
126. The NSLHD Health Promotion service and 

Primary and Community Health services to 

align their planning across service streams, 

general practice, Medicare Locals and other 

service partners (government and non-

government) to deliver both population-

level health promotion programs and 

targeted prevention and early intervention 

programs for disadvantaged and at-risk 

groups.  

127. Services within Clinical Networks and 

Primary and Community Health will use 

available resources to address the core 

principles of health promotion, illness 

prevention and early intervention. 
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7.15 Recommendations By Health Service and Capital Impact 

The following table identifies recommendations that make specific reference to particular health services. 

Recommendations with generic implications for all health services are not included. The table also shows 

recommendations that have potential future capital implications, generally where these are in addition to 

changes already scoped into major redevelopments. 

Table 23: Recommendations by Health Service, indicating capital requirements 

Network NSR HK NB Capital 
Primary and Community Health      

5. Develop a strategic framework for capital infrastructure which is consistent with 

the PaCH direction and models. The priorities for the next ten years would be 

Ryde, Hillview and Northern Beaches. 

x x x x 

Paediatrics      

17. Expand paediatric models of care to include paediatric ambulatory care, 

paediatric assessment units and short stay services as well as integrated Hospital 

in the Home and paediatric palliative care services. 

   x 

Maternal and Neonatal Care     

36. Consider the impact of new models of care and trends for maternity services 

which require an increase in delivery rooms and fewer inpatient beds in the 

planning and procurement of future capital projects (including future Northern 

Beaches Hospital). 

 x x x 

37. Plan the maternity service at the future Northern Beaches Hospital as a level 5 

role delineation networked with RNSH to support the care of babies born 

locally at 32 to 34 weeks gestation. 

  x x 

38. Consider the establishment of a mother and baby mental health inpatient unit to 

provide a service for all of NSLHD.  
   x 

39. The RNSH Masterplan considers the possible collocation of a residential 

Tresillian Family Care Centre.  
x   x 

Cancer     

40. Establish a Northern Sydney Cancer Centre identity across the LHD, including a 

Northern Sydney executive committee, consultative council and strengthened 

clinical network to provide strategic direction 

o inclusion of palliative care services 

o a multidisciplinary team-based service model 

o a clear service model including role delineation for what will be 

provided in each location, including the redevelopments of Royal 

North Shore, Hornsby Ku-ring-gai and the Northern Beaches 

Health Services. 

x x x  

43. Consider the inclusion of a single linear accelerator radiotherapy service in the 

future Northern Beaches Hospital linked to the public radiotherapy service at 

RNSH. 

  x x 

44. Identify a preferred model for delivery of chemotherapy across the LHD, with 

recommendations in particular for the redevelopments at Northern Beaches and 

Hornsby. 

 x x  

Acute Medical     

46. Maintain MAUs or their equivalent in all hospitals. 
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Network NSR HK NB Capital 
Neurology     

54. Develop a District-wide model of care for Stroke patients, in the context of the 

implementation of the Early Access to Stroke Thrombolysis Program. Key issues 

to be addressed will include confirmation of identified thrombolysis centre(s), 

understanding of likely changes to patient flows and inpatient capacity 

requirements and the roles of individual facilities and service settings in relation 

to the whole patient pathway from pre-hospital to discharge home. This work 

should also consider models for transferring patients back to referring hospitals 

after the most acute phase or to home-based rehabilitation. The most 

appropriate arrangements in the short to medium term need to be determined 

as well as the opportunities that may arise when the new RNSH acute unit opens 

and the Northern Beaches Hospital is developed. 

x x x x 

56. Establish a service development framework for interventional neurology that 

addresses sustainable workforce issues, agreed growth, and scope of practice and 

preferred location of INR procedures within RNSH. 

x    

58. Review the service needs for neurophysiology for the District and advise on an 

ongoing service delivery model and equipment replacement scheme. 
   x 

59. Maximise the use of multimodal telemedicine services to improve specialist input 

to the management of patients across NSLHD. 
   x 

60. Work with RNSH and PaLMS to investigate opportunities to reduce delays in 

neurogenetic testing. 
x    

Neurosurgery     

62. Review the public neurosurgery service at RNSH in the light of major 
developments in the public (e.g. Northern Beaches Hospital) and private sectors, 

to ensure the service can best meet NS needs in the future. Such a review should 

be led by the clinical network under an Executive sponsor, and should include 

theatre resources, ICU requirements, bed numbers, and the relationship with the 

private sector.  

x    

Cardiothoracic Surgery     

64. Continue to provide a single public cardiothoracic unit for the District, located at 

RNSH. 
x    

65. Consider development of an elective thoracic surgical service at the future 

Northern Beaches Hospital, networked with RNSH. 
  x  

Cardiology     

66. The cardiovascular network agrees on an integrated model of care for cardiology 

across the NSLHD, with components to apply in each facility before and after the 

future Northern Beaches Hospital opens. The model should include, but not be 

limited to, management of myocardial infarcts and acute coronary syndromes, 

coronary care in the metropolitan hospitals, interventional cardiology and 

management of chest pain, and address workforce and on-call issues. 

  x  

67. Develop a plan for the replacement, introduction and location of clinical 

technology in cardiology across the NSLHD, including aortic valve replacement, 

micro-valve clips, and percutaneous closure of atrial septal defects. 

   x 

Renal Medicine     

69. Continue renal transplantation at RNSH and aim to increase service volumes 

through improved service networking and increased living donor rates. 
x    

71. Develop a forward program for dialysis facility provision across the LHD that 

incorporates best use of existing public and private resources and improved 

local access with consideration of expansion of the Mona Vale unit, stage 2 of 
HKH, inpatient dialysis at the Northern Beaches Hospital, and a memorandum 

of understanding between RNSH and private dialysis services. 

   x 

74. Develop a referral and clinical management model for patients requiring both 

maintenance dialysis and rehabilitation, and implement and evaluate at Mona Vale 

Hospital for the Northern Beaches and Hornsby Ku-ring-gai catchments. This 

may require review of staffing ratios at the dialysis unit and increase in chair 

numbers. 

 

 

  x  
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Network NSR HK NB Capital 
Specialist Surgical Services     

111. As a matter of urgency, the Surgical Network needs to develop a Surgical 

Services Plan that identifies, at specialty level, the preferred configuration of 

surgical services across NSLHD facilities. The plan will need to take into 

consideration current planning assumptions in relation to redevelopment of 

Hornsby Hospital and the future Northern Beaches Hospital 

x x x  

78. Consideration should be given to the establishment of a Vascular Access Team at 

RNSH as the volume of procedures in theatres, such as insertion of PICC lines, is 

high. 

x    

Acute Aged Care     

87. Consider the development of special care units for patients with delirium and 

dementia in a section of an acute ward in each hospital, subject to capital funding 

or as part of any planned developments. 

   x 

Subacute Aged Care and Rehabilitation     

88. The change management plan for the commission of the Graythwaite 

Rehabilitation Centre should aim to successfully integrate the new service as 

part of the overall North Shore Ryde Rehabilitation Service which should also 

include inreach services to RNSH, day therapy services on site at RNSH and a 
home-based rehabilitation service that supports discharge of patients from the 

acute setting directly to their homes. One of the goals of the NSR Rehabilitation 

Service should be to minimise the number of nonacute admitted patients at 

RNSH. 

x    

89. When capital funding becomes available consideration should be given to the 

establishment of subacute inpatient beds on the RNSH site. 
x    

90. The Rehabilitation and Aged Care Network maintains a preference for 

the collocation of acute and subacute services; while funding limitations 

may not support this in the short term it should be considered in longer 

term planning.  

  x  

Mental Health     

96. Develop a Macquarie Hospital Strategic and/or Master Plan.     x 

97. Secure funding for and build a 20 bed Nonacute Inpatient Unit as well as a 20 bed 

Older Persons Inpatient Unit (15 Acute beds and 5 Severe Behavioural 

Disturbance beds) at Hornsby Hospital.  

 x   

105. Identify and confirm a location for the building of contemporary accommodation 

for the Herbert Street Clinic within the NSLHD.  
x    

Teaching     

114. The new education centres at Hornsby Ku-ring-gai Hospital and the future 

Northern Beaches Hospital offer significant enhancements to educational 

facilities in these locations. It is envisaged that these sites be utilised for 

educational opportunities for community-based clinicians as well as staff and 

students. Additional education resources have been created at Ryde Hospital as 

part of the Graythwaite Rehabilitation Centre development. 

x x x  

Research     

122. Establish a community focused ageing Research Centre at Hornsby  Hospital.  x   

123. Have a strong culture of clinical research within the future Northern Beaches 

Hospital. 
  x  

124. Strengthen rehabilitation research at Ryde Hospital.  x    
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8 NSLHD CLINICAL NETWORKS  

The focus of Clinical Networks is on clinical practice rather than on institutions – this involves building multi-

sectoral, multidisciplinary relationships as well as referral and support structures between service providers, 

with an emphasis on clinical management and partnerships. 

The aim of grouping services into networks is to develop efficient and effective services across the District. It 

means that services are planned for the needs of the District and should reduce duplication across sites. 

With the formation of the Northern Sydney Local Health District, the structure has been re-configured to 

consist of a number of Clinical Networks and supporting services. While Primary and Community Health is 

not a network in its own right, many of the services provided within primary and community health settings 

are linked to and reported under the Clinical Networks and Services. 

Primary and Community Health 

 Acute Postacute Care (APAC) 

 BreastScreen NSW 

 Carer Support 

 Community Nursing 

 Domestic Violence 

 HIV and Related Programs 

 Men’s Health  

 Multicultural & Interpreter Service 

 Oral Health 

 Sexual Health 

 Women’s Health Clinics 

The NSLHD Clinical Networks include: 

Child, Youth and Family: 

 Paediatrics 

 Paediatric Emergency 

 Child, Youth and Family Health 

 Domestic Violence, Child Protection, Sexual 

Assault 

Maternal, Neonatal and Women’s Health: 

 Maternity/Obstetrics 

 Neonatology 

 Gynaecology 

 Medical Genetics 

Critical Care: 

 Emergency Medicine/Paediatric Emergency 

 Intensive Care/Retrieval Services 

 Transplant 

Cancer and Palliative Care: 

 Medical Oncology 

 Radiation Oncology 

 Haematology 

 Tumour Streams – Breast, Prostate, Lung, GI 

 Palliative Care 

Medicine (Acute): 

 Medical Assessment Units 

 General Medicine 

 Gastroenterology and Hepatology 

 Dermatology 

 Immunology/Allergy 

 Infectious Diseases 

 Clinical Pharmacology 

Medicine (Chronic and Complex Care): 

 Endocrinology/Diabetes 

 Respiratory Medicine 

 Rheumatology 

 Pain Management  

 Heart Failure 

Neurosciences: 

 Neurology and Stroke 

 Neurosurgery 

Renal and Cardiovascular: 

 Cardiology (except Heart Failure) 

 Cardiothoracic Surgery 

 Renal Medicine 

Surgery and Anaesthesia: 

 Anaesthesia 

 Burns & Plastic Surgery 

 Breast & Endocrine Surgery 

 ENT Surgery 

 Gastrointestinal Surgery 

 General Surgery 

 Hand Surgery  

 Head & Neck Surgery 

 Ophthalmology 

 Orthopaedic Surgery 

 Paediatric Surgery 

 Peri-operative – Theatres/Recovery 

 Trauma 

 Urology/Continence 

 Vascular Surgery 

 Spinal Injury 



 

Clinical Services Plan 2012-2016 – Northern Sydney Local Health District 

 

56 

Additional chapters describe support services or extension services which have links across all Clinical 

Networks and service streams. These include: 

Mental Health and Drug and Alcohol: 

 Child and Adolescent Mental Health Service 

(CAMHS) 

 Children and Young People’s Mental Health  

 Mental Health 

 Drug and Alcohol 

Clinical Support Services 

 Imaging 

 Sterilising 

 Pathology 

 Patient Access and Transport Unit 

Teaching and Research 

 Education and Teaching 

 Research 

 

 

Health Promotion 

 Obesity prevention 

 Tobacco Control 

 Alcohol Harm Prevention 

 Falls Injury Prevention 

 Targeted prevention and early intervention 

 

 

For each Clinical Network and service, the following chapters of this report identify: 

  Current Services 

 Activity 

 Achievements Since 2008 

  What’s New Since 2008 

 Issues and Opportunities 

 Strategic Recommendations 

 

  

 

Rehabilitation and Aged Care: 

 Aged Care Services 

 Dementia/Cognition 

 Orthogeriatrics 

 Rehabilitation 

 

 

 



 

Clinical Services Plan 2012-2016 – Northern Sydney Local Health District 

 

57 

8.1 Primary and Community Health 

Primary & Community Health services are provided across Northern Sydney in both private and public 

settings. General Practitioners are at the centre of primary health care delivery. Other service providers or 

care settings include private allied health services, residential aged care facilities, and independent Aboriginal 

health services. NSLHD provides a range of community health services in people’s homes, and through early 

childhood centres, community health centres, and other locations. Community Health is the second largest 

part of primary health care. It includes a wide range of services that fall into five broad streams: 

 Child, youth and family including community maternity services 

 Aged care and rehabilitation, chronic disease management and palliative care 

 Mental health and drug and alcohol 

 Oral health 

 Health promotion. 

NSLHD primary and community health services include: 

 Acute Postacute Care (APAC) 

 BreastScreen NSW 

 Carer Support 

 Community Nursing  

 Domestic Violence  

 HIV and Related Programs 

 Men’s Health 

 Multicultural & Interpreter Service 

 Oral Health 

 Sexual Assault 

 Women’s Health Clinics. 

 

Other services may be provided within primary and community health settings but reported under other 

networks incude:  

Cancer and Palliative Care Network: 

 Palliative Care Services 

Child Youth and Family Network: 

 Early Childhood Services 

 Child, Youth and Family Health Services 

 Child Protection 

Medicine (Chronic and Complex Care) Network: 

 Chronic Disease Management 

 Ongoing and Complex Care 

 

Mental Health and Drug and Alcohol Services: 

 Mental Health Services 

 Drug and Alcohol Services (DAS) 

Rehabilitation and Aged Care Network: 

 Aged Care Services 

 Community-based rehabilitation cardiac and 

pulmonary rehabilitation. 

 

 

8.1.1 Current Services 

There has been a move from the delivery of centre-based health services from stand-alone Community Health 

Centres (CHCs) to the development of ‘health hubs and spokes’ that support the collocation of multiple 

services and teams on one site or ‘hub’ while ensuring that services can be delivered as close to home as 

possible using a network of smaller centres or ‘spokes’ across the District. This model has been implemented 

in North Shore Ryde with the development of the Chatswood Health Precinct as a ‘health spoke’ to the major 

community ‘health hub’ located at St Leonards. Along with the development of the hub and spoke model a 

range of newer models support the delivery of services including: 

 Telephone or internet support, coaching and monitoring 

 Drop in services 

 Home-based services 

 Outreach 

 Mobile units 

 Outpatient and ambulatory care – providing access to specialist and multidisciplinary services either 

on a hospital site or at CHC. 

Over the last ten years there has been increasing opportunities for people with ambulatory sensitive and 

chronic conditions to receive care through ambulatory services and improved chronic disease management. 

Key ambulatory services provided in NSLHD include APAC and the community nursing service known as 

Northern Sydney Home Nursing Service (NSHNS). 

APAC provides acute care substitution and postacute care to suitable consenting patients in their home or 
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residential aged care facilities (RACF) as an alternative to inpatient (hospital) care. The person’s care is 

managed by a medical officer (mostly a local GP but also senior medical clinicians from the local hospital). 

APAC provides a multidisciplinary service including nursing, physiotherapy, occupational therapy, social 

worker, pharmacy, community care aides, and other services as required. Care is usually provided within 24 

hours of referral for approximately 14 days but may be extended to up to 6 weeks for specific conditions. 

APAC has registered partnerships with GPs, community pharmacies and residential aged care facilities as part 

of their model of care. It has recently collaborated with the aged care registrar at RNSH as another strategy to 

reduce hospital presentations.  

The Northern Sydney Home Nursing Service (NSHNS) provides a range of generalist and specialist 

community nursing services in people’s homes which enables them to live independently and avoid premature 

admission to residential care. Community Nursing Services link directly with the person’s local GP for medical 

case management, and liaise with specialist medical staff where indicated. Many clients of the community 

nursing services are eligible for services under the Home and Community Care (HACC) program and some 

are also eligible for the DVA Community Nursing program. Community nursing services provide limited 

services in residential care settings due to restrictions of HACC funding agreements.  

NSHNS is predominantly a nursing service with a number of specialist clinical nurse consultants (CNCs) and 

some allied health staff and includes a Pulmonary Rehabilitation service. NSHNS also provides the care 

coordination nursing component of the Severe Chronic Disease Management Program within Northern 

Sydney.  

These services provide comprehensive assessment and care planning within the scope of their service and 

support and monitoring of chronic conditions. In addition, they provide clinical and technical procedures and 

promote health by encouraging clients to adopt good nutrition, exercise and learn about their wound 

management or other treatment and health issues. Generalist palliative care services are provided by the 

community nursing services in collaboration with the specialist palliative care services provided through 

Hammondcare Health and Hospitals. NSHNS also provides some specialist palliative care nursing services 

within Northern Sydney. 

The BreastScreen service is outlined in Chapter 8.5: Cancer and Palliative Care. 

A carer is a family member, friend, neighbour or other community member who provides care and assistance 

to another person, often in a regular and sustained manner, without payment other than in some cases a 

pension or benefit. Carers are an essential, effective and efficient source of information to guide treatment 

choices. Carer Support Services have a role in raising awareness of carers’ needs, changing attitudes 

towards carers and improving the responsiveness of local acute and community-based health services to the 

needs of carers. Strategies to improve carer identification and support within the public health system are 

facilitated by the Carer Support Service and are based on the NSW Carer Action Plan 2007-2012. 

HIV & Related Programs (HARP) includes the following services: Sexual Health Services (SHS), HIV Unit, 

Needle and Syringe Program (NSP), and HARP Health Promotion Teams. In addition HARP maintains a funding 

and governance function for the delivery of Hepatitis C clinical services at RNSH. The priority population 

groups specific to HARP are: 

 Men who have sex with men  

 People with HIV/AIDS 

 People who inject drugs 

 Sex Industry workers 

 Aboriginal people 

 Heterosexuals with regular partner change 

 At risk youth. 

Sexual health services are located at RNSH and provide specialist medical, nursing and counselling 

interventions for people living with, or at risk of acquiring, a sexually transmitted infection (STIs). Priority STIs 

are chlamydia, gonorrhoea and infectious syphilis. The SHS also provides a point of referral for clients with 

complex or difficult to manage sexual health issues, and support and advice for GPs and other health care 

workers.  

HIV is now considered to be a chronic illness. At RNSH, HIV management and care is predominantly a 

function of the HIV Unit with testing and some treatment, management, and care undertaken by the SHS.  

The NSP provides a range of services to people who inject drugs including a mix of staffed primary outlets and 

secondary outlets where people who inject can access needles and syringes. Secondary outlets include most 

CHCs, several DASs and non-government agencies.  
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A HARP health promotion team is located at RNSH. The focus is predominately one of preventing the 

transmission of STIs, HIV, and blood borne viruses by the delivery of a range of health promotion 

interventions to priority population groups. Strengthening access pathways to HARP clinical services is also a 

core role of the team. HARP also provides funding to Hepatitis C and Viral Hepatology services at RNSH to 

improve access to treatment and care for people living with Hepatitis C.  

Men have higher rates of mortality and morbidity with regard to mental health conditions, cardiovascular 

disease, diabetes, injuries, and cancers. Compared to women, men access health services at a lower rate, have 

fewer hospital separations but longer hospital stays when admitted requiring more intensive and expensive 

interventions. The Men’s Health Service aims to raise staff awareness of men’s health issues and to improve 

men’s knowledge of health and health practices and their access to services. The key priorities for action 

include: 

 Better cancer awareness and earlier intervention 

 More effective health messages for men (specifically safer sex) 

 Better mental health and wellbeing 

 Better prepared and more involved fathers. 

The Multicultural Health Service (MCHS) works with clinical staff, community members and other 

agencies to improve the accessibility and appropriateness of health services for people from diverse cultural 

and linguistic backgrounds. This target group includes people who speak a language other than English at home 

or who were born in non-English speaking countries. 

The MCHS provides information and referral services directly to priority groups in addition to cultural 

diversity training for NSLHD staff. The MCHS is also involved with capacity building, multilingual resource 

development, community consultation, policy development and implementation, and research. 

In NSLHD, face to face interpreting services for staff and clients are purchased from Sydney South West Local 

Health District (SWSLHD) Telephone interpreting services are provided by either SWSLHD or the 

Translation and Interpreting Service (TIS) funded by the Department of Immigration and Citizenship. The 

budget for interpreting services and responsibility for monitoring interpreter service policy issues is the 

responsibility of the MCHS. 

Priority groups for the MCHS include:  

 communities with identified patterns of health conditions and risk factors 

 new arrivals to Australia under the Refugee and Humanitarian Program 

 communities which have been identified as small and emerging 

 communities who are recently arrived (during the last five years) and have poor English language 

proficiency 

 communities with a high proportion of frail older people (aged 75 years plus) with poor English 

language proficiency 

 women from CALD backgrounds with children aged 0 to 8. 

Oral Health Services are responsible for the provision of acute and nonacute oral health care to eligible 

people within the NSLHD catchment area. Oral health care in NSLHD is provided by different providers 

depending on the nature and level of care required. Eligible consumers access the service through a single call 

centre and include: 

 Children and adolescents (less than 18 years) who have a Medicare card 

 Adult residents of NSLHD who have a Healthcare card, Pensioner Concession card, or 

Commonwealth Seniors Health card issued by the Australian government.  

An assessment appointment provides a diagnostic oral examination and stabilising treatment if required. 

Patients are recommended a course of treatment and may be placed on a treatment waiting list for an 

appointment, be referred for specialist dental care within NSLHD acute facilities, or be referred to either 

Sydney Dental Hospital or Westmead Centre for Oral Health. Patients can also be referred to the private 

sector for treatment by using the Oral Health Fee for Service voucher system. The service also provides oral 

health promotion and prevention activities for priority populations in NSLHD and these groups have priority 

access to treatment services. The priority groups include: 

 Children and adolescents 

 Older people (70 years and over) 

 Low income and social disadvantage 

 People with special needs 

 Aboriginal people. 
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The Sexual Assault Service (SAS) is the only specialised service for people over 16 years of age (14yrs and 

over after-hours) in the HKH, NB and NSR Health Services. In NSLHD, the child protection service provides 

services to children and adolescents who have been sexually assaulted. The SAS provides: 

 an integrated 24 hour medical, forensic and crisis counselling service response to adult victims of 

recent sexual assault, in keeping with the NSW Interagency Guidelines 

 medical follow up and counselling to this client group, as well as counselling to victims of ‘historical’ 

sexual assault (i.e. past adult or child sexual assault) where resources permit, using evidence-based 

counselling practice of group work and individual therapy 

 court preparation and court support to victims, as well as extensive consultation, training, and 

interagency participation with a wide range of agencies on a local and statewide level.  

The Women’s Health Service recognises that risk of disease and poor health outcomes are influenced by a 

range of social and economic determinants. The service adopts a broad view of health that includes wellbeing 

and prevention, not just disease. It focuses on providing information and health promotion to women within 

priority populations, community development, and implementing the domestic violence policy. These groups 

include women who experience violence, Aboriginal women, women from CALD backgrounds, women with a 

disability, and women of low socio-economic status. The service works collaboratively with NGOs, general 

practices, and other internal and external service providers. The women’s health service is informed by 

national and state women’s health policies and links with the NSW Women’s Health Plan 2009-2011. Other 

key roles are training students (nursing and medicine) in women’s health issues and sexual and reproductive 

health.  

8.1.2 Achievements Since 2008 
 The Primary and Community Health (PaCH) plan for Northern Sydney and Central Coast was 

completed in December 2010. The plan and background papers outline each of the services in more 

detail. 

8.1.3 What’s New Since 2008 
 Since 2008 there have been state and national reviews of Primary and Community Health services and 

a number of programs have been initiated since the NSCCAHS PaCH plan was completed in 2010.  

 In 2008, NSW Health commissioned the Centre for Health Service Development, University of 

Wollongong to provide three reports as part of a review of Community Health. These reports 

provide a literature review, a review of current services and some options for future directions.  

 The National Primary Health Care Strategy “Building a 21st Century Primary Health Care System” was 

released in 2010 and provides a comprehensive national policy statement for primary health care in 

Australia. It identifies five key building blocks which are necessary to underpin a responsive and 

integrated primary health care system including 

o Regional integration  

o Information and technology, including eHealth  

o Skilled workforce  

o Infrastructure  

o Financing and system performance. 

 The strategy identifies four priority directions for change 

o Improving access and reducing inequity  

o Better management of chronic conditions  

o Increasing the focus on prevention  

o Improving quality, safety, performance, and accountability. 

 Key reform initiatives for each building block and priority area will be implemented as part of the 

National Health Reforms.  

 The Connecting Care Program is a NSW Ministry of Health funded program commencing in 2012 to 

improve access, services and co-ordination of care to patients with the following illnesses 

o Chronic Obstructive Pulmonary Disease 

o Hypertension 

o Cardiac 

o Diabetes 

o Heart Failure. 
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 The program has taken over 18 months to develop and is aimed at assisting patients and carers, 

particularly those with more than one illness, who have complex care needs or who are struggling to 

manage in the community. The program has established a Health Contact Centre as the single point 

of entry for all Community Aged and Chronic Care teams. The centre takes referrals from hospitals, 

GPs, and patients. Patients (with their consent) are enrolled in the program with the aim that they 

receive the right service at the right time. Six Care Co-ordinators have been employed in NSHNS to 

support GPs, patients and carers to develop care plans, co-ordinate care for complex patients, 

arrange access to required services, and to allow patients to stay well at home and avoid hospitals 

admissions. 

 The patient and the carer are the centre of care with individualised care plans developed for the 

patient. The Connecting Care program provides integrated care, coaching and rehabilitation 

(particularly cardiac and pulmonary rehabilitation) with easy access for patients to the various 

components or services within the program including APAC and Palliative Care. It also involves GPs 

who are often the person most familiar with the patient’s full health care.  

8.1.4 Issues and Opportunities 
 In the PaCH planning process, community and consumer representatives emphasised the importance 

of patient-centred service delivery, as well as the need for consumers, their carers, relevant NGOs, 

and stakeholders to be actively involved in planning and decision-making regarding the patient’s care. 

 The absence of a unified organisational and accountability structure for PaCH services is likely to be a 

barrier to the implementation of new strategic directions and recommendations arising from this 

planning process in a consistent manner. 

 The focus of community health has moved from one of prevention and health promotion in the early 

1970s to one that includes acute care in the community, hospital substitution, rehabilitation, and a 

significant mix of general and specialist services. 

 A large number of community health service buildings across NSLHD are 30-100 years old and are no 

longer suitable for the provision of modern health services. Many buildings provide poor access for 

people who are disabled or have mobility difficulties, are poorly located either with limited public 

transport or inadequate drop-off zones or parking spaces, are in a poor state of repair and have high 

maintenance costs. 

 Multiple small buildings do not readily support the provision of services by multidisciplinary teams or 

support the development of models of care that improve integration with other service providers 

such as GPs and private allied health. 

 Mobile workforce requires mobile technology and telecommunication solutions that are compatible 

with systems in CHC and other healthcare locations. 

 Infrastructure requirements have changed significantly with increasing numbers of our workforce 

taking their services to people’s homes rather than seeing patients in clinics. This has implications for 

the provision and garaging of fleet cars, storage, and access to clinical equipment, and availability of 

staff accommodation at the beginning and end of each day or for support functions. 

 Improving the effectiveness and efficiency of PaCH services rests to a significant degree on improving 

the working relationships between various providers and services, particularly across different 

streams of care. 

 Models of care vary across services, sectors, and providers. Many of these are unclear and poorly 

articulated making it difficult for patients, GPs, and other service providers to understand how and 

where services are provided and how they can be accessed. 

 For many services there is a lack of flexibility in where and how services are provided – in-centre, 

outreach, and home-based service. 

 Services are predominantly provided/available during office hours rather than responding to the needs 

of the consumers. 

 There is a need to improve models of care and streamline access to a range of PaCH services. 

8.1.5 Strategic Recommendations 

The following recommendations represent the strategic directions of the PaCH plan, amended for Northern 

Sydney: 

1. Develop an organisational culture that involves consumers, carers, NGOs, and stakeholders in patient-

centred service delivery and evaluation. 

2. Develop a robust governance structure that ensures PaCH services are planned and delivered in a 

coordinated and consistent manner and which supports the development of relationships with key 
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service partners. 

3. Integrate PaCH services across service providers to facilitate and streamline patient care, with a priority 

to develop a partnership with Medicare Locals to plan and provide services to the population and to 

develop HealthOne services across the LHD. 

4. Align individual service models with the NSLHD PaCH strategic direction and service principles, 

ensuring consistency in service planning and delivery, and improving service navigation and coordination. 

For example, develop Health Contact Centres for child, youth and family, and aged and chronic care. 

5. Develop a strategic framework for capital infrastructure which is consistent with the PaCH direction 

and models. The priorities for the next ten years would be Ryde, Hillview, and Northern Beaches. 

6. Provide meaningful and comparable patient and organisational level information which supports the 

management and monitoring of patient care, service delivery, clinical research, and evidence-based 

practice. For example, develop an integrated eMR that provides easy access across service sites. 

7. Maintain the availability of an appropriately skilled and sustainable workforce to provide equitable 

access to PaCH services that meet identified community health needs of the LHD. 

8. Improve equity of access to services and ensure that services reach priority or hard to reach 

populations. 

9. Make health promotion everybody’s business: The principles of health promotion, illness prevention, 

and early intervention will underpin all PaCH services and service models to improve the overall health 

of individuals and communities and reduce the future burden of disease. 

10. Introduce a Health Contact Centre for Early Childhood Health Centre (ECHC) and Child and Family 

Health services (including allied health) to minimise interruptions to clinical consultations and to 

facilitate the identification of issues that require a priority response. 

11. Develop Models of Care that support older people in the community such as the proposed federal 

government’s aged care “one-stop-shops”, early access to assessment, home-based rehabilitation, allied 

health, and HACC type services in collaboration with APAC and community nursing services. 

12. Implement the Connecting Care Program to improve prevention, access and service delivery that 

incorporates self-management, specialist care, care-coordination, coaching and palliation for chronic 

care patients and their carers. 

13. Increase access to Palliative Care services for the population by, for example: 

o Improving end of life care in residential aged care facilities.  

o Developing pathways from chronic disease management programs to palliative care services. 

o Reviewing the needs of children and adolescents with life limiting illness and their families. 

14. Expand APAC partnerships with residential aged care facilities (including independent living centres, 

nursing homes and hostels), GPs, and community pharmacies to provide health for residents within 

their “home” and reduce their need for hospital services. 

15. Identify funding sources for innovative programs to address the needs of low income people and people 

with special needs that may not fit the eligibility criteria but have difficulty affording private oral health 

services. 

16. Prepare a rolling annual service plan for HIV and Related Programs, Sexual Assault, Men’s Health, 

Women’s Health, and BreastScreen.  
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8.2 Child, Youth and Family 

The recently established Northern Sydney Kids (formerly NSLHD Child, Youth and Family) Network includes: 

 Child and Family health 

 Childhood developmental disability services  

 Youth services  

 Child Protection  

 Child Sexual Assault 

 Paediatric Inpatient Services 

 Paediatric Emergency  

 Paediatric Endocrine 

 Adolescent Health  

 Neonates (shared with Maternity Network) 

  

From 2011 to 2021, the NSLHD population of children and young people is expected to increase by 0.6% per 

annum (15,600) for the age range 0 to 24 years and by 0.7% (10,000) for the age range 0 to 15 years. 

8.2.1 Current Services 

Paediatric Inpatient & Emergency Services 

The Paediatric component of the Network brings together acute paediatrics, emergency, surgery, neonates 

and adolescent inpatient services. Paediatric services are provided at three of the five acute hospitals in 

NSLHD including Hornsby, Mona Vale, and RNS hospitals. The age range for children’s services is defined as 0 

to 16th birthday, though in practice exceptions will occur for young people up to their 18th birthday depending 

on the nature of the diagnosis or planned procedure, maturity level of the patient, and the wishes of the 

patient and family. 

Services span both medical and surgical health needs in emergency, ambulatory care, outpatient, and inpatient 

services. Children also present to ED at Manly or Ryde hospitals and where the child’s clinical need exceeds 

the scope of the service available in the ED, they are referred to Mona Vale or Hornsby hospitals. Paediatric 

services are provided at most hospital sites in conjunction with maternity and neonatal services and require 

key staff such as paediatricians and paediatric registrars to support service provision.  

Table 24: Current NSLHD Role Delineation levels 

 Hornsby Manly Mona Vale RNSH Ryde 

Emergency Department 4 4 4 6 3 

Paediatric Medicine 4 1 4 4 1 

Paediatric Surgery 4 1 4 4 1 

 

In addition to these services, links are established with Child and Adolescent Mental Health Services (CAMHS) 

to appropriately manage patients with mental health issues who are admitted to general paediatric units across 

the LHD. Admission protocols and pathways have been developed to ensure that children are cared for in the 

most appropriate setting either in the general paediatric ward or specialist mental health facilities. All 

paediatric wards within NSLHD accommodate children in single, dual or multiple occupancy rooms to facilitate 

age and gender separation. There are no separate facilities for adolescents at Hornsby or Mona Vale hospitals, 

but RNSH can accommodate adolescents in rooms distant from infants but close to a separate lounge for 

adolescents if appropriate. Currently Hornsby and Mona Vale hospitals have emerging ambulatory care models. 

Hornsby Hospital paediatric service is provided from a 12 bed Paediatric and Adolescent Unit. There is no 

built capacity to expand the service. Located in close proximity is the ED which has four beds dedicated for 

paediatrics. Outpatient clinics are held in the maternity services area on the level above the paediatric ward. A 

Paediatric Ambulatory Care service (PACS) has been established and is held in the inpatient ward. A large 

dental list with special funding is provided weekly under a Service Agreement with the Children’s Hospital at 

Westmead.  

Mona Vale Hospital paediatric service is provided from 12 funded beds in a 20 bed ward on the 6th floor of 

the hospital. The newly refurbished ED has four beds dedicated for paediatrics. Outpatient follow up clinics are 

provided on the ward or conducted at Visiting Medical Officer (VMO) rooms. 

Royal North Shore Hospital paediatric service is provided from 24 beds located on level 5 of the Douglas 

Building. Single rooms are available for “at risk” mental health admissions or other children who may require 

isolation. Day stay general surgical patients are managed through a short stay unit utilising the Burns Unit 

operating theatre located on level 6, Douglas Building. A hospital school supports students from Kindergarten 

to Year 12.  
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Located on the same level within the paediatric unit are a number of outpatient clinic rooms used for a range 

of paediatric outpatient consultations including: general surgery, dermatology, general paediatrics, allied health, 

and the multidisciplinary feeding clinic. The District paediatric diabetes and endocrine service is based at RNSH 

and conducts multidisciplinary clinics on site. The ED has seven beds and a treatment room dedicated for 

paediatric patients in a separate area and a designated paediatric bed in the resuscitation area. 

Child Health Networks (CHN) were established in 2001 to facilitate the development of clinical 

networking of paediatric services with the aim to ensure all children are provided with high quality clinical care 

as close to home as possible, wherever possible. Each of the Networks is a partnership of LHDs and a 

Children's Hospital. NSLHD is linked to two Child Health Networks: 

 The Western CHN, based at the Children’s Hospital at Westmead supports paediatric services 

delivered at Hornsby and Ryde hospitals. 

 The Greater Eastern and Southern Child Health Network, based at the Sydney Children’s Hospital at 

Randwick supports paediatric services delivered at Mona Vale and RNS hospitals. 

In 2010, the Children’s Hospital Westmead and the Sydney Children’s Hospital Randwick amalgamated and 

became the Sydney Children’s Hospital Network (Randwick and Westmead). 

Child and Family Health Services  

Child & Family Health services involves an understanding of how the interplay between physical, psychosocial, 

and environmental factors and human biology affects the growth and development of all young people whether 

well, ill, impaired or disabled.  

The majority of children and their families are generally fit, well and experience good health, with intermittent 

support from health services usually accessed through their local GP or early childhood health centre 

(ECHC). New parents are well supported through the network of ECHC and services, assisting them to 

develop skills and approaches to navigate the critical early development years of their children. Services are 

based on a wellness model of care and the principles of health promotion, early intervention and prevention. 

Significant changes have occurred in models of care with more comprehensive cross-agency working now as 

the cornerstone for many services, particularly for families with new babies and young children. 

NSW Ministry of Health and NSLHD are key partners with other Human Service agencies in developing and 

delivering prevention and early intervention services that assist parents and communities to sustain children’s 

health and wellbeing in the long term.  

A key whole of government initiative is Families NSW which is an overarching strategy to enhance the health 

and wellbeing of children up to 8 years and their families. Families NSW initiatives include Universal Health 

Home Visiting, Safe Start, the Positive Parenting Program (Triple P), schools as community centres, and 

supported play groups. Health services are the universal point of contact for families entering the Families 

NSW service system. The NSW Ministry of Health vision is for a comprehensive and integrated health 

response for families encompassing all stages of pregnancy and early childhood development and linking GP, 

community, specialist, and hospital services. 

General Practitioners are the major providers of medical care in the primary health care system in addition 

to community health staff and the acute hospital sector. Health services for children, young persons and 

families are delivered by a variety of clinical staff and occur in a variety of settings including: 

 GP surgery 

 Early Childhood Health Centres 

 Community Health Centres 

 Family Care Centres 

 Residential Family Care Centres - Tresillian 

 Aboriginal Community Centres 

 Child and Adolescent Mental Health facilities 

 Private Paediatrician and Allied Health rooms 

and clinics 

 Outpatient and ambulatory care facilities 

(including methadone clinics) 

 General and specialist children’s hospitals 

 Public and private dental clinics 

 Educational establishments including 

preschools and schools 

 Private homes 

 Neighbourhood and Youth centres 

 Parent help telephone lines. 

The Child and Family Health service provides specialist multidisciplinary assessment, diagnostic, and 

treatment services to manage the care of children with complex and special needs including medical, 

developmental, and behavioural disorders. Common presenting issues include speech and language problems, 

gross and fine motor movement problems, and ‘global’ developmental and behavioural problems. A range of 

professionals contribute to child and family multidisciplinary teams including specialists in physical, mental, 

developmental ,and behavioural issues including: 
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 Community Paediatrics 

 Child and Family Health Nursing 

 Child and Young People’s Mental Health  

 Allied health services including speech pathology, physiotherapy, occupational therapy, audiology, 

psychology, and social work 

 Child Development Service. 

Child and family health services also offer an extensive range of health promotion, early intervention and 

community education programs and work in collaboration with external agencies and government 

departments.  

The Child Development Service is located in the Community Health Building in St Leonards and provides 

diagnostic and assessment services to families with children who may have a developmental disability or 

intellectual handicap. The comprehensive assessment is multidisciplinary and involves a detailed focus on the 

child’s developmental history, current abilities and needs. It includes a full psychological and paediatric 

assessment and assessment of motor skills where appropriate. Recommendations for therapies, ongoing 

contact and follow up consultations are offered. Children and young people with an intellectual disability of 

school age and above are usually referred to Department of Ageing Disability and Home Care (ADHC).  

The Child Youth and Family Network is currently working with the CAMHS Team to identify options for 

the development of Adolescent Services. Adolescents and young people have unique health issues and 

challenges, many of which manifest as mental, emotional, or sexual health issues as well as conditions relating 

to risk taking behaviour or non-adherence with chronic illness treatments. In turn these issues can have 

significant and long term effects on future physical, psychosocial, moral and sexual development. For older 

children or children with specific health needs a wide range of secondary health services are provided by the 

child and family health teams with links to other services such as CAMHS, as required.  

Northern Sydney Child Protection Service is an integrated child protection counselling service and a child 

sexual assault service. This service sees children and young people who live in the LGAs within Northern 

Sydney sectors of the LHD. The service is based in the community health building on the RNSH campus, 

however services are also offered from a number of community health facilities across the Northern Sydney 

District.  

Child Youth and Family Network 

The Child Youth and Family Network is based on collaboration across the Executive Committees for Child 

and Family Health as well as the Paediatric services of the LHD thus linking primary and community care with 

acute and ambulatory care. It has an established link with the NSLHD Clinical Council and is positioned for 

establishing links with the emerging NSW Kids & Family. The network is also known as Northern Sydney Kids. 
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Figure 4:  Child Youth and Family Service Network Structure 
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The networking of tiered paediatric services will enhance the ability of the LHD to provide a comprehensive, 

integrated service. Networking will support the provision of local services for most paediatric medical 

conditions in ambulatory and short stay inpatient facilities. The concentration of children with higher risk 

symptom complexes in a smaller number of facilities will provide the critical mass required to develop and 

maintain skills consistent with requirements for LHD to be self-sufficient in secondary level paediatric inpatient 

services. The model of care recognises the needs of parents and carers of children and adolescents particularly 

for those with complex and ongoing health issues and include the following components: 

 Emergency departments 

 Ambulatory care/short stay/Hospital in the Home  

 Paediatric inpatient units: 

o low to moderate risk services at Mona Vale (interim) and Hornsby hospitals 

o low to high risk services at RNS Hospital and the future Northern Beaches Hospital. 

Models of care are also identified for specific service users including: 

 Adolescents (12 – 18 years) 

 Children and adolescents with mental health issues 

 Paediatric endocrinology 

 Children with complex and ongoing health issues including: 

o Neonates transitioning to paediatric services 

o Children transitioning to adult services 

o Children with developmental disabilities health issues 

o Palliative Care. 

The provision of general paediatric surgical services is addressed under Chapter 8.9: Surgery and Anaesthesia.  

The proposed configuration of services across NSLHD will support the implementation of the new models of 

care in a networked environment: 

 RNS Hospital and the future Northern Beaches Hospital will develop their capabilities and capacity to 

manage children with higher acuity medical and surgical conditions from across the LHD. These 

hospitals will support paediatric services through the provision of District-wide specific services and 

minimise outflows to the specialist children’s hospitals for non-tertiary services. 

 Core paediatric inpatient capabilities will be maintained at Hornsby Hospital with robust referral 

pathways to the designated higher acuity services within NSLHD. 

 Robust referral pathways from Manly to Mona Vale (prior to the opening of the future Northern 

Beaches Hospital) and Ryde to Hornsby or RNS hospitals will be maintained so that children can be 

rapidly transferred when clinical needs exceed the capabilities of the local emergency departments. 

While inpatient care will continue to be provided for low to moderate risk patients (at Hornsby and Mona 

Vale hospitals), and low to high risk patients (at RNS Hospital and the future Northern Beaches Hospital), the 

proposed models of care require all of these hospitals to develop ambulatory care services to reduce 

ambulatory care sensitive admissions and minimise lengths of stay in accordance with best practice. The 

development of ambulatory care services will: 

 focus on developing and enhancing relationships and networking across acute hospitals and primary 

and community care services to ensure children with chronic/complex and ongoing health issues can 

be supported in the non-inpatient environment; 

 release inpatient capacity to reverse current outflows to specialist children’s hospitals and to manage 

higher acuity children locally; 

 require reconfiguration and enhancement of paediatric infrastructure and staffing resources to 

provide short stay acute assessment capacity, follow-up clinics and Hospital in the Home services. 

Models of care also recognise the needs of parents and carers of children and adolescents particularly for 

those with complex and ongoing health issues. 

Primary and community-based health services for children, youth and families are diverse and span health 

promotion, prevention and early intervention, assessment, investigation, diagnosis, and treatment when 

physical, mental or developmental health issues are identified and continuing care for children with ongoing, 

complex or chronic conditions. Complementing GP and other primary care services, NSLHD provides a range 

of community health services ranging from universal care through to secondary and tertiary level services 

outlined below. 
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Figure 5: Hierarchy of Child, Youth and Family Services 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

There is also a range of adult and other services that need to be considered in the context of achieving 

positive outcomes for children and young people include: 

 Maternity services which are designed to ensure that babies are born healthy, giving them the best 

start in life. Services at this interface are guided by the NSW Ministry of Health Supporting Families 

Early maternal and childhood health primary health care policy and the Safe Start strategic policy. 

 Mental Health and Drug and Alcohol services, acknowledging the influence of good parental mental 

health on the ability to effectively parent a child and ameliorate the potential negative effects in child 

development. This includes CAMHS and other services such as the Coral Tree Family Service at 

Macquarie Hospital. 

With the emergence of models of care such as Paediatric Ambulatory Care and Hospital in the Home services 

and increasing population health needs for adolescent health and mental health services, it is imperative that 

proposed children’s health models of care advocate for collaboration between community and hospital based 

services. This is also in line with the founding principles of the Garling report recommendation leading to the 

founding of the new statutory corporation NSW Kids & Family. 

8.2.2 Activity 

Emergency department services for children aged 0 to 15 years grew by 10.5% across NSLHD over the last 

three years with the exception of Hornsby Hospital.  

Table 25: ED Presentations 0-15 years - 2008/09 to 2010/11 

 2008/09 2009/10 2010/11 3 year change % change 

Hornsby 7,659 7,631 7,746 87 1.1% 

Manly 2,483 3,037 3,219 736 29.6% 

Mona Vale 6,691 7,366 7,644 953 14.2% 

RNSH 11,698 12,756 12,912 1,214 10.4% 

Ryde 2,915 3,268 3,215 300 10.3% 

NSLHD Total 31,446 34,058 34,736 3,290 10.5% 

Source: Emergency Department Information System (EDIS) 

The recently established National Emergency Access Target (NEAT) requires hospitals to work towards 90% 

of people presenting to emergency departments being assessed and provide care and disposition within a 4 
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hour timeframe. Children have good access to care within the NSLHD hospitals in comparison to adults with 

76% of children receiving assessment, care and disposition within the 4 hours timeframe. However, this is an 

LHD wide achievement and RNSH and Hornsby Hospital experience greater difficulty in meeting this target. In 

2010/11, the achievement of this target for children varied from 69% by RNSH to 93% by Ryde Hospital.  

Table 26: Time from presentation to ED to Disposition 0-15 years - 2008/09 to 2010/11 

Time to disposition 2008/09 2009/10 2010/11 2008/09 2009/10 2010/11 

<4 hrs 23,959 25,587 26,488 76.2% 75.1% 76.3% 

4 to <5 hrs 2,817 3,181 3,156 9.0% 9.3% 9.1% 

5 to <6 hrs 1,857 1,916 1,957 5.9% 5.6% 5.6% 

6 to <7 hrs 1,078 1,253 1,222 3.4% 3.7% 3.5% 

7 to <8 hrs 650 774 678 2.1% 2.3% 2.0% 

8+ hrs 1,085 1,347 1,235 3.5% 4.0% 3.6% 

Total 0-15 years 31,446 34,058 34,736 100.0% 100.0% 100.0% 

Source: Emergency Department Information System (EDIS) 

Table 27: ED Presentations 0-15 years - 2010/2011 

Triage category Hornsby Manly Mona Vale RNSH Ryde NSLHD 

1 6 6 23 70 15 120 

2 561 281 260 1,385 118 2,605 

3 1,672 1,638 2,245 4,781 849 11,185 

4 4,058 1,153 4,138 5,449 2,030 16,828 

5 1,449 141 978 1,227 203 3,998 

NSLHD Total 7,746 3,219 7,644 12,912 3,215 34,736 

Source: Emergency Department Information System (EDIS) 

Over the last three years paediatric medical activity has risen in NSLHD hospitals by 9.6% but surgical and 

procedural activity has declined by 7.7% over the same period. NSLHD hospitals provide approximately 5,000 

medical separations per annum for children and 1,500 interventional separations per annum for children. 

Table 28: Paediatric activity provided by NSLHD hospitals from 2008/09 to 2010/11 

  2008/09 2009/10 2010/11 % Change 

Paediatric Medical Seps 4,709 4,917 5,159 9.6% 

 Bed Days  9,150 9,428 9,743 6.5% 

Paediatric Interventional Seps 1,619 1,531 1,494 (7.7%) 

 Bed Days  2,198 2,220 2,003 (8.9%) 

Source: NSW MoH Flow Info version 11.0 

The NSW Ministry of Health projections tool aIM2010 identifies an increase of total NSLHD hospital 

paediatric activity from 2009 to 2022 including:  

 total separations will increase by 10.5% to 6,998 seps 

 total bed days will increase by 11.3% to 12,317 bed days. 

By 2022: 

 total separations will be 27.8% day only, however interventional separations will be 56% day only  

 average length of stay will be 1.8 days. 

Table 29: Projected Paediatric activity in NSLHD hospital from 2009 to 2022 

 2009 Seps 2009 Bed Days 2022 Seps 2022 Bed Days 

 SD ON SD ON SD ON SD ON 

Medical 733 3,984 733 8,199 842 4,189 842 8,831 

Interventional 842 774 848 1,288 1,101 866 1,101 1,542 

 Total 1,575 4,758 1,581 9,487 1,944 5,054 1,944 10,373 

  Seps 6,333 Bdays 11,068 Seps 6,998 Bdays 12,317 

Source: NSW MoH AIM2010 

Demand for medical and interventional services by NSLHD paediatric residents will increase by 7% to 17,200 

separations by 2022. NSLHD residents (42%) will continue to receive many of these services within the private 

sector for interventional services 65% of services are provided within the private sector. However for those 

NSLHD residents who access services within the public sector, 59% will be provided within NSLHD.  
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8.2.3 Achievements Since 2008  
 Enhanced endocrine and diabetic services for children and adolescents have been developed including 

improved access to services and linkage with transition services. (Rec 83) 

 Establishment of a Northern Sydney Kids (formerly Child, Youth and Family) Network incorporating 

Child and Family Health and Paediatric Services. A planning day in 2010 identified the priority issues 

and the network structure required including a focus on Neonates, Adolescents, and Paediatric 

Workforce. 

 The Paediatric Nursing Workforce strategy included the Paediatric CNC re-alignment to improve 

clinical access to paediatric nursing expertise and support as well as improve efficiencies from facility 

based CNC roles instead of cross-facility alignment as it was previously. 

 Implementation of ‘Keep them Safe: A shared approach to child wellbeing’. 

 Successful implementation of the 4 year old pre-schooler vision screening program (StEPS) across the 

LHD with 96.6% of 4 years olds screened in NSLHD in 2011. This was the highest percentage in 

NSW for an LHD. 

 Meeting the indicators for Universal Health Home Visiting (UHHV) in Northern Sydney. 

 Established Out-of-Home-Care (OOHC) assessment service for 0 – 5 year olds in NSLHD. 

 The successful roll out of ICIS for early childhood services has improved the services capacity to 

respond to needs but further consideration of how IT can support other child, youth and family 

services is required. 

 Implementation of ‘Paediatric Between the Flags’ in 2011, including NSLHD development of ‘Nippers’ 

training pending the availability of Detect Junior Program expected to be released late 2012/early 

2013.  

 Paediatric palliative care services in NSLHD were identified as a service gap through the network.  

 Successful proposal for Child Health Network (CHN) project funding for 2 years to develop a 

propose model of care for Adolescent Health services in NSLHD. 

 NSW Health budget 2010/11 allocation to construct a clinical services building as part of the overall 

redevelopment of the campus, amongst other services this building will house the Women’s and 

Children’s services currently located in the Douglas Building.  

8.2.4 What’s New Since 2008 
 The continual improvement of the quality and safety of health care provided in hospital and 

community settings is a common goal of patients, the community, and health care professionals. A 

new statutory health corporation, known as NSW Kids and Families, was established on 1 July 

2012 under the Health Services Act 1997 to give effect to the intent of the recommendations of the 

Garling Inquiry. NSW Kids and Families will champion the health interests of children and young 

people whether they are at home, in the community or in or out of hospital. Its focus will include 

health services for babies, children, adolescents, mothers, parents, and families. NSW Kids and 

Families will develop a long term, statewide strategic plan bringing together key parties to guide the 

best possible health services for children and young people across NSW. 

 In January 2010 NSW Health release a discussion paper called Caring Together: NSW Kids. This 

identified broad principle’s for the provision of child health and protection services including: 

o universal services for all; 

o targeted services for those with special needs; 

o appropriate protection for those who need it;  

o comprehensive primary, secondary, tertiary, and quaternary paediatric services. 

 The Metro and outer Metropolitan Level 4 Paediatric Units Network (MP4) was created in 

June 2011, with paediatricians from NSLHD and seven other LHDs. It is the expressed vision of the 

MP4 network ‘to provide high quality specialist paediatric care for infants, children, adolescents, and 

their families as close to home as possible through professional collaboration. 

 RNSH has set up the first Australian specialist multidisciplinary transition clinic for 

adolescents/young adults with Neuromuscular disorders, involving both paediatricians and adult 

physicians. This model can be adopted for other specialist transition clinics in NSLHD. 

 The Sydney Children's Hospitals Network (Randwick and Westmead) was formed in 2010, 

creating a single management structure for The Children's Hospital at Westmead, Sydney Children's 

Hospital, Newborn, and Paediatric Emergency Transport Service (NETS), Pregnancy and Newborn 

Services Network (PSN) and Children's Court Clinic. The Network brings together the advanced 

facilities, expertise and services of both Sydney's children's hospitals to provide the very best care for 
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sick children and their families. NSW Health appointed the first Chief Paediatrician for the State. 

 The national strategy to improve access to care established the National Emergency Access 

Target (NEAT) which work toward 90% of people being discharged, admitted or transferred within 

4 hours of presentation at ED.  

8.2.5 Issues and Opportunities 
 The impact of ageing populations of the nursing workforce in both the acute and community areas. 

 Introduction of Activity Based Funding and the implications of paediatric funding through an adult care 

based activity system. 

 High outflows to specialist children’s hospitals with limited referral back to local services. 

 Limited networking of services across LHD to facilitate referral of children from hospitals with no on-

site paediatric service or for ongoing management of children whose needs exceed local capabilities. 

 Mismatch between inpatient beds and demand with high intensity workload located at RNSH. 

 Some seasonal variation in service demand with peaks during winter months and lower activity (in 

some hospitals) during the rest of year. Some access blocks occur throughout the year but 

particularly throughout the autumn and winter months. 

 Increasing demand for ED services and long stays in ED to facilitate observation for children 

presenting with undifferentiated illnesses. 

 Significant number of admissions to inpatient wards for ambulatory care sensitive illnesses at sites 

without a paediatric ambulatory care service. 

 Strong commitment to, but limited infrastructure for new models of care that recognise the needs of 

adolescents, mental health clients, patients with complex/ongoing health needs or children 

transitioning to adult services. 

 On-call commitments exceeding recommended 1:4 for staff specialists and VMOs at some hospitals. 

 Emerging population health issues and challenges related to:  

o Legislative changes of Keep Them Safe. 

o Increasing childhood obesity. 

o Increasing numbers of Type 1 & Type 2 diabetes in children.  

o Increasing numbers of children with developmental disabilities and autism who access 

services for assessment and diagnosis.  

o Increasing demand for support for children with lower order disabilities. 

o Increasing prevalence of mental health issues among adolescents and young people. 

o Lifestyle choices in adolescence, often associated with high risk taking and habit forming 

behaviour, can have long-term effects on an individual's health and wellbeing. It is also 

recognised that adolescents often do not readily access traditional or mainstream health 

services. The gap in the provision of adolescent & youth health services is particularly 

pronounced in relation to mental health as well as Drug & Alcohol and Sexual Health. 

o The transition from childhood to adulthood (adolescence) is a crucial time in the 

development of health-related attitudes and behaviours. More than 90% of children with 

complex and ongoing illnesses and conditions now survive into adulthood so successful 

transition from neonatal to paediatric/child and family services and subsequently from 

paediatric/child and family to adult care is critical. The transition from family orientated, 

developmentally focused child and family services to more independent adult orientated 

services involves a planned collaborative process, focusing on the client, their family, and 

the child and family/paediatric teams, supported by the general practitioner and other 

services. 

o 10-15% of women experience major postnatal depression. With improved processes and 

capacity to identify and screen women at risk of postnatal depression there will be 

additional demand for services. 

o Increasing numbers of premature babies are surviving; additional support is often 

required in the community setting following discharge from acute care and some babies 

will have specific health needs that need to be managed during early developmental years 

and through life. 

o Higher than anticipated numbers of births have presented challenges for early childhood 

health services particularly in relation to Universal Health Home Visiting. 

o The comprehensive screening and early intervention programs that have been 
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successfully implemented across NSLHD have uncovered some previously unmet 

demand; a key challenge is the organisation of services and consideration of new models 

of service delivery to respond to this identified need. This is particularly challenging for 

allied health services that have not been able to keep pace with the changes in demand.  

o Comprehensive workforce and resource planning is required to ensure equitable 

distribution of services, to maximise the available workforce, and to ensure longer term 

sustainability of services. 

o The interface between paediatric ambulatory care and Hospital in the Home type 

services, and child and family services will require consideration to minimise the 

requirement for inpatient admission and maximise the capacity of the service to deliver 

and increasing amount of care in the community setting. Similarly requirements for 

paediatric palliative care services need to be considered. 

8.2.6 Strategic Recommendations  

Paediatrics  

17. Strengthen the governance and management structure for the NSLHD Northern Sydney Kids Network 

to provide a more integrated model of acute and community care for paediatric, adolescent and child 

health services. 

18. Strengthen the governance and management structure for the NSLHD Northern Sydney Kids Network 

through greater collaboration with other LHD Clinical Networks and external networks including; 

Child Health Networks (NSW Health), Sydney Children's Hospitals Network, NSW Kids and Families, 

and the Metro and Outer Metro Level 4 Paediatric Units Network (MP4). 

19. Further develop and improve the coordination and access of Paediatric services through an LHD 

planning process.  

20. Expand paediatric models of care to include Paediatric Ambulatory Care, Paediatric Assessment Units 

and Short Stay services as well as integrated Hospital in the Home and Paediatric Palliative Care 

services. 

21. Develop and maintain a quality Paediatric Workforce (including nursing, medical & allied health) in 

NSLHD.  

22. Develop a dedicated Adolescent Health Service (community and acute) for NSLHD. 

23. Enhance access and improve linkages with adult services for transition to adult care in conjunction with 

the ACI. 

Child & Family Health  

24. Strengthen and improve the services provided by Child and Family Health through greater collaboration 

and integration with other internal and external Clinical Networks and service providers associated 

with the care in infants, children, adolescents, and families. 

25. Further develop, expand and improve access to primary child health services available to improve health 

outcomes for infants, children and families. To develop an adolescent health service (see 6 in 

Paediatrics). This would also include an emphasis on the prevention, early intervention, and 

management of childhood obesity. 

26. Strengthen and streamline pathways to secondary and tertiary child health services for children and 

families. 

27. Maintain and strengthen professional development programs for the child and family health workforce 

to ensure that present and future staff have skills and knowledge to meet the changing needs of infants, 

children, and their families. 

28. Develop a model of care that meets the needs of children in and out of home care. 
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8.3 Maternal, Neonatal and Women’s Health 

The newly formed maternal, neonatal and women’s health network includes: 

 Maternity and Obstetrics 

 Neonatology 

 Medical Genetics 

 Gynaecology 

A range of women’s health services are provided by the NSLHD including gynaecological services, breast and 

endocrine services, breast screening, and women’s health advocacy and service development. This chapter will 

focus on Gynaecology services. Breast and endocrine surgery are addressed within Chapter 8.9 Surgery and 

Anaesthesia and BreastScreen services are included under Chapter 8.5: Cancer and Palliative Care, and 

women’s health services are described in Chapter 8.1: Primary and Community Health. 

8.3.1 Current Services 

Maternal and Neonatal Care 

Maternity care is delivered in all five acute facilities within NSLHD including, Hornsby, Manly, Mona Vale 

(relocating from Manly), RNS, and Ryde hospitals. Care spans the continuum from antenatal through to 

delivery and postnatal care using a wide variety of models including GP shared antenatal care (GPSANC), team 

midwifery (Team), midwife caseload (MWC) and VMO/staff specialist models according to maternal risk levels 

and patient choice. Specialist maternal-foetal medicine services (MFMU) are provided at RNSH for high risk 

pregnancies. Reproductive medicine and fertility services are provided in the private sector only. 

Neonatal and perinatal services are provided in the neonatal intensive care unit (NICU) at RNSH (Statewide 

service) and at Special Care Nurseries (SCN) at Hornsby, Mona Vale, and Manly hospitals. Babies born at Ryde 

hospitals who subsequently require NICU or SCN type care are transferred to the nearest service where cots 

are available.  

A variety of models are employed at the five facilities providing maternity and neonatal services as described in 

the table below.  

Table 30: Models of Maternity Care in NSCCH 

 
VMO 

Maternal-Foetal 
Medicine 

Medical 
GP Shared 

Antenatal Care 
Midwife 
Caseload 

Midwifery group 
practice 

Hornsby       

Northern 

Beaches  
      

RNSH       

Ryde       

Across levels of risk High risk Medium/high risk Normal risk 

 

It is anticipated that the current configuration of maternity and neonatal services will be required to manage 

the local and tertiary maternity demand into the future. Key changes in the service delivery models will 

include: 

 Continuance of development of primary care models, in particular the development of maternity 

group practices and GP shared care. 

 Exploration of home birthing service provision through one or more units across NSLHD. 

 Development of satellite antenatal and postnatal clinics to bring services closer to home and release 

physical capacity at hospital sites. 

 Maintain a sustainable maternity and neonatal service on the Northern Beaches in anticipation of the 

potential move to the future Northern Beaches Hospital.  

 The Hornsby Hospital maternity service provides clinics in Cantonese to meet the needs of the 

significant local CALD population. The service experienced an increase in activity following relocation 

to a new building in 2006. Since then activity has been capped so that demand does not exceed 

capacity of 100 births/month or 1,200 births/annum and ensures that local residents continue to have 

access to local services. 

 The Northern Beaches maternity service was formed in 2004 following the amalgamation of Manly 

and Mona Vale hospitals into one service on two campuses. The overall management of the service 

has been integrated. The service focuses on ambulatory care with a brief inpatient period. This is 

consistent with the proposed model of care for the future Northern Beaches Hospital. Antenatal care 
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will be delivered at community facilities, birth in the hospital with a brief inpatient stay followed by 

midwifery care in the home. In 2009 deliveries were consolidated on the Manly Hospital site but the 

maternity service was reopened at Mona Vale Hospital in July 2012. 

 RNSH, in addition to providing maternity services for all risk residents of the North Shore-Ryde 

LGAs, provides a tertiary service for high risk women and their babies antenatally in the maternal-

foetal medical service, during delivery, and in the postnatal and neonatal periods in the maternity ward 

and neonatal ICU. Non-tertiary type bookings are capped at 200/month across the 6 LGAs that make 

up the health service to ensure that RNSH can fulfil its tertiary role and so that local residents 

continue to have access to local services. The neonatal intensive care unit also fulfils a tertiary role for 

babies delivered at RNSH or other hospitals who require the specialist technology or specialised staff 

available in NICU. 

 Ryde Hospital provides care with a midwifery group practice model from a 2-birthing room facility 

with no inpatient capacity. The service is aimed at women with normal risk factors with postnatal care 

provided in the woman’s home. 

Table 31: NSLHD Role Delineation levels 

 Maternity Neonatal Paediatric Medicine 

Hornsby 4 3 4 

Mona Vale 4 3 4 

Manly 4 3 1 

Royal North Shore 6 5 4 

Ryde 2 2 1 

 

Table 32: NSLHD Maternity and Neonatal Services Capacity - 2010/11 

 Hornsby Mona Vale Manly RNSH Ryde APAC Total 

Low risk birthing room - - - 2 2 - 4 

High risk birthing room 3 4 3 5 - - 15 

Total 3 4 3 7 2 - 19 

Birthing capacity 1,200 1,600* 1,200 2,400 400 - 5,200 

Births 2010/11 1,289 2 1,283 2,442 110 6 5,132 

Utilisation 107% 0% 107% 102% 28% - 99% 

Maternity ward beds 16 - 20 32 - - 79 

SCN cots 6 - 5 11 - - 23 

NICU cots - - - 14 - - 14 

* Mona Vale capacity has not been included in the total birthing capacity for 2010/11 

For the purposes of maternity and related services planning 15-44 years has been determined as the 

reproductive age of women. Population projections from the NSW Department of Planning indicate that this 

population will increase by 8,000 people or 0.5% per annum across NSLHD from 2011 to 2021 with minimal 

difference between the local health services.  

Gynaecology 

Gynaecology services are provided in all five NSLHD hospitals. Hornsby and the Northern Beaches hospitals 

manage low to moderate complexity and plan to provide gynaecology as a HVSS service in their redeveloped 

hospitals.  

RNSH provides low, moderate and high complexity services including (laparoscopy 1-6, hysteroscopy 1-3), 

gynaecological oncology, complex vaginal and bladder surgery and plans to provide HVSS gynaecology. Ryde 

hospital has developed a role in day stay gynaecological services networked with RNSH. This service provides 

low to moderate complexity services. 

8.3.2 Activity 

Maternity and neonatal activity has been reviewed using data from FlowInfo version 11.0. Trends in public 

sector services are based in 2010/11 activity. 

NSLHD resident demand for maternity services totalled 10,057 births in 2010/11 of which an estimated 4,521 

births were managed in NSLHD public hospitals. Approximately 51% of total demand was managed in the 

private sector although private utilisation has declined by 3.8% per annum since 2008/09. Public outflows in 

2010/11 comprised 4% of the total NSLHD demand. 12% of births in NSLHD hospitals are inflows particularly 

from neighbouring LGA’s. However this proportion is higher for Hornsby and Ryde where 21% and 33% of 

births are inflows respectively.  
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Current caesarean rates are less than 30% across all public services in NSLHD with the exception of RNSH 

(36%), reflecting its tertiary role. Caesarean rates for residents managed in the private sector were estimated 

at 43%.  

Table 33: Total Births and Estimated Caesarean Section rates by hospital 

 

Total Births Caesarean Section rates 

 

2008/09 2009/10 2010/11 
Annual 
Change 2008/09 2009/10 2010/11 

Annual 
Change 

Hornsby 1,204 1,218 1,289 3.5% 28.7% 28.4% 29.2% 0.7% 

Manly 933 1,330 1,283 17.3% 29.8% 29.8% 26.4% (5.8%) 

Mona Vale 674 - 2 (94.6%) 28.5% - - (100.0%) 

Royal North Shore 1,935 2,220 2,442 12.3% 35.7% 38.1% 36.1% 0.6% 

Ryde 118 122 110 (3.4%) - - - - 

APAC - 1 6 - - - - - 

NSLHD Supply 4,864 4,891 5,132 2.7% 31.0% 32.5% 31.1% 0.3% 

Other public 434 434 404 (3.5%) 38.2% 37.1% 35.9% (3.1%) 

Private  5,545 6,065 5,134 (3.8%) 42.6% 43.7% 43.4% 1.0% 

NSLHD Demand 10,207 10,716 10,057 (0.7%) 37.2% 38.6% 37.2% 0.0% 

Source: NSW MoH Flow Info version 11.0 

Table 34: Gynaecology Services within NSLHD hospitals 2010/11 

SRG  Hornsby Manly Mona Vale RNSH Ryde Total 

Gynaecology 455 475 346 1,063 266 2,605 

Source: NSW MoH Flow Info version 11.0 

Approximately 20% of the NSLHD gynaecology workload is provided to residents of other LHDs this occurs 

at RNS, Hornsby and Ryde hospitals. 

8.3.3 Achievements Since 2008  
 In 2010, maternity services were reconfigured on the Northern Beaches to provide a single service at 

Manly. (Rec 6). 

 The new clinical services building for RNSH will provide additional birthing capacity to enable RNSH 

to fulfil its tertiary referral role. This additional capacity will become available in 2014. In the interim 

RNSH has maintained a monthly cap for booked non tertiary services. (Rec 7). 

 The provision of outreach antenatal clinics at Ryde Hospital and Chatswood Community Health 

Centre has facilitated access for local mothers and increased the utilisation of the facilities of the 

normal risk midwifery led service at Ryde Hospital. The volume of births at Ryde Hospital has, 

however not substantially increased. (Rec 8). 

 Gynaecology services are networked across NSLHD with complex gynaecology provided at RNSH. 

(Rec 103). 

8.3.4 What’s New Since 2008 

Two new policy directives were released in 2010 which will have a major impact on the provision of maternity 

services in NSLHD. These include the National Maternity Services Plan and the NSW Health Policy “Towards 

normal birth in NSW”. These policies aim to ensure all women have “access to high-quality, evidence-based, 

culturally competent maternity care in a range of settings close to where they live”. These policies promote:  

 provision of a range of maternity care options which reflect pregnant women’s preference for care 

and the concept of wellness 

 provision of information and advice to enable women to make informed choices about their care 

 provision of continuity of care for women during pregnancy, labour, birth, and the postnatal period 

 facilitating women’s access to normal vaginal delivery and reducing the number of women who deliver 

by caesarean section 

 the need to improve the maternity outcomes for Aboriginal and Torres Strait Islander women and for 

women who may be vulnerable due to medical, socioeconomic, and other risk factors 

 the need for training of the maternity health professional workforce. 

Key service targets arising from these policies to be achieved by 2015 include at least:  

  35% of women have access to a midwifery continuity of carer program including postnatal care at 

home for at least 2 weeks after the baby is born 
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 70% of women deliver by spontaneous vaginal delivery (without instrumentation or induction) 

 80% of women deliver vaginally 

 60% of women have a vaginal birth after one previous pregnancy delivered by caesarean section i.e. 

primary caesarean section operation with an interim target of 30% to be achieved by 2012. 

The new NSW Government recommended that maternity service be provided across both Northern Beaches 

sites until the move to the future Northern Beaches Hospital. Accordingly, the maternity services at Mona 

Vale Hospital were reopened in July 2012 following renovations to the site.  

8.3.5 Issues and Opportunities 

Maternal and Neonatal Care 

 Implementation of the “Towards a normal birth in NSW” policy will require the LHD to undertake 

some workforce redesign to meet the continuity of care targets.  

 There is an international trend towards the use of multifunction delivery rooms which enable women 

to labour, deliver, recover, and receive postpartum care prior to returning home and without using a 

specific maternity bed. Implementation of this model of care will have an impact on the future 

infrastructure requirements. 

 Reduced caesarean deliveries are likely to increase the demand for delivery rooms across the LHD. 

 The provision of stepdown services from neonatal intensive care unit (NICU) beds to free up capacity 

for RNSH’s tertiary role needs to be considered. Establishment of the future Northern Beaches 

Hospital maternity service with additional special care beds will provide an opportunity for this. 

 Maternity services have identified the need for acute care to be provided for women and their babies 

who may experience post natal depression or other mental illnesses at the time of delivery. This 

service would provide mental health treatment for the mother and support for the mother to 

establish breastfeeding and other care routines for their babies in this postnatal period.  

 The development of the RNSH Masterplan provides an opportunity for new ways of collaborating 

with related services. Tresillian Family Care Centres has expressed interest in collocating with RNSH 

to provide a residential care service for families with new babies to establish positive routines for 

feeding and sleeping. 

 The lack of an emergency gynaecology service for the LHD represents a gap in current services. 

 NSLHD has synergies with the University of Technology Sydney for undergraduate (BMid) and post 

graduate midwifery (BN to Grad Dip Mid) education which provides opportunities to focus on 

research and practice development. 

 The RNSH maternity unit will be rebuilt to include additional inpatient beds and birthing suites to 

allow it to fulfil its tertiary referral role. 

Gynaecology 

 Gynaecology services will continue to be networked across NSLHD with complex gynaecology 

provided at RNSH. Low to moderate complexity gynaecological surgery is suitable for a HVSS unit.  

8.3.6 Strategic Recommendations 

Maternal and Neonatal Care 

29. Implement the “Towards a normal birth in NSW” policy throughout the NSLHD maternity services, 

and in particular work towards the targets for continuity of care, spontaneous vaginal deliveries, and 

reduction of the rate of caesarean sections within all NSLHD maternity services.  

30. Consider the impact of new models of care and trends for maternity services which require an increase 

in delivery rooms and fewer inpatient beds in the planning and procurement of future capital projects 

(including the future Northern Beaches Hospital). 

31. Plan the maternity service at the future Northern Beaches Hospital as a level 5 role delineation 

networked with RNSH to support the care of babies born locally at 32 to 34 weeks gestation. 

32. Consider the establishment of a mother and baby mental health inpatient unit to provide a service for 

all of NSLHD.  

33. The RNSH Masterplan considers the possible collocation of a residential Tresillian Family Care Centre.  

34. Provide an integrated neonatal service within NSLHD through greater clinical and managerial 

collaboration. 
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Gynaecology 

35. Determine the most suitable location/s for HVSS gynaecological surgery for the short and long term in 

collaboration with the surgery and anaesthesia network. 
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8.4 Critical Care 

The NSLHD Critical Care Network includes: 

 Emergency Medicine  

 Intensive Care and Retrieval Services 

 Transplant Services 

Demand for ED services is influenced by population growth and changing demography in particular increases in 

the aged population. The older age groups have a higher prevalence of complex and ongoing conditions and 

consequently a higher utilisation rate of ED services and higher admission rate than other age groups. 

8.4.1 Current Services  

Emergency Department Services 

Emergency Department services are currently available at the five hospitals across NSLHD and provide 

emergency medical and transfer services for adults and children. There is also one private emergency 

department located at the Sydney Adventist Hospital (SAH). There are variations in the level and type of 

services provided at each of the hospitals. These role delineation levels will be maintained until the future 

Northern Beaches Hospital is commissioned. It will provide ED services at level 5, in the interim both Manly 

and Mona Vale hospitals will continue to provide ED services at level 4.  

Table 35: Current Emergency Department Role Delineation 

 
Hornsby Manly Mona Vale RNSH Ryde 

Role Delineation level 4 4 4 6 3 

Note: Role Delineation proposed for the future Northern Beaches Hospital will be level 5 

In light of the current and projected demand on ED services across the District, and the National Emergency 

Access Targets (NEAT), there is a need to alleviate the non-emergency demand to free up capacity to provide 

core emergency services. A number of different service models have been implemented with the aim of: 

 reducing demand for ED services 

 improving patient access to care by improving the throughput and the effective functioning of the ED 

 implementing alternative models of care for patients with acute but non-urgent or emergency clinical 

conditions. 

These service models are listed in Table 36: Service Models operating per ED. Other strategies may vary 

across sites and include a range of options such as increased beds, implementation of alternative service 

models, demand management strategies, and clinical redesign. 

Table 36: Service Models operating per ED 

 Hornsby Manly Mona Vale RNSH Ryde 

Fast Track      

Emergency Medical Unit      

Medical Assessment Unit      

Aged Services Emergency Team      

Acute Postacute Care      

Psychiatric Emergency Care Centre      

Major Trauma      

Source: NSCCAHS CSSP 2008 and updated by HSPU 2012 

Streamlining of patient processing to decrease the time in ED will be important to meet the requirements of 

the National Health Reforms for both non-admitted and admitted patients through:  

 improved access to investigative services (such as radiology, computed tomography (CT), and 

pathology) 

 timely access to results and reporting 

 pathology testing for basic tests and Radiology Information System/Picture Archiving and 

Communication System (RIS/PACS) to facilitate timely decision-making by inpatient teams. 
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Intensive Care Services 

Intensive care (ICU) services are currently provided at all hospitals in NSLHD with the exception Ryde 

Hospital which provides high dependency (HDU) services. The role of the individual ICU/HDU is determined 

by the range and level of specialty services provided by the hospital. The current role delineation of ICU/HDU-

CCUs in NSLHD hospitals identified in Table 37: Current Intensive Care Role Delineation will be maintained 

until the opening of the new Northern Beaches where a single ICU/HDU which will operate at level 5.  

Table 37: Current Intensive Care Role Delineation 

  Service types Role Delineation 

Hornsby ICU/HDU 5 

Manly ICU/CCU-HDU 5 

Mona Vale ICU/CCU-HDU 4 

RNSH General ICU/HDU, Cardiothoracic, Neurosurgical 6 

Ryde HDU/CCU-cardiology 3 

Note: Role Delineation proposed for the future Northern Beaches Hospital will be level 5 

ICU services are utilised by patients from within the LHD and form part of the established referral networks 

for rural LHDs. All ICU beds form part of the statewide ICU bed base and may be required to accommodate 

critically ill patients from other LHDs when there is increased demand for ICU resources.  

Between the Flags Program is a clinical emergency response system (CERS) which now forms part of the 

model of care for ICU. A Coordinator manages the functioning of the program; monitors quality and 

outcomes; ensures training of CERS staff; staff awareness of within ward areas and patient recognition criteria 

are well-known to staff. This includes a quality assurance program to evaluate usage, appropriateness of usage, 

effectiveness, and outcomes. 

By 2013 the new RNSH will have capacity for 58 bed spaces and will open 45 of those beds. The planned 

Northern Beaches redevelopment will build a total of 16 bed spaces for the new single hospital (10 ICU and 6 

HDU) to meet the ICU and HDU requirements by 2022. 

Private sector ICU services are provided at six sites within NSLHD. The existence of these private facilities 

within the District has significantly increased the capacity of public ICUs to meet demand. The private hospitals 

have had a major impact on elective surgical services with the majority of patients treated in the private ICUs 

being post-surgical patients.  

Over 62% of patients admitted to ICU and HDU in NSLHD are aged over 60 years yet this age group 

represents only 20% of the District’s population. It is projected that in NSLHD the over 60 years age group 

will increase by about 36% by 2021. Given the higher utilisation rates of ICU/HDU for this age group the 

projected growth in the aged population will have implications for the demand for ICU and HDU services 

across the LHD. 

8.4.2 Activity 

Across the District the number of ED presentations has increased by approximately 15,500 or 10.4% since 

2008/09 (annual increase of about 5.1%) from 148,506 presentation to 163,967 presentations.  

There is variation in the increase across each of the sites with the largest increases occurring at RNS, Mona 

Vale and Ryde hospitals. The highest proportion of elderly patients (70 years and older) are at Mona Vale and 

Ryde hospitals. RNS and Manly hospitals have the highest admission rate for all ages. Ryde and RNS hospitals 

have the highest rate of arrival by ambulance for all ages. 

In 2010/11, 59% of the NSLHD ED patients were seen and treated, discharged or transferred within 4 hours. 

The initial NEAT target for the proportion of patients who should spend no more than 4 hours within the ED 

is 69%. This target will gradually increase to 95% over 4 years and effective strategies will need to be 

developed to meet it. 

Table 38: ED Presentations by ED 2008/09 - 2010/11 by facility 

 2008-09 2009-10 2010-11 
Per Annum Change 

(%) 

Hornsby 30,791 31,056 31,098 0.5% 

Manly 20,444 21,892 22,267 4.4% 

MV 24,168 26,147 27,235 6.2% 

RNSH 50,944 55,173 58,514 7.2% 

Ryde 22,159 24,021 24,853 5.9% 

NSLHD 148,506 158,289 163,967 5.1% 
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Table 39: 2010/11 Presentations to ED by key age groups and Admissions Number and Rate (%) 

 <15 years % < 15 years >70 years % >70 years 
Admissions 

All ages 

Admission Rate 

All ages 

Hornsby 7,746 24.9% 6,345 20.4% 7,745 24.9% 

Manly 3,219 14.5% 4,451 20.0% 6,350 28.5% 

Mona Vale 7,644 28.1% 6,118 22.5% 6,958 25.5% 

RNSH 12,912 22.1% 11,981 20.5% 22,595 38.6% 

Ryde 3,215 12.9% 6,269 25.2% 6,282 25.3% 

NSLHD 34,736 21.2% 35,164 21.4% 49,930 30.5% 

Table 40: Hours (all ages) in ED prior to discharge/transfer; Number and % Ambulance arrivals 2010/11 

Hospital <4 hours % <4 hours Arrival by Ambulance % Arrival by Ambulance 

Hornsby 16,855 54% 7,220 23.4% 

Manly 15,044 68% 4,855 23.7% 

MV 17,789 65% 6,300 26.1% 

RNSH 30,426 52% 14,967 29.4% 

Ryde 16,541 67% 6,862 31.0% 

NSLHD 96,655 59% 40,204 27.1% 

Source tables 38-40: EDIS 

8.4.3 Achievements Since 2008 

Emergency Department Services 

 Psychiatric Emergency Care Centres (PECC) have been established at all EDs of hospitals with acute 

mental health facilities. (Rec 16) 

 The provision of EMU, Fast Track, ASET and MAU services is nearly universal across facilities. (Rec 16 

and 17)  

 Improved linkages have been established with primary and community-based programs (such as 

GRACE) for the management of patients with complex and ongoing conditions. (Rec 18) 

 LHD wide on-call access to specialist services has been significantly improved. (Rec 19). 

Intensive Care Services 

 The provision of ICU/HDU services on the Northern Beaches, Ryde and Hornsby has improved 

significantly both in terms of utilisation and clinical governance and each are currently at a level 

consistent with clinical service requirements. (Rec 22, 23, 24) 

 The Between the Flags Program has been successfully implemented across NSLHD. This provides a 

process for identifying patient’s whose condition is deteriorating and for implementing a clinical 

emergency response to ensure their care and safety. (Rec 25) 

 The ICCIS has been budgeted for Statewide with the project to commence in 2012/13 and delivery 

over the following two years. 

8.4.4 What’s New Since 2008 

A range of new and evolving models of care continue to be developed to improve ED processes and patients’ 

flow through the hospital environment:   

 The National Health Agreement has established a number of policy requirements to be met by all 

LHDs such as the NEAT.  

 NEAT aims to improve patient’s access to clinical care by improving the throughput times for patients 

attending EDs. It establishes a “four hour rule” which requires that hospitals work towards a target to 

be met by the end of 2015 in which 90 per cent of all patients presenting to a public hospital ED will 

either physically leave the ED for admission to hospital, be referred to another hospital for treatment, 

or be discharged within four hours. Staged implementation of this is expected over a four year period 

where increasingly higher targets are to be achieved. These targets are identified in Table 41. 

 Achievement of NEAT will require each health service to take a whole of health service approach 

involving service redesign to improve coordination within each hospital and streamlining of processes 

for admission and discharge from hospital in collaboration with their local primary and community 

health services. 
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Table 41: The NSW National Emergency Access targets (NEAT) for the four years to the end of 2015 

 Baseline 1 Jan to 31 Dec 2012 1 Jan to 31 Dec 2013 1 Jan to 31 Dec 2014 1 Jan to 31 Dec 2015 

Target 61.8% 69.0% 76.0% 83.0% 90.0% 

Source: National Health Reform Agreement - National Partnership Agreement on Improving Public Hospital Services 2011. * This is the proportion of 

patients who access treatment and leave within 4 hours of presenting at the Emergency Department. Patients may leave the ED to return home or to 
be admitted or transferred to another hospital for treatment. 

8.4.5 Issues and Opportunities 

Emergency Department Services 

 The Critical Care Network is working towards the achievement of the NEATs at each ED in NSLHD. 

Achievement of these targets will require a whole of hospital approach over the next four years. The 

Clinical Networks and health services will need to collaborate to ensure the targets are met. This will 

require the development of the overall NEAT implementation strategy including the development and 

implementation of strategies at the local level, clear governance arrangements, timely data, and 

defined quality improvement processes.  

 Access issues to PECC services need to be resolved particularly for patients who present at sites that 

do not have a PECC. 

 The proposed changes to stroke management for NSLHD will require ED involvement and the 

resolution of access to CT scans on a 24/7 basis at RNSH.  

 The management of mild and moderate head injury has been identified as an area requiring 

improvement (these are referred to in Chapter 8.7: Neurosciences). 

Intensive Care Services 

 The level of ICU service on the Northern Beaches and the complexity of cases managed there will 

need to be maintained to ensure a seamless transition to the level 5 service in the future Northern 

Beaches Hospital.  

 Hornsby ICU utilisation has improved and needs to be maintained. This is consistent with the long 

term view of the network each local health service requires a level 5 service. 

 NSLHD residents have been referred outside the District due to a perceived lack of capacity. There is 

a need to maximise the investment in ICU services at RNSH when the new service is commissioned.  

8.4.6 Strategic Recommendations 

Emergency Department Services 

36. Establish clear governance structures and models of care to improve patients access to care including:  

o a whole of hospital process and governance structure to support the achievement of the 

National Emergency Access Targets;  

o models of care which include intervention by senior decision-makers early in the patient 

journey; 

o defined quality improvement processes in place to protect the welfare of both staff and 

patients. 

Intensive Care Services 

37. Improve current data systems and participate in the implementation of the Statewide Intensive Care 

Information System to ensure that it meets the needs of NSLHD. 

38. Provide ICU or HDU services on all sites at a level consistent with clinical service requirements and 

respond to any proposed changes in service configuration. 

39. Improve utilisation of existing services at all sites while networking with other ICU/HDU services and 

review services to ensure an appropriate and sustainable level of service (level 5 or level 6 or HDU) for 

the medium to long term. 
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8.5 Cancer and Palliative Care 

The NSLHD Cancer and Palliative Care Network includes: 

 Palliative Care 

 Medical Oncology 

 Radiation Oncology 

 Haematology 

 Tumour Streams – Breast, Prostate, Lung, GI 

8.5.1 Current Services 

Cancer 

Cancer Services are delivered in all five acute hospitals within NSLHD. A large proportion of cancer services 

are provided in the private sector. The continuum of care in NSLHD includes services from primary care and 

screening, through to diagnostics and assessment, intervention and treatment, and rehabilitation and 

supportive care for cancer patients, their carers, and family. The majority of NSLHD cancer patients are 

referred by their GP to a specialist for review. Investigations are usually conducted in the ambulatory setting 

and may then require hospitalisation for definitive diagnosis or staging of the disease. Patients may also be 

identified in the ED and admitted for assessment and treatment or referred to the relevant specialist. Once a 

diagnosis has been made services will ideally be coordinated by a relevant health professional or cancer care 

coordinator through to the point of discharge from the service. Patients requiring palliative care may be 

referred to the specialised palliative care service if appropriate. 

NSLHD Cancer Services can be described in relation to the NSW Cancer Care Model (NSW Health 1999), 

including three tiers: Primary Care and Population Health, Cancer Units, and Comprehensive Cancer Care 

Centres.  

Primary Care and Population Health  

These encompass prevention and breast screening programs. The GP is a key provider at this level of service 

provision and is considered the primary point of contact for patient management.  

BreastScreen NSW, part of BreastScreen Australia, is a government funded program providing free screening 

mammograms to detect breast cancer for women aged 40 years or older, and is especially recommended for 

women aged 50 to 69 years. This screening and assessment service operates at RNSH, along with additional 

screening sites at Dee Why, Hornsby, and Wahroonga. BreastScreen NSW also has two mobile screening 

units which visit Manly, Ryde, Warringah Mall, and Warriewood at various times of the year.  

RNSH also delivers Familial Cancer Services which provides access to information, genetic testing and advice 

about appropriate cancer screening and risk reduction strategies to individuals with a strong family history of 

cancer. 

Comprehensive Cancer Centre 

The Comprehensive Cancer Care Centre at RNSH offers level 6 medical oncology, radiation oncology 

(including radiotherapy facilities), haematology, surgical oncology, pathology, pharmacy, and diagnostic imaging 

services, with access to palliative care and rehabilitation services. It plays a major role in teaching and research, 

as well as supporting other acute hospitals within and outside the District through the provision of certain 

small volume, highly specialised services including neurosurgery and thoracic surgery. 

RNSH has dedicated oncology/haematology beds. Other hospitals admit cancer patients to general medical or 

surgical wards. Haematology services are generally provided in an ambulatory setting, with major service 

provision based at RNSH, and consultative clinical haematology provided to all other acute hospitals within 

NSLHD. Chemotherapy services are provided in each health service through Hornsby Hospital (subcontracted 

to privately operated Sydney Haematology and Oncology Centre (SHOC)), Manly Hospital and RNSH. 

Radiation treatment is only publicly available through RNSH, though consultation services are provided at 

Manly. Oncology pharmacy services are available in all health services, through Manly and RNS hospitals, and 

subcontracted to SHOC, based at Sydney Adventist Hospital which provides services for Hornsby Ku-ring-gai 

Hospital public patients.  

RNSH conducts autologous, related and unrelated allogeneic bone marrow transplants. Unrelated allogeneic 

transplantations commenced in 2011.  

A tertiary cancer genetic service operates at RNSH. Positron Emission Tomography (PET) services are 

provided at RNSH. Lymphedema services are limited to breast cancer patients with a clinic operating twice a 

week at RNSH. 
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An extensive program of basic laboratory research into cancer is conducted through The Bill Walsh Cancer 

Research Laboratories, the Kolling Institute of Medical Research and the Northern Blood Research Centre, in 

addition to clinical trials conducted in oncology, haematology, and radiotherapy departments. A Clinical 

Cancer Registry has been established with funding from the Cancer Institute of NSW (CancerNSW) to 

improve information about Cancer patients through the collection of a standard set of data.  

Cancer Services across NSLHD are linked through a partially managed network structure coordinated through 

the Cancer Services Directorate, led by the District Director of Cancer Services and supported by a Cancer 

Services Executive Group. Multidisciplinary Teams organised along tumour streams including colorectal, 

urology, upper GIT, breast, gynaecological and head and neck, form a core component of the NSW Cancer 

Service Model. 

Key clinical relationships exist with a number of other hospital and community services including pathology, 

imaging, all surgical subspecialties, all medical subspecialties, intensive care, emergency departments, palliative 

care, Hospital in the Home services (APAC), and community nursing. 

Table 42: Cancer Services available at NSLHD Acute hospitals 

 Chemotherapy Radiotherapy 

Hornsby At SAH  

Manly   

Mona Vale   

Future Northern Beaches Hospital  * 

RNSH   

Ryde   

* To be considered in the longer term 

Cancer Units  

The units provide diagnostic services (role delineation level 4 pathology and imaging, level 3 nuclear medicine), 

treatment (level 4 surgery, medical and radiation oncology), palliative care (level 2 or 3), rehabilitation (level 2 

or 3), and support services (physiotherapy, social work, occupational therapy, dietetics, speech therapy, 

interpreters) for the management of patients with cancer. Cancer units currently operate at Hornsby and 

Manly hospitals and in future will be located at the new Northern Beaches and Hornsby Ku-ring-gai hospitals 

(stage 2 redevelopment). There are no public oncology treatment facilities within Hornsby Hospital, a decision 

is yet to be made regarding model of care for public oncology treatment.  

Medical, surgical and procedural services are also provided through Ryde Hospital (role delineation level 3) for 

cancer patients.  

Palliative Care 

The Specialised Palliative Care Service (SPCS) model of care provides holistic, multidisciplinary advice, 

intervention and care to improve the quality of life of patients with life limiting illness, their carers, and their 

primary health care providers. The services are patient and carer focused to ensure the continuity of care for 

patients throughout their registration with SPCS, and delivered in partnership with relevant service providers.  

As it is estimated that 37.5% of patients who die an expected death will need to access a SPCS, with the 

remainder being managed through their GP, other specialists and health professionals, an emphasis is placed on 

forward care planning to anticipate and manage symptoms and issues throughout the disease trajectory. The 

service maintains a focus on general health promotion and community capacity building activities. Links are 

fostered with respite care providers and relationships with private hospitals are managed through service level 

agreements. Services are supported by appropriate information management and quality systems. 

There is a high correlation between age and the need for SPCS with the majority of patients admitted for 

specialist palliative care aged over 65 years. Most patients spend the majority of their time post diagnosis in the 

community (including home and residential aged care settings), with only a small proportion requiring hospital 

admission at any one point in time. Service delivery models also need to recognise that within NSLHD 33% of 

the population between 75 and 84 years and 48% of those over 85 years live alone and may require higher 

levels of support to remain in the community (this data excludes those in the population who live alone in 

residential institutions). Timely access to community-based services has a strong influence on the need for 

hospitalisation. 

Under this model, patients who are referred with a diagnosed advanced life limiting illness must be referred by 

the local GP or medical specialist and have (or are anticipated will have) complex or unmet needs. The SPCS 

response depends upon the complexity and level of unmet need and may range from a single consultation and 

change of care plan through to ongoing consultation, or if needed, direct provision of inpatient care.  
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The following core components are provided within the LHD: 

 Community consultation services 

 24 hour phone support service staffed by specialist nurses with medical backup 

 Inpatient consultation services (medical and nursing) in all NSLHD hospitals  

 Bereavement service for community and hospital patients 

 Consultation to residential aged care facilities 

 Health promotion and capacity building activities. 

Patients are frequently admitted to acute facilities via the ED. Direct admissions to subacute palliative care 

units include transfers from acute hospitals. Northern Sydney Home Nursing Service (NSHNS) have links to 

the SPCS and provide home nursing services and specialist nurse consultation support to patients who require 

community nursing. 

At RNSH, specialist palliative care services are provided on a consultation only basis, while the affiliated 

organisation, HammondCare Health and Hospitals provides direct inpatient care in palliative care units (PCU) 

at Greenwich and Neringah hospitals, collocated with an acute or subacute facility. Inpatient consultation 

services are offered in all NSLHD acute hospitals.  

Key clinical relationships exist with medical oncology, radiation oncology, and haematology due to the high 

proportion of cancer patients accessing SPCSs, and also with neurology, geriatrics, surgery, respiratory, renal, 

and cardiac specialties.  

8.5.2 Activity 

Cancer accounts for 20% of the total burden of disease in our society and is now the largest single cause of 

death in NSW, responsible for 28% of all deaths (NSW Cancer Plan 2007-2011). In 2010, the Clinical Cancer 

Registry database recorded 17,377 attendances presenting for oncology treatment within public facilities in 

NSLHD. Of this, 1,835 patients received inpatient care with 2,894 Occasions of Service, 2,347 patients 

received outpatient oncology treatment with 9,787 Occasions of Service and 4,696 Occasions of Services for 

treatment for Radiation. Compared to NSW as a whole, NSLHD’s projected incidence rates for 2011 were 

relatively high for melanoma (11%) and high for breast cancer (13%). 

As the population ages, cancer related presentations are predicted to place an increasing demand on Australian 

health resources with one in two men and one in three women contracting the disease during their lifetime. 

Between 2011 and 2016, it is estimated that new cases will rise by 9.6% across NSLHD, with a further 9.4% 

rise in the subsequent five years. This represents an overall increase of 920 cases, bringing the total new cases 

in 2021 to 5,544.  

The following table is derived from the Cancer Institute of NSW projections to 2021 and shows the projected 

incidence by tumour site for the Northern Sydney LHD. Cancers with the highest projected growth in 

incidence during the 10 years to 2021 include thyroid and other endocrine, prostate, melanoma, and colon. 

Table 43: Projected new cases of cancer for Northern Sydney LHD at diagnosis and cancer site 

Cancer Site 2011 2016 2021 Change % 

Head and Neck 99 102 104 5.1% 

Upper GI 321 349 382 19.0% 

Colon 400 438 485 21.3% 

Rectum 206 224 244 18.4% 

Lung 298 321 351 17.8% 

Melanoma 528 603 688 30.3% 

Breast 618 648 672 8.7% 

Cervix 23 21 22 -4.3% 

Ovarian 63 66 70 11.1% 

Prostate 852 993 1,123 31.8% 

Brain 61 65 69 13.1% 

Thyroid/other endocrine 114 137 162 42.1% 

Non Hodgkins Lymphoma 207 227 248 19.8% 

Leukaemia 118 126 135 14.4% 

Unknown primary 131 134 139 6.1% 

Myelodysplasia 70 73 80 14.3% 

Other 611 665 725 18.7% 

All cancer 4,624 5,067 5,544 19.9% 

Source: Cancer Incidence and Mortality Projections 2011 to 2021, Cancer Institute of NSW, May 2011 
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8.5.3 Achievements Since 2008  
 The Cancer Services Network has implemented the proposed service model across both Northern 

Sydney and Central Coast Local Health Districts to provide integrated patient-care based on tumour-

specific multidisciplinary teams, with District-wide leadership. (Rec 28). The NSLHD Cancer and 

Palliative Care Network continues to provide leadership for and collaboration with the Central Coast 

Local Health District. 

 The governance and management structure have been strengthened for the Cancer Services 

Network. (Rec 30). 

 Revised governance for cancer services has resulted in a smaller decision-making group supported by 

broader consultative committee. 

 Design and development of the integrated cancer centre (Northern Sydney Cancer Centre) as part of 

the new RNSH redevelopment.  

 Developing electronic medical record program specific to cancer services, to be implemented by 

August 2012 for Northern Sydney. 

 Involved in user groups to develop cancer centre within new Acute Services Building at RNSH. 

 The appointment of an additional oncologist (on a privately non referred basis) to the oncology clinic 

at Manly Hospital has recently enhanced service delivery. The clinic now treats a large number of 

Northern Beaches’ residents and there is ongoing dialogue and greater cooperation with the cancer 

network. Inpatient consultation continues to be provided by these oncologists and this model of care 

should be able to be transitioned into the future Northern Beaches Hospital with the potential for an 

on-call medical roster to be provided.  

8.5.4 What’s New Since 2008  
 Service level agreement signed with Central Coast for provision of support and mentoring for the 

radiotherapy service. 

 Change in tender for Sydney Haematology and Oncology Service in Hornsby. 

 A Statewide cancer genetics plan has been prepared that looks at greater centralisation of cancer 

genetic services. 

 The NSW Ministry of Health Selected Specialty and Statewide Service Plan for Blood and Marrow 

Transplantation (2010) identified the need for RNSH to enhance its service to include unrelated 

allogeneic transplants.  

8.5.5 Issues and Opportunities 

Cancer 

 Medical and radiation oncology services should be provided with RNSH as the service hub. For the 

future Northern Beaches Hospital the Cancer Network’s preferred service model would include a 

single linear accelerator for radiotherapy along with an outpatient service, a chemotherapy service, 

and inpatient palliative care beds. This relationship would need consideration if radiation oncology 

services were to be provided in a public-private partnership. 

 Cancer surgery does not have a separate identity in Northern Sydney, and would benefit from 

identified leadership. For surgical oncology ongoing liaison should occur with RNSH to provide a sub 

specialist breast and melanoma/carcinoma service on the Northern Beaches for local residents as well 

the opportunity to expand the service to accept high volume short stay cases from RNSH. 

 Opportunities exist for greater collaboration with other providers such as NGOs, including in areas 

such as patient information and use of volunteers. 

 Patient transport and access needs attention. e.g. patients attending radiation oncology at RNSH. 

 Patient accommodation services should be reviewed, with fewer patients being referred in from 

regional areas. 

 NSRHS cautions that while the network needs to have a strategic function, management and 

operation needs to remain at health service level. A district-wide approach is only feasible when the 

entire patient pathway is managed under one patient stream. 

 The current oncology service provision for Hornsby residents is at the Sydney Adventist Hospital 

with a service level agreement between the two respective organisations. The Division of Medicine 

believes that oncology is a core service and should be provided from the public hospital site. As such, 

the development of oncology services on site at Hornsby would also assist current inpatients with co-

morbidities requiring oncology consultations and treatment.  
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 The provision of Cancer Care Coordinators has become an essential component of oncology care, 

providing benefits to patients in terms of improved access, supportive care, and assistance with 

psycho-educational needs. These positions are currently funded by NSW Health through 

CancerNSW, NGOs (McGrath Breast Nurses) and private practice revenues. Funding is limited, both 

in terms of disease site, and duration. CancerNSW will retire their scheme in July 2014 and McGrath 

nurses are only guaranteed for five years. Forward planning needs to give consideration to ongoing 

funding for these services. 

 Concerns have been raised regarding access to Lymphedema services across NSLHD for breast 

cancer patients. This situation should be reviewed by the Cancer Network. 

Palliative Care 

 Difficulties exist in developing a viable palliative care model across public and non-government 

sectors. Palliative care is provided by Hammond Health Care and Greenwich Hospital. The small 

palliative care service at RNSH provides a limited consultative service and the new Acute Services 

Building at RNSH has no dedicated palliative care beds or funding for them. A service is required that 

meets cancer and non-cancer related palliative care needs, has inpatient and community components, 

and extends into supportive care (e.g. pain management for patients still under treatment). NSRHS 

prefers a strengthening of the existing contract with Hammond for the provision of medical 

specialists. 

 HKHS notes an increase in patients dying in HKH acute beds rather in a palliative care environment. 

The future of Neringah needs to be considered in terms of bed capacity and provision of services by 

an external provider versus local management. 

8.5.6 Strategic Recommendations: 

Cancer 

40. Establish a Northern Sydney Cancer Centre identity across the LHD, including a Northern Sydney 

executive committee, consultative council and strengthened clinical network to provide strategic 

direction for 

o inclusion of palliative care services.  

o a multidisciplinary team-based service model. 

o a clear service model including role delineation for what will be provided in each 

location, including the redevelopments of Royal North Shore, Hornsby Ku-ring-gai, and 

the Northern Beaches Health Services. 

41. Continue to develop a uniform cancer data collection system, with access across the system linking to 

the Cancer Institute Strategic Plan and a focus on outcomes data. 

42. Investigate options for improved collaboration with non-government cancer-related organisations to 

meet the needs of local patients. 

43. Consider the inclusion of a single linear accelerator radiotherapy service in the future Northern 

Beaches Hospital in a possible public/private partnership which will be linked to the public 

radiotherapy service at RNSH. 

44. Identify a preferred model for delivery of chemotherapy across the LHD, with recommendations in 

particular for the redevelopments at Northern Beaches and Hornsby. 

Palliative Care 

45. Continue the ongoing review of palliative care service in NSLHD to ensure that patients’ needs are met 

in all settings, that the roles of all providers involved in the delivery of palliative care are clear, and that 

the funding available is allocated in the most cost effective way. 

Notes 

 The clinical network for palliative care will need to recognise the non-cancer aspects of palliative care 

through links to other appropriate Clinical Networks. 

 Operational management of cancer services will remain with the local health services. 

 Palliative care services may include strengthened relationships with external providers. 
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8.6 Medicine 

In the CSSP 2008 Medicine included General, Respiratory, Endocrinology, Gastroenterology, and Other 

Subspecialty medicine. Since that time, in response to the increasing importance of the prevention and 

management of chronic disease and the increasingly important role that General Medicine has in relation to 

the management of acute patients, (particularly with the establishment of Medical Assessment Units), the 

Medicine Network has been divided into two separate networks: Acute and Chronic Medicine.  

The Acute Medicine Network includes: 

 General medicine  

 Medical Assessment Units  

 Gastroenterology  

 Immunology/Allergy  

 Infectious Diseases  

 Dermatology  

 Clinical Pharmacology 

 

The Chronic Medicine Network includes:  

 Respiratory Medicine 

 Endocrinology 

 Heart Failure 

 Rheumatology  

 Pain Medicine 

 

Chronic disease accounts for over 70% of the disease burden in Australia and this is projected to continue to 

increase as the population ages and in association with lifestyle factors such as smoking, overweight and 

obesity, diet, and sedentary lifestyle. Chronic diseases are diseases which can be managed with treatment but 

are very unlikely to be cured and include type 2 diabetes, respiratory diseases, cardiovascular disease, and 

chronic kidney disease. 

There has been increasing investment in a range of programs aimed at better managing Acute and Chronic 

conditions including Medical Assessment Units (supported by General Medicine) and new models of care for 

Chronic Respiratory Disease, Chronic and Complex Care, Connecting Care, Obesity, Diabetes which have 

been developed and promoted by the Agency for Clinical Innovation and the Ministry of Health. 

The provision of general medicine as a service varies across sites within the District. Increasingly at RNSH, the 

general medicine on-call roster has been provided by physicians with another subspecialty interest, with 

patients then allocated to one of the sub-specialties. General medicine has a prominent presence as a specialty 

service in the other hospitals. However the increasing burden of chronic illness and an ageing population has 

emphasised the need for general physicians. The Royal Australasian College of Physicians (RACP) in a 2011 

submission to the national access panel of the Council of Australian Governments (COAG) ‘recognises the 

loss of general and acute physicians has had a deleterious effect on the quality of health care delivered in the 

acute setting, especially in hospital and the development of integrated and coordinated care’. The creation of 

MAUs in hospital EDs has further emphasised this need for generalists where general physicians can play a 

critical role in managing the chronic illness caseload. 

The discussion that follows in the rest of this section is for both the Acute and Chronic and Complex Care 

Networks of Medicine. 

8.6.1 Current Services 

Acute 

General Medicine 

Admissions to the General Medicine department at RNSH are almost entirely from Triage and the Emergency 

Department. The Department of General Medicine manages the Medical Assessment Unit which has 6 beds 

adjacent to Emergency (MAU-ED) and an additional 17 MAU beds in ward 12c. In addition, there are General 

Medicine patients who are not MAU patients in other medical wards. There are generally about 45 General 

Medical inpatients in hospital. The new RNSH will have a 14 bed MAU-ED. Plans are underway to increase the 

number of admissions to the new MAU-ED.  

The RNSH MAU-ED accepts patients directly from Triage. The patients are assessed by a Clinical Nurse 

Consultant (CNC), registrar and intern as well as allied health as necessary. All patients are admitted under 

General Medicine and assessed in the MAU-ED. Approximately one third of patients are discharged, (some 
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with APAC), approximately one third are transferred to the care of other medical specialities and one third 

remain under the care of General Medicine and are transferred to the MAU for further investigation and 

management.  

The MAU and MAU-ED meet all Ministry of Health Key Performance Indicators (KPIs), and this unit is 

considered the benchmark for NSW. In 2011, the average length of stay (ALOS) for General Medicine was 6.0 

days, which was also the NSW Peer ALOS. 

Hornsby and Mona Vale hospitals have recently opened MAUs. Hornsby has 8 MAU beds collocated with their 

EMU and Mona Vale has 8 MAU beds collocated with General Medicine, but Manly and Ryde hospitals use 

their EMUs flexibly to cover MAU type services. 

Gastroenterology 

Gastroenterology services, encompassing general, endoscopic and hepatology services, are provided at all 

NSLHD hospitals. Secondary level services are provided at Hornsby, Manly, Mona Vale and Ryde hospitals 

while tertiary services are provided at RNSH. 

All NSLHD hospitals provide routine and emergency endoscopy and colonoscopy services (diagnostic and 

therapeutic). Typically these include polypectomy, endoscopic haemostasis, percutaneous endoscopic 

gastrostomy insertion. RNS, Hornsby, and Ryde hospitals have an after-hours on-call gastroenterology roster, 

catering for acute gastrointestinal (GI) emergencies and endoscopic procedures (predominantly GI 

haemorrhage). Endoscopic Retrograde Colangio-Pancreatography (ERCP) and specialised hepatology are 

provided primarily at RNSH. In addition, the tertiary service at RNSH encompasses endoscopic ultrasound, 

balloon enteroscopy, luminal ablative techniques, GI physiological studies, and research activities. Liver disease 

services are generally provided from RNSH. A small hepatitis clinic is provided at Hornsby. 

Endoscopy procedures are generally carried out in procedure rooms located within the operating theatre 

suites or Day Surgery Centres. Anaesthetic support varies widely with full support provided at Hornsby, Ryde, 

Mona Vale, and Manly hospitals. Proceduralist-administered sedation is used at RNSH.  

Other subspecialty medicine 

Services within specialities such as Dermatology, Immunology (including the management of allergies), 

Infectious diseases and HIV/AIDS are primarily provided on an outpatient and private practice basis or as a 

consultative service. A large component of immunology work is laboratory based including diagnostic 

immunology services, clinical liaison, interpretation and validation of results, quality assurance, and assay 

development and Infectious Diseases services are actively involved in the infection control processes within 

the hospital including management of multi-resistant infections.  

Chronic and complex 

Endocrinology 

Endocrinology encompasses disorders of the pituitary, thyroid, adrenal and other hormone producing organs 

as well as metabolic bone disease. Diabetes is the biggest component of the endocrinology service, and also 

the part of the service which is projected to increase due to the increased prevalence of diabetes in the 

community. 

According to the NSW Chief Health Officer’s Report (2010), in NSW in 2009, 9.4% of males and 7.0% of 

females aged 16 years and over reported having diabetes or high blood sugar. Australian studies suggest that 

the prevalence of diabetes has more than doubled over the past 20 years. The AusDiab 2005 study identified 

that each year, 8 in 1,000 adults in Australia develop diabetes (275 adults/day). 

Diabetes prevalence increases with age and socioeconomic disadvantage and is more prevalent among 

Aboriginal and Torres Strait Islander peoples and people born in the Mediterranean region. The rate of 

diabetes is almost twice as high in the lowest socioeconomic group compared with the highest.  

It has been estimated that of the in-hospital population 25% of patients aged over 75 years have diabetes and a 

further 50% have impaired glucose tolerance.  

A majority of endocrinology and diabetes services are provided on an outpatient basis, or as an inpatient 

consultative service. RNSH provides tertiary and referral services for the management of complex endocrine 

conditions for the LHD. Each of the hospitals in the District has access to endocrinologists. Diabetes services 

are currently located at RNSH, Ryde, and Hornsby hospitals. Public endocrine surgery, endocrine outpatient, 

and ambulatory care services are only provided at Royal North Shore, Manly and Hornsby hospitals. A 

paediatric and adolescent diabetic service is provided at RNSH. There is a high risk pregnancy service at RNSH 

but ideally there should be a coordinated high risk pregnancy service across the LHD. 
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The underlying principles in the service model are prevention, early detection, consistent primary care 

management, and timely access to specialist care when required. The focus of the service model is community-

based care with a majority of the care conducted through primary care providers or on an 

outpatient/ambulatory basis. Ongoing management of diabetes should align with the Agency for Clinical 

Innovation (ACI) model that is currently being developed. 

Most of the monitoring and management of the Type 2 diabetic patients should be the responsibility of the GP 

but much of this is still provided through the RNSH Outpatient Department. Education and support for GPs, 

patients, and their carers is an important component of this development.  

Improved access to specialist services such as multidisciplinary diabetic clinics, specialist clinics (high risk foot 

clinic), and specialist services (ophthalmology, vascular, renal, cardiology, etc.) is required for appropriate 

management and to prevent further progression of complications. Diabetes educators provide a significant 

service to GPs and the development of the connecting-care program will increasingly see Diabetes Care Co-

ordinators being the interface between hospital and community services. The use of telemedicine might 

provide an alternative to improve access to highly specialised services such as high risk foot care.  

Obesity is a key risk factor for a number of chronic conditions in particular type 2 diabetes, cardiovascular 

disease and hypertension. Excess weight is also implicated in a number of other conditions with life and health 

implications including obstructive sleep apnoea, certain cancers, depression, social problems, osteoarthritis as 

well as metabolic syndromes such as insulin resistance. Metabolic syndrome is becoming increasingly common 

among children and adolescents, and its prevalence increases directly with the degree of obesity.  

In 2010, the New South Wales Population Health Survey showed that 60.7% of the male population and 48.0% 

of the female population of NSW were classified as overweight or obese. In NSLHD 55.7% of the male 

population and 38.8% of the female population were overweight or obese.  

To address and reduce the prevalence of obesity and better manage the consequent health effects earlier, 

better access to weight management programs including weight reducing surgery need to be established. At 

present a Healthy Weight Clinic operates as part of the RNSH Endocrinology Outpatients Department. 

Respiratory Medicine 

Respiratory Medicine encompasses a range of inpatient and ambulatory care services, including: respiratory 

inpatient services, respiratory outpatient consultative services, tuberculosis services, bronchoscopy services, 

respiratory oncology, acute respiratory failure (including non-invasive positive pressure ventilation (NIPPV)), 

respiratory function laboratory services, sleep laboratory services (including overnight laboratories, sleep study 

and ambulatory monitoring services), primary prevention and education, chronic/ongoing care programs, and 

rehabilitation (inpatient, outpatient, community, and domiciliary).  

Factors which will influence the demand for respiratory medicine are an ageing population and rates of 

smoking (both current and past). The rates of lung disease secondary to smoking can be expected to continue 

to increase for the next ten to fifteen years before the impact of the declining smoking rates since the 1980s 

and 1990s becomes apparent. The spectrum of sleep breathing disorders (including obstructive sleep apnoea 

and nocturnal hypoventilation) are projected to markedly increase (20% of adult population in the next 5 

years), in line with the obesity epidemic.  

Respiratory medicine services are provided at the five acute hospitals in NSLHD. Level 6 tertiary services are 

provided at RNSH, level 4 at Hornsby, Manly and Mona Vale and level 3 at Ryde. It is proposed that a Level 5 

services be provided at the future Northern Beaches Hospital. RNSH has developed a Respiratory Special 

Care Unit, located on the Respiratory ward for the provision of high dependency care to high acuity patients 

as chronic respiratory failure patients, particularly those requiring monitoring and NIPPV. NIPPV is the 

standard of care for some forms of acute respiratory failure and needs to be developed at each site in 

consultation with local ICU/HDU services. More complex diagnostic/therapeutic procedures and major 

thoracic surgery should be restricted to RNSH (the future Northern Beaches Hospital should take on a more 

complex role when built – including respiratory lab, outpatients, and some thoracic surgery).  

A large amount of the respiratory medicine activity is provided on an outpatient basis either through VMOs, 

outpatient clinics or with allied health staff. A number of subspecialty clinics are conducted at RNSH. A 

tuberculosis (TB) service provides outpatient/outreach care from RNS, Manly, and Hornsby hospitals.  

There is a public sleep laboratory at RNSH and private sleep investigation facilities are available at Manly and 

Hornsby. All sites should have access to at least basic inpatient physiology (spirometry) and sleep monitoring 

(overnight oximetry) and bronchoscopy services. Patients at Ryde Hospital are generally referred to Concord 

Hospital for a number of respiratory conditions. There needs to be a District-wide pulmonary rehabilitation 

program, both outpatient and community-based. 
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Rheumatology 

Rheumatology services are predominantly provided on an outpatient, ambulatory care and consultative basis. 

There is also a large research component to rheumatology services. Rheumatology services are mainly 

involved in the management of arthritis, back pain, osteoporosis, autoimmune disorders and disorders of 

muscles and ligaments. The service is increasingly involved in a range of clinical conditions including wound 

healing, arthritis, and joint disease and as such requires links with a range of other clinical services such as 

diabetes, endocrinology and orthopaedic surgery services for joint replacement surgery. Over the last ten 

years there has been a significant change in rheumatology services with an increasing number of patients being 

managed as an outpatient.  

The rheumatology service is based at RNSH with rheumatology inpatient and outpatient services. The majority 

of patients with complex rheumatology problems within the district are treated here. A rheumatology 

consultation service is provided for inpatients at all hospitals in the NSLHD. This consists of the staff specialists 

and clinical academics at RNSH and VMOs at all the other hospitals.  

The proposed service model is for the establishment of a fracture liaison service and fracture prevention 

strategy. This should be consistent with the ACI model and developed at several sites across the District in 

collaboration with other specialist services such as endocrinology, orthopaedics and aged care.  

Pain Medicine 

Chronic pain management is a specifically funded service which currently resides solely at RNSH apart from a 

CNC position at Mona Vale which is currently being reviewed. Acute pain services in other hospitals are 

provided by the anaesthetists and surgical nursing staff. The service at RNSH is a high profile unit with 

comprehensive services, training, education, and research. The waitlist is large in common with all NSW 

centres. The service will have a lead role coordinating pain research and clinical training as part of a new 

network of multidisciplinary tiered pain clinics across NSW. 

An important feature of the service is its integration with acute pain service to enable urgent assessment and 

treatment services for the whole district at the RNSH site. Clinical services include acute, persistent post-

surgical, post-traumatic, chronic, and cancer pain. Service elements include:  

 acute pain management of medical/surgical patients; 

 consultancy services to patients admitted under other services; 

 inpatient admissions for chronic cancer and non-cancer related pain; 

 outpatient pain management service for new patient assessments, follow up assessments, pump refills 

and pump adjustments, spinal simulator reprogramming, education about pain intervention 

procedures; 

 intensive outpatient cognitive behavioural programs for patients with chronic pain conducted by a 

multidisciplinary team (ADAPT and INTERVENE). 

Key clinical relationships include all general and subspecialty surgical services, obstetrics, interventional 

cardiology, gastroenterology, orthopaedics, cancer, palliative care, acute psychiatry, addiction medicine, and 

rehabilitation services. 

Chronic Heart Failure 

The in hospital elements of heart failure will be managed within the cardiovascular network and the chronic 

medicine network continue to develop rehabilitation programs for chronic conditions such as heart failure.  

8.6.2 Activity 

Over the last three years medical activity has increased for adults and paediatrics across the NSLHD. In 

2010/11 NSLHD hospitals provided over 38,000 separations for adults and over 5,100 separations for children. 

This rose over 5,100 separations for adults and 450 separations for paediatrics from 2008/09. 

Table 44: Medical activity provided by NSLHD hospitals from 2008/09 to 2010/11 by age 

Age Group  2008/09 2009/10 2010/11 % Change 

Paediatric Seps 4,709 4,917 5,159 9.6% 

 
Bed Days  9,150 9,428 9,743 6.5% 

Adult Seps 32,951 35,477 38,063 15.5% 

 
Bed Days  167,698 170,324 178,314 6.3% 

Source: NSW MoH Flow Info version 11.0 
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Table 45: Acute activity for selected SRG and ESRGs in NSLHD hospitals in 2010/11 

SRG/ESRG           Hornsby Manly Mona Vale RNSH Ryde Total 

Heart Failure and Shock 172 103 137 361 177 950 

Dermatology 20 41 20 149 94 324 

Diabetes 61 40 57 122 74 354 

Other Endocrinology 123 56 49 307 52 587 

Gastroenterology 1,010 797 776 1,556 837 4,976 

Diagnostic GI Endoscopy  707 432 457 266 696 2,558 

Immunology and Infections  363 387 297 744 248 2,039 

Bronchitis and Asthma 40 41 35 94 74 284 

Chronic Obstructive Airways Disease 157 175 194 290 254 1,070 

Respiratory Infections/Inflammations 234 263 258 488 281 1,524 

Respiratory System OR Procedures 17 2 4 52 - 75 

Other Respiratory Medicine 190 183 164 658 222 1,417 

Rheumatology  39 19 9 81 9 157 

Pain Management 35 53 15 486 61 650 

Non Subspecialty Medicine  325 298 226 847 286 1,982 

Source: NSW MoH Flow Info version 11.0  Note: highlighted cells indicates this hospital provides at least 20% of the total activity within NSLHD for 
this SRG or ESRG 

The NSW MoH projections tool Aim 2010 identifies an increase of total NSLHD hospital activity from 2009 to 

2022 including:  

 total separations will increase by 6,693 or 17.3% to 45.301 seps 

 total bed days will increase by 48,562 or 26.4% to 232,659 bed days. 

By 2022: 

 total separations will be 17.6% day only  

 average length of stay will be 5.1 days 

 day only medical services vary according to age group (0 to 15 years 16.7%; 16 to 69 years, 28.1%; 

and over 70 years, 10.4%) These rates will increase slightly over the 10 years to 2022. 

Table 46: Projected NSLHD hospital medical activity from 2009 to 2022 by age group 

Age group Seps 2009 Bed Days 2009 Seps 2022 Bed Days 2022 

Years SD ON SD ON SD ON SD ON 

0-15  733 3,984 733 8,199 842 4,189 842 8,831 

16-44  1,809 5,098 1,809 19,116 2,032 4,720 2,032 17,577 

45-69  2,371 7,366 2,371 39,508 2,658 7,301 2,658 40,658 

70-84  1,288 8,906 1,288 59,914 1,853 12,167 1,853 86,214 

85+  424 6,629 424 50,735 588 8,951 588 71,404 

All Ages Subtotal 6,625 31,983 6,625 177,472 7,974 37,327 7,974 224,685 

Total seps and bed days 38,608 184,097 45,301 232,659 

Source: NSW MoH APPI 2010 

Demand for medical services by NSLHD residents will increase by18.6% to 83,020 separations by 2022. 

NSLHD residents who access services within the public sector 78.6% will be provided within NSLHD.  

8.6.3 Achievements Since 2008 

Acute 

 All hospitals across the district have Medical Assessment Units (MAUs) or their equivalent. Manly has 

an Emergency Medical Unit (EMU) and Ryde has an assessment and planning unit. (Rec 149) 

 A Gastroenterology and Hepatology network has been established in NSLHD. (Rec 88) 

 Networked hepatology services with comprehensive services at RNSH. (Rec 90) 

 Clinical Networks for a number of sub specialties have been established. (Rec 91) 

Chronic 

 Establishment of a multidisciplinary endocrinology and diabetes network but no meetings since the 

formation of Districts. (Rec 79) 

 Diabetes services developed at RNSH, Hornsby and Ryde and partly achieved at Manly. (Rec 80) 

 Areawide podiatry and orthotic services have been established. (Rec 84) 
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 Areawide endocrinology surgical service has been established with a major base at RNSH. (Rec 87) 

8.6.4 What’s New Since 2008 
 Continued development of the models and care and increased investment in a range of programs 

aimed at better managing Acute and Chronic conditions including Medical Assessment Units 

(supported by General Medicine), new models of care around Chronic Respiratory Disease, Chronic 

and Complex Care, Connecting Care, Obesity, Diabetes etc. developed and promoted by the Agency 

for Clinical Innovation and the Ministry of Health. 

 In response to the increasing importance of the prevention and management of chronic disease and 

the increasingly important role that General Medicine has in relation to the management of acute 

patients, particularly with the establishment of Medical Assessment Units), the Medicine Network has 

been divided into two separate networks Acute and Chronic Medicine.  

 Implementation of the National Health Reforms targets for the management of emergency 

department access (NEAT) will require a whole of hospital approach to improve access to care. 

 The RNSH team have been instrumental in the National pain summit and strategy. RNSH initiated in 

NSW the formation of an ACI pain medicine network and made a submission to the NSW 

government.  

 The MoH has recently released the NSW Pain Management Plan 2012 to 2016 which established a 

statewide network for pain management including defined referral pathways and a statewide referral 

form and triaging process.  

 The recent NSW budget has allocated funding to RNSH to establish a new Pain Medicine Specialist 

training position and enhance existing pain management services to provide support to new regional 

services. In addition $735,000 in annual funding was provided to support the role of the Pain 

Management Research Institute (PMRI) at RNSH. 

8.6.5 Issues and Opportunities 

Acute 

General Medicine 

 General medicine as a specialty should be developed and supported across the District. The previous 

plan identified the need for cross appointment of general physicians, coordination of senior staff 

appointments, education, training and research, and the establishment of an Academic Department. 

 There is a need to resolve the mix of staff responsible for the management of the MAUs across the 

District including the appropriate mix of staff specialists, VMOs and hospitalists. 

 There has been a problem appointing a District Clinical Director with strong academic interests in 

general medicine as a sub specialty (Rec 68), although there are now six advanced trainee registrars 

across the LHD. 

 Not all hospitals have MAUs (Manly and Ryde use the EMU to provide similar services). 

 RNSH is the only service in NSW where the average time in ED is less than 4 hours. 

Gastroenterology 

 There are issues in the consistency of management of acute GI bleeding across the LHD. 

Chronic 

Endocrinology/Diabetes 

 RNSH has established an obesity service based on the ACI model of care, but this service is limited. 

The role, location and feasibility of a surgical obesity reduction service should be determined. 

 A diabetes service needs to be established at Manly. Currently there is a limited VMO clinic. 

 District-wide implementation of the ACI model of care for Diabetes (availability of insulin pumps at 

RNSH/HK/NB, access to specialist endocrinologists and improved support for general practice to 

manage Type II diabetes) is required. 

 There is a need to coordinate pregnancy medicine. 

Respiratory Medicine 

 Specialist Respiratory Medicine services need to be delivered at Hornsby, Mona Vale, Manly and RNS 

hospitals. 

 Not all sites have access to basic inpatient physiology (spirometry) and sleep monitoring (overnight 

oximetry) and bronchoscopy services. 
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 A referral process to the non-invasive positive pressure ventilation service located at RNSH needs to 

be developed for patients of other NSLHD hospitals. 

 Complex diagnostic/therapeutic procedures and major thoracic surgery are not restricted to RNSH. 

 TB services across the LHD could be improved with better coordination. 

 There is no District-wide outpatient or community based pulmonary rehabilitation program. 

Rheumatology 

 Fracture coordination is needed at RNSH. The ACI Orthogeriatric model of care needs to be applied 

across the District.  

 There needs to be a Fracture Liaison Service and a Re-fracture Prevention Strategy for Rheumatology, 

Orthopaedics and Aged Care Services. 

Pain Management 

 RNSH has been funded as the lead centre for training and research as part of the statewide network 

for pain management. 

 There is a lack of multidisciplinary services at other hospitals in the District and a locally networked 

pain management service should be developed. 

 Acute pain services are limited in the District hospitals. The links with anaesthetic departments need 

to be maintained as acute pain services deal with many of the most resource intensive chronic pain 

problems prior to discharge or in the emergency departments across the District. Correct 

management protocols need to be instituted in these patients via the Pain Medicine urgent assessment 

service. 

 Local pain medicine network to address referrals of patients for urgent assessment and offer advice 

and protocol development for other hospitals, and acute pain services at District hospitals. 

 Medicare locals to be involved during local educational outreach from RNSH to address early 

interventions and reduce referrals and waiting times. 

Chronic Disease Management 

 There is a need to improve communication and coordination of hospital and community-based 

chronic disease programs and to develop best practice chronic disease rehabilitation services. 

 There will be opportunities for improvements in the management of chronic disease in primary care 

and for better links between primary and secondary care with the establishment of Medicare Locals. 

8.6.6 Strategic Recommendations 

Acute 

46. Maintain MAUs or their equivalent in all hospitals. 

47. The profile of General Medicine should be raised with the establishment of a General Medicine 

Network, cross appointment of General physicians, coordination of senior staff appointments, 

education, training and research, and the establishment of an Academic Department. 

48. A process to be instituted to resolve the management of acute GI bleeding services across the District. 

Chronic 

49. Review the Diabetes model of care in all three health services of the District to align with the 

recommended ACI model. 

50. Implement the endorsed model of care for Fracture Liaison Service and Re-fracture Prevention 

Strategy. 

51. Develop a District-wide plan for respiratory medicine services including the investigation and 

management of TB, referral to non-invasive ventilation, interventional pulmonology, and pulmonary 

rehabilitation. 

52. Develop a plan for Pain Medicine Services across the LHD consistent with NSW Health policy and 

referral processes and in collaboration with Palliative Care, Addiction Medicine and Anaesthesia 

services and prepare District-wide protocols for multidisciplinary acute pain management. This plan 

should recognise the role of pain medicine across relevant clinical specialties in acute and chronic care, 

consider rotational training, and involve primary medical care practitioners and consumers. 

53. Improve communication and coordination of hospital and community-based services that focus on the 

prevention and management of chronic disease, particularly in relation to Heart Failure, Chronic 

Respiratory Disease and Diabetes. 
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8.7 Neurosciences 

The Neurosciences Network consists of: 

 Neurology  

 Stroke 

 Neurosurgery 

 

The Neurology Service includes diagnosis and treatment of diseases affecting the central and peripheral 

nervous system and the muscle. This includes neurodegenerative disorders like Alzheimer’s disease or motor 

neuron disease and many others; movement disorders like tremor disorders, dystonia, or Parkinson’s disease; 

neuro-inflammatory disorders like meningitis, encephalitis; autoimmune and paraneoplastic diseases like 

multiple sclerosis, Guillain-Barre syndrome, and Stiff man syndrome; and diseases of the peripheral nerve 

system like carpal tunnel syndrome, root compression or polyneuropathies. The neurology service also 

diagnoses and treats disorders affecting the neuromuscular junction like myasthenia gravis, Lambert Eaton 

disease and muscle disorders like myositis, inborn or degenerative myopathies and autoimmune myopathies. It 

further delivers a statewide unique diagnostic and treatment for neurogenetic conditions.  

The Stroke Service encompasses the acute and ongoing management of neurovascular diseases like ischemic 

stroke and transient ischaemic attack (TIA), critical artery stenosis, cerebral vasculitis and all diseases affecting 

the cerebral, spinal and ocular vasculature. Neurosurgery is surgery of the central and peripheral nervous 

system and includes tertiary and non-tertiary procedures. There is a subgroup of neurovascular surgeons 

which focus on surgical treatment of neurovascular disease like subarachnoid haemorrhage or external- 

internal carotid artery bypass surgery etc. Interventional neuroradiology (INR) is currently a subdivision of 

radiology performing procedures related to neurovascular disease including aneurysm coiling in subarachnoid 

haemorrhage, treatment of cerebral arteriovenous malformation or embolectomy and intra-arterial treatment 

for acute ischemic stroke.  

The Spinal Cord Injury service was previously included under the neurosciences network, but is now included 

under surgery and anaesthesia. 

8.7.1 Current Services 

Neurology and Stroke 

None of the five public hospitals in the NSLHD provide the full suite of neurological services. RNS and 

Hornsby hospitals have departments of neurology and admit patients with neurological disease under the care 

of neurologists. RNS Hospital Neurology employs 6 consultants on a staff specialist award equalling to a total 

of 3.9 FTE. Through external funds one further staff specialist is employed at 0.5 FTE. An eighth neurology 

consultant is contracted 0.2 FTE as visiting medical officer (VMO) and another 0.2 FTE VMO is funded through 

external funds. In Hornsby Hospital there are 4 on-call neurologists, of which all are on VMO contract (each 

0.2 FTE plus on-call allowance). 

All other hospitals admit patients with neurological condition under general medicine. Manly and Ryde Hospital 

each have one neurologist providing consultative services to inpatients.  

Manly Hospital employs a cross appointed 0.3 FTE neurology staff specialist and a 0.3 FTE staff specialist 

geriatrician with a special interest in stroke medicine. Mona Vale Hospital does not have a specific neurology 

or stroke service. Ryde Hospital contracted a single neurology VMO on a fee for service basis.  

Public outpatient services for neurological disorders exist currently only at RNSH and one clinic in Manly 

Hospital. Most neurology patients from across the District are seen in specialists’ rooms.  

RNSH provides a wide range but not a complete set of public outpatient clinics, which include the following 

clinics: Rapid Access TIA and Stroke, General Neurology, MS, Neuroimmunology, NCS/EMG, EEG, 

Neurogenetic, Movement Disorders, Muscle disorders clinic. While the majority of the clinics service nearly 

exclusively the population of the NSLHD (e.g. TIA, General Neurology, MS, NCS/EMG clinic) other clinics like 

the neurogenetic clinic are tertiary services with a statewide referral base.  

In Manly Hospital a public general neurology outpatient clinic was recently established mainly to prevent 

admission to Manly Hospital and allow follow-up of admitted patients with neurological diseases from Manly 

Hospital and Mona Vale Hospital.  
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Table 47: Outpatient Services at RNSH 

Outpatient Clinic Session per week 

Rapid Access TIA and Stroke 2 

General Neurology 1.25 

MS 1.0 

Neuroimmunology  0.25 

NCS/EMG 4.5 

EEG 3.0 

Neurogenetic 2.0 

Movement Disorders 0.25 

Muscle Disorders 1.0 

 

Acute stroke service is defined as a service that offers reperfusion therapy (e.g. thrombolysis) 24 hours per 

day, 7 days per week (24/7) and operates a Stroke Unit. Acute stroke services have been established at 

Hornsby and RNS hospitals, while Manly hospital has struggled to maintain a stroke unit and has never 

provided reperfusion therapy.  

Hornsby Hospital offers only intravenous thrombolysis for patients with an acute ischemic stroke, whereas 

RNS offers, in addition to thrombolysis, intra-arterial therapy like embolectomy. However, there are 

insufficient interventional neuroradiologists to provide the latter therapy on a 24/7 basis. Despite that lack of 

coverage RNS is experiencing a workload for this rescue therapy of patients with severe strokes, including 

out-of District patients. 

The volume of patients with neurological diseases and workforce issues, especially specialist shortage, does not 

justify or allow the development of neurological services and departments at all sites. The resource intensive 

acute stroke services require centralisation and higher level funding for centres providing this acute service.  

The current workforce shortage is so critical that it is difficult to maintain two public neurology departments 

in the NSLHD. Rather than develop a third Neurology Department on the Northern Beaches it would appear 

to be more sensible to build up the Hornsby Department of Neurology, particularly to support the Acute 

Stroke Service, and to network that Department over time between Hornsby and the Northern Beaches; that 

is, a single department across both health services. 

The NSLHD pursues the following aims in the provision of neurology and stroke services: 

 Equity  

 Access to specialised services to all residents 

 Efficiency  

 Quality  

 Sustainability. 

The following measures will ensure these aims: 

 Strengthening existing and development of new clinical services along a hub and spoke model. This 

will increase the availability of high level specialist neurology service to all resident in the NSLHD.  

 RNSH already provides this role as tertiary referral centre for all other public and private hospitals in 

NSLHD to some degree. Public ambulatory and outpatient services in RNSH require further 

development and expansion to accommodate the overall increase in patient numbers to prevent 

admission and reduce length of stay for inpatients.  

 The neurophysiology service in RNSH is the only public access to this diagnostic test in NSLHD.   

 It is necessary to support this centralised neurophysiology service with adequate resources both in 

staffing and equipment. Furthermore provision of neurophysiology equipment in other hospitals and 

cross District appointments of technicians will meet the clinical demand for inpatient services in 

peripheral hospital.  

 Sufficient funding and implementation for in-house neurological service especially for reperfusion 

therapy in acute stroke that operate on a 24/7 basis.  

 Strengthening of the existing acute stroke service and general neurology service in Hornsby Hospital. 

This is a matter of priority and will ease the burden on RNSH. The current level of appointments in 

Hornsby Hospital is insufficient to sustain an acute stroke service. 

 For all other hospitals a timely general neurology consultative service needs to established or 

strengthened to allow diagnostic and treatment of neurological conditions that do not require 

transfer to a tertiary centre.  
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The following facilities and operations are required to achieve the provision of neurology services: 

 Rapid access to onsite neuroimaging with CT is essential on a 24/7 basis in all hospitals 

 Access to more advanced neuroimaging with MRI in a timely fashion (within 48 hours) in all hospitals  

 Access to basic neurophysiological diagnostic tests like EEG, NCS and EMG in a timely fashion for 

inpatients in all hospitals. (Currently only RNSH and to limited degree Hornsby offer such a service) 

 Development of general neurology clinic that allow public patients to be followed up in all hospitals 

 Development of specialised tertiary neurology outpatient clinics in neurology hubs like RNSH and 

Hornsby with easy access for all patients living in the NSLHD 

 Establishment of highly specialised services like neurogenetic services or interventional neuroradiology 

as statewide service.  

The following actions will improve the neurology service in the NSLHD: 

 Establishment of telemedicine facilities, including a fast and reliable teleradiology service, to facilitate 

the assessment of neurology, stroke and neurosurgical patients. 

 Cross-appointment of staff, strengthening of referral networks to facilitate the admission and transfer 

of patients,  

 Development of district-wide standards, protocols, policies, quality assurance processes and 

performance benchmarks. This entails the collection of a district-wide uniform data set.  

 Establishment of district-wide training as part of the network structure, including rotation of medical 

trainees. Training is also integral for nursing and allied health staff.  

 Any future capital redevelopment should ensure collocation of the neurological service with 

neurophysiology, neurological clinics, offices and outpatient services. 

 Development of complimenting outpatient clinics e.g. headache clinic, rapid access neurology clinic for 

acute neurological conditions, epilepsy clinic. These clinics would be ideally developed in RNSH and 

Hornsby Hospital.  

There are two pillars of acute stroke care: 

 Reperfusion therapy with intravenous (IV) thrombolytic therapy and intra-arterial (IA) therapy, which 

has been demonstrated to significantly improve functional outcome and reduced disability and 

dependency. Reperfusion therapy is highly time dependent in its efficacy and risks.  

 Multidisciplinary care in stroke units, which also reduces mortality and improves functional outcome.  

Both pillars require a multidisciplinary and well-coordinated approach with collaboration of different 

department (e.g. emergency, neurology, ICU and radiology) as well as different health care professionals e.g. 

nursing, physiotherapy, occupational therapy, speech pathology and other allied health staff. 

Considering time dependent efficacy and safety of reperfusion therapy, acute stroke services require adequate 

numbers of skilled and experienced on site as well as on-call staff.  

The proposed District-wide service model for the management of stroke in NSLHD includes: 

 All patients identified with an acute stroke to be transported directly to a hospital which provides 

acute stroke services. Currently Hornsby and RNSH have been identified as the only hospitals in 

NSLHD to provide acute stroke services The rerouting of patients to centres which provide 

reperfusion therapy will occur in the next 12 to 18 months.  

 While Hornsby Hospital offers exclusively IV thrombolytic therapy, RNSH also offers IA therapy with 

device embolectomy or IA thrombolysis  

 Hospitals that provide reperfusion therapy require a multidisciplinary acute stroke unit.  

 Post discharge follow-up to occur through a postacute stroke clinic. 

 The current two stroke services should incorporate the following features: 

o Adequate Neurology cover for 24/7 rostering and inpatient cover  

o Appropriate allied health/nursing cover 

o Rehabilitation connections and improved systems of patient transfer 

o Efficient transfer to in- or out-patient rehabilitation 

o Development of a stroke focused early supported discharge program  

o Postacute stroke outpatient services. 

 Any new capital redevelopment in NSLHD should move towards development of stroke units along a 

comprehensive stroke service model, with appropriate links between acute and rehabilitation stroke 

services. 
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Neurosurgery 

RNSH provides adult level 6 tertiary neurosurgery services. Facilities include a dedicated neurosurgical ward. 

The service is supported by a neurosurgical ICU. Overflow neurosurgery ICU patients are managed in the 

general ICU. The neurosurgical trauma referral for RNSH includes the rural catchment of NSW’s North 

Coast. Interventional Neuroradiology services including cerebrovascular embolisation are provided as a 

Statewide Service from RNSH. 

Private neurosurgical services are currently provided at North Shore Private, Macquarie Private and Dalcross 

hospitals. The Sydney Adventist Hospital also offers some neurosurgical services. 

Multidisciplinary public outpatient clinic services are provided at RNSH. 

8.7.2 Activity 

From 2008/09 to 2010/11 the neurology separations across NSLHD increased by 13%, however most of that 

increase was in the Enhanced Service Related Groups (ESRGs) of seizures and other neurology. The number of 

bed days has decreased over this time by 9.2% most of this has occurred in the ESRGs of stroke and TIAs. 

Neurosurgery activity has increased by 22.6% from 2008/09 to 2010/11 and bed days have increased by 14%. 

Table 48: Neurology Services in NSLHD hospitals from 2008/09 to 2010/11 

ESRG  
 

2008/09 2009/10 2010/11 % Changes 

211 Stroke Seps 908 904 912 0.4% 

 
Bed days 8,345 7,676 6,727 (19.4%) 

212 TIA Seps 400 393 378 (5.5%) 

 
Bed days 1,997 1,821 1,553 (22.2%) 

213 Seizures Seps 403 411 472 17.1% 

 
Bed days 1,766 1,584 1,938 9.7% 

219 Other Neurology Seps 1,247 1,364 1,582 26.9% 

 
Bed days 6,215 5,860 6,415 3.2% 

Total Neurology Seps 2,958 3,072 3,344 13.0% 

 
Bed days 18,323 16,941 16,633 (9.2%) 

 

Table 49: Stroke in NSLHD hospitals 2010/11 

 Separations Bed days 

 

Day only Overnight Total Day only Overnight Total 

Hornsby 6 113 119 6 902 908 

Manly 7 88 95 7 1,027 1,034 

Mona Vale - 129 129 - 993 993 

RNSH 32 430 462 32 2,611 2,643 

Ryde 1 106 107 1 1,148 1,149 

NSLHD 46 866 912 46 6,681 6,727 

 

Table 50: TIAs in NSLHD hospitals 2010/11 

 Separations Bed days 

 
Day only Overnight Total Day only Overnight Total 

Hornsby - 56 56 - 229 229 

Manly 4 49 53 4 261 265 

Mona Vale - 65 65 - 223 223 

RNSH 8 138 146 8 516 524 

Ryde 3 55 58 3 309 312 

NSLHD 15 363 378 15 1,538 1,553 

 

Table 51: Seizures and Other Neurology in NSLHD hospitals in 2010/11 

 Separations Bed days 

 
Day only Overnight Total Day only Overnight Total 

Hornsby 6 222 228 6 1,176 1,182 

Manly 34 201 235 34 763 797 

Mona Vale 67 168 235 67 789 856 

RNSH 199 863 1,062 199 4,007 4,206 

Ryde 80 214 294 80 1,232 1,312 

NSLHD 386 1,668 2,054 386 7,967 8,353 
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Table 52: Neurosurgery Services in NSLHD hospitals from 2008/09 to 2010/11 

ESRG  

 

2008/09 2009/10 2010/11 % Changes 

462 Craniotomy Seps 360 392 384 6.7% 

 
Bed days 6,762 6,880 6,351 -6.1% 

463 Neurosurgery - Non-procedural Seps 783 897 952 21.6% 

 
Bed days 5,364 6,505 7,152 33.3% 

469 Other Neurosurgery Seps 428 483 514 20.1% 

 
Bed days 3,253 3,745 3,925 20.7% 

541 Injuries - Non-surgical Seps 332 389 484 45.8% 

 
Bed days 2,124 2,339 2,575 21.2% 

Total Neurosurgery Seps 1,903 2,161 2,334 22.6% 

 
Bed days 17,503 19,469 20,003 14.3% 

 

Table 53: Neurosurgery in NSLHD hospitals in 2010/11 

 Separations Bed days 

 
Day only Overnight Total Day only Overnight Total 

Hornsby 5 132 137 5 1,023 1,028 

Manly 9 164 173 9 555 564 

Mona Vale 4 128 132 4 778 782 

RNSH 93 1,629 1,722 93 16,421 16,514 

Ryde 16 154 170 16 1,099 1,115 

NSLHD 127 2,207 2,334 127 19,876 20,003 

Source: tables 48-53 NSW MoH Flow Info version 11.0 

8.7.3 Achievements Since 2008 
 Most of the recommendations of the CSSP 2008 remain to be fully implemented. 

8.7.4 What’s New Since 2008 
 The Early Access to Stroke Thrombolysis Program is currently being developed by the Ministry of 

Health with implementation expected to commence within the next 12 months. The objectives of the 

program are to improve early access to thrombolysis for ischaemic stroke patients (which constitute 

80% of strokes) through education of ambulance personnel to assess and identify patients who may 

benefit and transporting them directly to designated thrombolytic centres. 

 A transient ischaemic attack (TIA) and stroke outpatient clinic was successfully established at RNSH in 

July 2011 providing a rapid access alternative to inpatient admission. Since its opening 178 patients 

who presented to the emergency department in RNSH were seen by this rapid access TIA and stroke 

clinic instead of by admission. In addition, more than 50 patients with strokes were seen after brief 

admission to the stroke unit in RNSH reducing their ALOS and improving their treatment.  

 NSW Health has released Guidelines for the Initial Management of Closed Head Injury in Adults. 

8.7.5 Issues and Opportunities 

Neurology and Stroke 

 There have been ongoing issues in providing adequate after-hours medical cover and allied health 

critical mass in the Acute Stroke Units at Manly and Hornsby hospitals. The Manly unit no longer 

operates as a Stroke Unit, and the Hornsby unit struggles to attract neurology cover. 

 The Early Access to Stroke Thrombolysis Program, in which NSLHD has nominated Hornsby and 

RNSH as acute stroke centres to provide 24/7 thrombolytic therapy, will need to be carefully 

planned, in the context of an agreed overall model of care for stroke patients as it will have 

implications for all hospitals in the District. Reperfusion through thrombolytic therapy will have an 

impact on the first 24 hours of care and the roles of individual facilities and service settings will need 

to be reviewed in relation to the whole patient pathway from pre-hospital to discharge home. Given 

the timeframe for implementation this work should be undertaken as a matter of priority. 

 A TIA and stroke clinic at RNSH has successfully substituted a single ambulatory visit for several 

inpatient bed days. Opportunities exist to establish rapid access ambulatory services for a range of 

other high volume neurological conditions (including epilepsy, migraine and balance disorders) run 

along the TIA clinic model to provide an alternative to inpatient care. The majority of patients would 

be direct referrals from ED and general practice and would potentially also ease some of the pressure 

on ED for this group of patients. 

 Given the increasing potential for ambulatory services to avoid inpatient admissions there is some 



 

Clinical Services Plan 2012-2016 – Northern Sydney Local Health District 

 

98 

concern over the lack of clarity over future funding models for outpatient services. 

 Interventional neuroradiology (INR) will be required for about 8% of all strokes. At RNSH, it is 

estimated that this will equate to 50-100 patients per annum requiring INR, with numbers increasing 

in a shared service with Westmead Hospital. Currently there is no on-call roster for INR but RNSH 

employs 3 interventional neuroradiologists (a total of 1.6 FTE) who also provide an INR service to 

Westmead Hospital.  

 At present the INR service at RNSH is leading the way in terms of development of new clinical 

applications. However there is no framework for service development that identifies how or whether 

it is meant to grow, workforce and infrastructure needs and sources of funding. 

 There is a unique opportunity for RNSH to establish a more focused neurovascular service through a 

collaborative arrangement between neurology, neurosurgery, diagnostic radiology, interventional 

neuroradiology, cardiology and vascular surgery and draw on the resources and expertise of each 

service. The proposed model is the formation of a multidisciplinary cerebrovascular disease centre at 

RNSH which will incorporate a new established department of interventional neuroradiology. 

 The funding model for genetic testing is incongruent and requires streamlining.  

Neurosurgery 

 The public neurosurgery service has 4 theatre lists a week so each consultant has only one list a 

fortnight.  

 The neurosurgery service at North Shore Private is much larger than the public hospital service. It is 

the largest neurosurgery service in NSW. There is an opportunity with the new Head of Department 

of neurosurgery at RNSH to build up the public neurosurgery service. 

 Deep brain stimulation has high level evidence for a range of movement disorders. While a deep brain 

stimulation service currently operates at North Shore Private Hospital there is no access to this 

program for public patients. 

 Provision of an expanded service through a partnership arrangement with North Shore Private 

Hospital could be developed as a campus based approach. This would facilitate access for public 

patients to services such as Deep Brain Stimulation, intra-operative MRI and CT and in the future 

stereotactic radiosurgery. It would also provide access for private patients to INR facilities at RNSH. 

 Access to both specialist brain injury rehabilitation and slow-stream rehabilitation needs to be 

improved. This would provide a better quality service for patients and improve quality of life 

outcomes. In addition it would reduce exit block from the neurosurgical unit and improve access for 

patients requiring neurosurgical care.  

 Improvement of the integrated Radiology Information System/Picture Archiving and Communication 

System (RIS/PACS) across all sites would improve consultation and decision-making regarding transfer 

requirements for patients presenting to peripheral hospitals.  

General Neurosciences 

 There is only one neurophysiology service in the District and that is at RNSH. The equipment needs 

replacing and because it is mobile it will not be replaced automatically with the new RNSH 

development. The number of technical staff in this department has declined. 

 There are currently issues for the management of mild and moderate head injury across the District. 

This is evident when patients referred to RNSH for neurological assessment do not require surgical 

intervention but are not readily taken back by the referring hospital and in the lack of confidence at 

local hospital level to manage patients who are assessed as not requiring transfer to RNSH.  

 Adequate multi-modal telecommunications (video conference, image review via RIS/PACS) are needed 

to provide an adequate neurology and neuroscience service across the District. Currently image 

transfer is slow and communication is only by telephone. 

8.7.6 Strategic Recommendations 

Neurology 

54. Develop a District-wide model of care for Stroke patients, in the context of the implementation of the 

Early Access to Stroke Thrombolysis Program. Key issues to be addressed will include confirmation of 

identified thrombolysis centre(s), understanding of likely changes to patient flows and inpatient capacity 

requirements and the roles of individual facilities and service settings in relation to the whole patient 

pathway from pre-hospital to discharge home. This work should also consider models for transferring 

patients back to referring hospitals after the most acute phase or to home-based rehabilitation. The 

most appropriate arrangements in the short to medium term need to be determined as well as the 
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opportunities that may arise when the new RNSH acute unit opens and the Northern Beaches Hospital 

is developed. 

55. Work towards the development of other rapid access neurology clinics (with direct GP referral or 

from emergency department) such as headache and epilepsy where patients can be investigated and 

admissions prevented. 

56. Establish a service development framework for interventional neuroradiology that addresses sustainable 

workforce issues, agreed growth and scope of practice and preferred location of INR procedures 

within RNSH. 

57. Develop a business case for the best model of management of patients with neurovascular disease for 

the NSLHD catchment, in collaboration with cardiology and radiology.  

58. Review the service needs for neurophysiology for the District and advise on an ongoing service delivery 

model and equipment replacement scheme. 

59. Maximise the use of multimodal telemedicine services to improve specialist input to the management of 

patients across NSLHD. 

60. Work with RNSH and PaLMS to investigate opportunities to reduce delays in neurogenetic testing. 

Agree on a funding model for neurogenetic testing. 

Neurosurgery 

61. Position RNSH to develop a deep brain stimulation (DBS) Service when it is considered at a Statewide 

level. In the interim consideration should be given to funding a limited number of public patients to 

access the private service located at North Shore Private Hospital. 

62. Review the public neurosurgery service at RNSH in the light of major developments in the public (e.g. 

Northern Beaches Hospital) and private sectors, to ensure the service can best meet NS needs in the 

future. Such a review should be led by the clinical network under an Executive sponsor, and should 

include theatre resources, ICU requirements, bed numbers, and the relationship with the private 

sector.  

63. Establish a working group to develop a District policy for the management head injury patients as part 

of the implementation of the recent guidelines from the Ministry of Health. 
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8.8 Renal and Cardiovascular 

The NSLHD Renal and Cardiovascular Network includes: 

 Cardiology  

 Cardiothoracic Surgery  

 Hypertension 

 Renal Medicine 

8.8.1 Current Services  

Cardiothoracic Surgery 

Cardiothoracic/Thoracic Surgery encompasses coronary artery bypass surgery, major chest procedures, 

cardiac valve procedures as well as the management of chest trauma, operative management of lung lesions, 

and pneumothorax. 

There is one public cardiothoracic surgery unit in NSLHD located at RNSH, which provides level 6 

cardiothoracic and specialist thoracic surgery for the District. There are a number of private providers within 

the NSLHD. While some thoracic surgical procedures are conducted at a number of sites across the District, 

specialist thoracic surgical services are currently only provided at RNSH. Pacemaker insertion is still largely 

undertaken by cardiothoracic surgeons at RNSH although this is frequently undertaken by procedural 

cardiologists elsewhere.  

It is proposed to develop thoracic surgery services at the future Northern Beaches Hospital to provide 

elective surgical services. 

Cardiology 

Services will be organised on a hub and spoke model with more complex work and tertiary level services 

provided at RNSH. The provision of general cardiology services as close to home as possible demands that 

core cardiology services are provided at all five acute hospitals across NSLHD. Services span the full 

continuum of care from initial presentation at the emergency department or referral from GP through 

ambulatory care/outpatient services, inpatient care and rehabilitation and follow-up. Services are provided 

from clinics, angiography suites, coronary care units, dedicated telemetry beds, step-down inpatient beds and 

in community settings. Cardiology services are provided in close partnership with cardiothoracic surgical 

services. 

The cardiology unit at RNS and Ryde hospitals is provided as a single service in a collaborative arrangement 

with North Shore Private Hospital. RNSH provides a comprehensive 24/7 service spanning the full range of 

diagnostic and therapeutic modalities and interventions including non-invasive lab services, electrophysiology 

services (EPS), pacing and implantable devices and interventional cardiology services. EPS is a key area of 

cardiology practice and training and one that is likely to increase. In addition to providing secondary services to 

its local catchment population in the surrounding six local government areas, the hospital provides a referral-in 

service for other hospitals within NSLHD and tertiary referral services for the District and other parts of 

NSW. In association with the RNSH cardiology department the North Shore Heart Research Foundation 

(NSHRF) supports cardiac research, training, rehabilitation and community engagement programs. The work of 

the Foundation has contributed to improving patient outcomes as well as promoting the national and 

international standing of RNSH cardiology services. 

The Northern Beaches cardiology service is provided across two sites (Manly and Mona Vale hospitals) with 2 

cardiologists at Manly Hospital and 3 cardiologists at Mona Vale Hospital. There is currently no on-call 

cardiology services, with patients admitted after-hours via the general medicine on-call service. Mona Vale 

Hospital has onsite private provider Transthoracic echocardiography and stress testing services as well as 

inpatient telemetry beds. Manly Hospital has onsite private provider transthoracic and transeosophageal 

echocardiography, stress testing and inpatient elective cardioversion services. It also has inpatient telemetry 

beds.  

Hornsby cardiology service is provided by five cardiologists. Patients are admitted to either an acute medical 

ward or the medical assessment unit (MAU). A four-bedded low level Critical Care Unit (CCU) is available. 

There are 25 monitored beds (4 CCU bedside and 8 telemetry monitors on Ward 1B, 4 bedside monitors and 

2 telemetry monitors on Ward 1A, 7 monitors in MAU). A comprehensive range of echocardiology services 

and a small number of emergency pacemaker insertions are provided in addition to cardiac rehabilitation, heart 

failure clinic and outpatient services. 

Rehabilitation Services are provided on a networked basis across all acute hospital sites and includes hospital 

based assessment, early inpatient rehabilitation, outpatient rehabilitation and community/home-based 
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rehabilitation. The setting for rehabilitation can be determined based on patient assessment, level of patient 

function, and adequacy of patient support.  

The in-hospital component of heart failure is managed within the cardiovascular network, however the chronic 

disease rehabilitation program is managed within the chronic medicine network and addressed in the Medicine 

chapter. 

Networking of cardiology services supports the model of care with links from each cardiology unit to RNSH 

where higher level diagnostic and interventional services are available. RNSH is the network centre for the 

LHD. Patients not requiring early intervention are managed at local hospitals without transfer to RNSH.  

Population growth and the ageing population will create an increased demand for cardiology services. Service 

demand is directly related to factors which contribute to cardiac disease such as smoking rates, diabetes, renal 

disease, obesity, high cholesterol, and hypertension.  

The table below provides a broad outline of the suite of services to be provided at each site. It should be 

noted that the final suite needs to be determined on an LHD-wide basis by the clinical network. 

Table 54: Configuration of Services 

 Hornsby N/Beaches RNSH Ryde 

Role delineation 4 5 6 3 

CCU beds 4 5 10 10 

Ward beds (telemetry+other) 20 24 25+25 10 

Angiography suite No 1 (multi-disc.) 4 No 

Interventional STEMI No TBC Yes No 

Echocardiography: 
Basic ultrasound 

Transoesophageal echocardiography  
Exercise tolerance testing 

 
Yes 

Yes 
Yes 

 
Yes 

Yes 
Yes 

 
Yes 

Yes 
Yes 

 
Yes 

No 
No 

Implantable devices 

Temporary 
Permanent 
BiVP 

AICD 

 

Yes 
Yes 
No 

No 

 

Yes 
Yes 
No 

No 

 

Yes 
Yes 

Possibly 

Yes 

 

No 
No 
No 

No 

EPS No No Yes No 

Cardiac Rehabilitation Yes Yes Yes Yes 

Heart Failure (MACARF) Yes Yes Yes Yes 

Hypertension Yes Yes Yes No 

Emerging technologies 

Cardiac CT 
Cardiac MRI 

 

No 
No 

 

No 
No 

 

Yes 
Yes 

 

No 
No 

Source: HSPU 

Renal Medicine 

The spectrum of care for renal services includes primary medical care, prevention, assessment and early 

intervention through acute inpatient care, dialysis, and renal transplantation. While the critical importance of 

the primary and preventive aspects of the renal service provision is recognised, this plan focuses on the 

following aspects: acute inpatient care; acute and maintenance dialysis; dialysis education; other ambulatory 

care including outpatient services; home-based and centre-based care; and renal transplantation. 

Renal medicine services are provided at level 6 at RNSH, and at level 3 at Hornsby, Manly, Mona Vale and 

Ryde hospitals. Renal services will be provided at level 5 in the future Northern Beaches Hospital. In NSLHD 

there is a public renal treatment program based at RNSH with inpatient nephrology services. The inpatient 

renal services at Hornsby, Manly, Mona Vale and Ryde hospitals are provided as consultative services. Both the 

Sydney Adventist Hospital (SAH) and the Mater private hospitals also provide inpatient renal services. 

Paediatric renal care is provided primarily by the specialist children’s hospitals.  

The proposed model was developed based on the principles and policy guidelines contained in: the NSW 

Chronic Care Principles, the Caring for Australasians with Renal Impairment Guidelines, the National Chronic 

Kidney Disease Strategy, the NSW Renal Dialysis Service Plan to 2011, and the NSW Kidney Health Check 

Policy Directive 2010, which requires health services to identify high risk inpatients, test them for renal risk 

factors and follow them up. 

It is proposed that there will be a single, networked renal medicine service across the LHD. The service will be 

overseen by a network director who may also have local accountabilities.  

The renal service will operate from RNSH as the hub, with established links and referral pathways, guidelines 

for consultation, multidisciplinary management of acute renal failure and where necessary, and transfer of 
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patients to the renal service hub. The hub will be responsible for satellite dialysis services including outreach 

services to home patients and will have strong links with the private sector. 

Renal Transplantation 

RNSH provides a kidney transplant program, using both cadaver and living-related donors. The renal 

transplantation service aims to increase the volume of transplants through improved service networking within 

the LHD and through increased living donor rates. The Renal Services Network will need to consider and 

develop strategies to address the low donor rates within the District and cost effectiveness of service delivery. 

Outpatient Services 

Given the ongoing care requirements and the chronic nature of renal disease, the development of adequate 

outpatient arrangements is essential. Outpatient care arrangements whether through outpatient clinics or 

physicians rooms with bulk billing arrangements need to be developed through RNSH. Public renal outpatient 

services are provided at RNSH and Hornsby Hospital. Manly Hospital also runs a high risk pregnancy clinic.  

Dialysis Services 

The ageing of the population is a major factor to be considered in the planning for dialysis services. Increased 

age is often associated with factors such as poor vision or lack of carer support, which may result in higher 

level of care dialysis modality being required, affecting the home dialysis rates and increasing demand for in-

centre dialysis services. Some natural flows for in-centre dialysis are expected to occur from Lower Northern 

Sydney to the services at Royal Prince Alfred Hospital (previously Concord) and Westmead. Inpatient dialysis 

services are located at RNSH and satellite dialysis services are provided from RNSH (community health 

building) and at Mona Vale, with a proposed extension from 6 to 10 chairs at Mona Vale Hospital. The HKHS 

clinical services plan proposed the establishment of a satellite dialysis service on the Hornsby Hospital campus 

as part of its redevelopment. Future allocation of haemodialysis chairs should be according to growth in 

demand and to ensure equity in service provision and access for dialysis patients across the District. There are 

also three private providers of dialysis services in the District (Lindfield, SAH and the Mater). Continuous 

veno-venous haemodiafiltration (CVVHD) is offered within the intensive care units of RNS, Manly and Hornsby 

hospitals.  

Home training for haemodialysis is undertaken by the Sydney Dialysis Centre (SDC), collocated with the 

satellite dialysis service in the community health building at RNSH. The SDC provides home training, 

warehousing and purchasing functions. District-wide strategies will need to be developed to increase the 

uptake of peritoneal dialysis which is lower than benchmark across the LHD. Uptake of home-based dialysis 

will be dependent on the accessibility and availability of home dialysis training as well as access to equipment.  

There will be cross appointments for all medical staff. There will be consistent models of care across the LHD 

including the implementation of District-wide standards, protocols and policies. Collaborative links will need to 

be developed with other clinical services to meet the associated needs of renal patients. The Renal Network 

will liaise closely with vascular surgeons to ensure improved access to vascular surgery for dialysis patients. 

There will be strong links with complex and ongoing care services. 

8.8.2 Activity 

Interventional cardiology and cardiothoracic surgery adult activity in NSLHD hospitals has decreased in both 

separations and bed day from 2008/09 to 2010/11. The decrease in activity for interventional cardiology 

occurred across all ESRGs, but for cardiothoracic the decline is within the ESRG of coronary bypass. 

Separations for cardiology, renal medicine, and renal dialysis have increased by 18%, 23% and 32% respectively. 

Length of stay has declined in the same period which is reflected in a lower growth in bed days for cardiology 

and renal medicine. 

Table 55: Renal and Cardiovascular adult activity at NSLHD hospitals 2008/09 to 2010/11 

SRG  2008/09 2009/10 2010/11 % Change 

Cardiology Seps 4,975 5,643 5,888 18.4% 

 
Bed Days  21,856 22,390 22,183 1.5% 

Interventional Cardiology Seps 2,108 1,789 1,628 (22.8%) 

 Bed Days  8,563 7,125 7,101 (17.1%) 

Renal Medicine Seps 1,094 1,237 1,343 22.8% 

 Bed Days  6,113 5,830 6,592 7.8% 

Renal Dialysis Seps 11,337 13,644 14,988 32.2% 

 Bed Days  11,338 13,644 14,989 32.2% 

Cardiothoracic Surgery Seps 651 580 573 (12.0%) 

 
Bed Days  6,969 6,024 5,856 (16.0%) 
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Table 56: Acute Renal and Cardiovascular adult activity provided in NSLHD hospitals in 2010/11 

SRG/ESRG Hornsby Manly Mona Vale RNSH Ryde Total 

Chest Pain 113 163 157 595 451 1,479 

Unstable Angina 52 38 54 56 28 228 

Heart Failure and Shock 172 103 137 362 177 951 

Non-Major Arrhythmia and Conduction Disorders 150 179 184 394 145 1,052 

AMI W/O Invasive Cardiac Inves Proc 120 58 75 112 79 444 

Other Cardiology 87 155 137 386 123 888 

Syncope and Collapse 80 140 140 326 158 844 

Interventional Cardiology  60 49 34 1,449 36 1,628 

Renal Failure 45 41 24 132 27 269 

Other Renal Medicine 89 62 35 258 35 479 

Other Non Subspecialty Medicine 171 77 97 160 90 595 

Renal Dialysis - - 3,341 11,647 - 14,988 

Cardiothoracic Surgery  26 14 12 508 13 573 

Source tables 55-56: NSW MoH Flow Info version 11.0  Note: includes activity within the SRGs of cardiology, interventional cardiology, renal medicine, 
renal dialysis and cardiothoracic surgery. The highlighted cells indicate that the hospital provides at least 20% of the NSLHD activity.  

The Australian and New Zealand Dialysis and Transplantation (ANZDATA) registry provides a yearly 

stocktake of patient numbers at 31 December which identifies the number of patients by each care modality, 

functioning transplants and the patient flow for the full year including new patients, new transplants, deaths and 

total patient flow. Table 57: Dialysis patient numbers by type of care at year end 2010 identifies the number of 

patients dialysing under the care of the Northern Sydney service at 31 December in 2010 within the different 

modalities. A total of 189 dialysis patients were in treatment at this time. 

Table 57: Dialysis patient numbers by type of care at year end 2010 

Northern Sydney Dialysis Service 
Hosp Home CAPD Satellite 

Total Dialysis 

Patients 
 

 HD APD HD APD Hosp Home HD  Failed grafts 
At 31 Dec 2010 33  34 27 - 4 91 189 (22) 

Source: ANZDATA Registry 2011 Report 

At 31 December 2010 there were 175 patients with functioning transplants and within the 2010 calendar year 

there were 31 new patients, 18 new transplants, 23 deaths and a total of 388 patients treated. 

ANZDATA does not however, capture the full activity of inpatient dialysis at RNSH, as it does not include 

patients dialysed with acute renal failure, nor does it capture inpatients with ESRD needing dialysis referred 

into the hospital from out of area. Table 58: Patient numbers and proportion of patients by modality at 31 

December 2010 highlights the proportion of patients by modality in 2010 in contrast to the benchmarks 

recommended by the NSW Renal Dialysis Services Plan to 2011. Satellite dialysis is above the benchmark and 

home dialysis is below.  

Table 58: Patient numbers and proportion of patients by modality at 31 December 2010 

Patients or proportion 

per modality 

Facility based service Home-based services Total 

Patients 

Home Dialysis 

 In-centre 

haemodialysis 

Satellite 

haemodialysis 

Home 

haemodialysis 

Peritoneal 

dialysis 

All modalities 

 

Total Home 

Dialysis 

NSW recommended % 20% 30% 20% 30%  50% 
NSLHD patients 33 59 34 31 159 65 
% at 31 Dec 2010 21% 37% 21% 19%  41% 

Source: The ANZDATA interim summary Released 21 December 2011 v2.4 Note 2011 summary contains data to end of 2010. 

8.8.3 Achievements Since 2008 

Cardiology 

 Advanced cardiology trainees appointed to RNSH on network rotation to support cardiology services 

at Ryde, Hornsby, Manly and Mona Vale. (Rec 34) 

 The provision of 24/7 Percutaneous Coronary Intervention (PCI) for all patients has been largely 

achieved. (Rec 35) 

 Support by NBHS Clinical Council for the provision of a multidisciplinary suite and a theatre-capable 

angiography suite at the future Northern Beaches Hospital. (Rec 36) 

 Tenders for implantable devices were completed. Management of Cardiac Function (MACARF) 

program was referred to the Medicine (Chronic Care) network. (Rec 37) 
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 Intravascular ultrasound and MRI at RNSH has been established. (Rec 38) 

 Quality improvement project has begun with the ambulance service to facilitate transfer of patients 

taken to one of the four peripheral hospitals to RNSH for urgent treatment of acute coronary 

syndromes. 

Renal Medicine 

 A network of services delivered within an agreed evidence-based model of care has been established. 

(Rec 44) 

 Cross-area appointment of renal physicians to all hospitals, with consistent principles on staffing of 

each of the renal services hubs and satellite dialysis units has been promoted. (Rec 48) 

 A Vascular Access Coordinator role has been established to facilitate timely access of pre-dialysis and 

dialysis patients to vascular surgery. (Rec 49) 

 SDC has relocated to the redeveloped RNSH as part of the community health complex. (Rec 51) 

 Renal transplantation has continued at RNSH and numbers have increased. 

8.8.4 What’s New Since 2008 
 The satellite dialysis unit in the Community Health Building at RNSH has capacity for 32 chairs, of 

which 10 opened immediately and a further 4 were opened in late 2011. The home training program 

has access to a further 9 chairs, and there is a single nurse manager and some shared nursing across 

the satellite and home training programs. The service is managed through a price per treatment (PPT) 

arrangement with Fresenius. 

 Mona Vale Hospital’s dialysis unit has 6 chairs. One additional shift has opened at Mona Vale Hospital 

funded through private insurance revenue. There are believed to be between 5 and 8 patients in the 

waiting list for Mona Vale Hospital. Some percentage of the Mona Vale clientele are Northern 

Beaches residents previously dialysed at the private Lindfield unit. The 6-chair unit needs to be staffed 

on a 1:3 nursing ratio, while a 10-chair unit could be staffed on a 1:5 ratio, which is the recommended 

level. Mona Vale unit only takes non-admitted patients. Admitted patients are dialysed in ICU. 

 Dialysis facilities have been included in the Health Service Plans for the Northern Beaches Hospital 

and the redevelopment of Hornsby Ku-ring-gai Hospital, although at Hornsby, facilities are not 

included in the stage 1redevelopment. 

 The Statewide dialysis plan is currently being reviewed. 

 NSW Health has released the Kidney Health Check policy (promoting the early detection and 

management of chronic kidney disease – PD2010_023). This requires Local Health Districts to 

develop and implement a framework for screening for chronic kidney disease through identifying 

patients who meet one or more of a list of high risk criteria, providing urinalysis, blood pressure and 

glomerular filtration rate tests to these high risk patients, and referring patients to their GP or a nurse 

practitioner if any one of these tests yields abnormal results. On the basis that one in 7 Australians 

over the age of 25 has at least one clinical indicator of existing chronic kidney disease, this policy 

could have significant implications for resources, including pathology. 

 A live donor transplant coordinator position and a renal nurse practitioner position have been 

established and filled through enhancement funding. 

 A renal rehabilitation program has been established at RNSH to assist in getting the HD patients 

home as quickly as possible. 

8.8.5 Issues and Opportunities 

Cardiothoracic Surgery 

 Sustaining the volume of cardiothoracic surgery at RNSH; Interventional cardiology has reduced the 

demand for surgery and the increased percentage of cases accessing services in the private sector has 

had an impact on the volume of cases at RNSH. 

 Identifying an ongoing model for provision of cardiothoracic surgery at RNSH for Central Coast 

residents. Outpatient services are provided at RNSH; access to pre- and post-operative outpatient 

services is an issue for Central Coast residents. 

Cardiology 

The issues and challenges enumerated in the CSSP 2008 are largely the same in 2012 with some exceptions. 

There is no longer a critical shortage of technologists in echocardiography, though it remains a challenge to 

maintain public sector provision when remuneration is almost twice as much in the private sector. 



 

Clinical Services Plan 2012-2016 – Northern Sydney Local Health District 

 

105 

The strategic recommendations also remain similar. Under a hub and spoke model with RNSH as the hub, 

recommendation 36 from the CSSP 2008 remains important. This recommendation noted that the 

Cardiovascular Network would consider the provision of a multidisciplinary suite and a theatre-capable 

angiography suite at the future Northern Beaches Hospital. The provision of cardiac intervention services was 

also to be considered subject to the meeting clinical guidelines, including centre and interventionist volumes. 

There is agreement that the Northern Beaches Hospital should have the multidisciplinary angiography suite, 

but the development of a 24/7 interventional facility at the Northern Beaches Hospital would impinge on the 

ability of RNSH to provide this service. Given the size of the NSLHD population and the critical mass of 

medical and support staff required to provide this service, it may not be possible for more than one facility to 

deliver this service on a 24/7 basis in the short to medium term. 

New issues include the following:  

 The challenge of providing the intensive care support for the 24/7 infarct angioplasty program will be 

difficult in the new RNSH building, given the geographical separation of Intensive Care from the 

Interventional Cardiology suites. 

 There needs to be a plan for the introduction of new technology in the Cardiology Department of 

RNSH. This includes percutaneous aortic valve replacement; micro-valve clips and percutaneous 

closure of atrial septal defects. 

 The Cardiology on-call rosters in the four peripheral hospitals have not been achieved. 

 Provision of dedicated coronary care units in the four peripheral hospitals is still unsatisfactory and 

this issue needs to be addressed. 

 The role of the Northern Beaches Hospital in interventional cardiology needs to be finally decided. 

 There should be integration of cardiology advanced trainees with rotation to the peripheral hospitals 

in our district. At present, advanced trainees rotate to Wyong Hospital due to a previously negotiated 

arrangement. This has no particular advantages for Northern Sydney advanced trainees or the 

NSLHD but does allow Gosford Hospital trainees to rotate to RNSH in place of Northern Sydney 

advanced trainees who go to Wyong Hospital, and this allows the Gosford trainees to fulfil 

requirements of the Specialist Training Committee in Cardiology by exposing them to EPS and cardiac 

surgical services. Integration of Northern Sydney advanced trainees to the peripheral hospitals would 

greatly facilitate the hub and spoke model of patient care in the local health district. 

 The issue of funding following the patients from the Central Coast where RNSH provides acute 

diagnostic and interventional services to these now out-of-area patients may be resolved through 

activity based funding. 

 Ability to accept transfer of urgent patients on a daily basis is being compromised by an imposed 

closure of one cath lab on one day per week, thus compromising patient safety within NSLHD. 

Renal Medicine 

Dialysis 

 The Mona Vale unit is the first public unit in Northern Sydney located on the same campus as a 

rehabilitation service and chairs were rapidly filled after opening. There is potential to systematically 

refer dialysis patients requiring rehabilitation to Mona Vale from across the LHD with the increase in 

capacity of the rehabilitation unit to 56 beds by 2014. This would require enhancement of the nursing 

ratio at the dialysis unit due to the higher comorbidity of rehabilitation patients. One proposal is to 

provide shorter daily dialysis on weekday afternoons to enable patients to attend a rehabilitation 

program in the mornings. 

 In the short term it is proposed that chairs at Mona Vale be increased to 10. 

 It is proposed that a 6-10 chair inpatient unit be established at the future Northern Beaches Hospital. 

This would ensure that patients developing acute renal failure whilst an inpatient could continue to be 

treated at the hospital as well as allowing patients with ESRD to be treated at the hospital for non-

renal conditions. 

 Dialysis capacity has been proposed for stage 2 of the HKH redevelopment. 

 Private facilities are occasionally used at times of high patient demand. This may need a more 

structured consideration, along with the commissioning of additional capacity at RNSH, including risk 

management in the event of private facility closures. 

 NSW Health proposes benchmarks for the proportion of patients offered peritoneal (PD) or home 

haemodialysis (HD). While NSLHD meets the benchmark of 50% of patients dialysing at home, this 

comprises 20% peritoneal and 30% haemodialysis, compared to the State benchmarks of 30% and 20% 

respectively. To increase home dialysis rates, a more flexible service model is required to enable 
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patients to train at suitable times, along with consideration of support mechanisms such as 

cannulation nurses to attend older patients at home. Attempts are underway to emphasise PD in the 

pre-dialysis pathway. 

 An increase in patients on dialysis and difficulties in parking may require development of a patient 

transport strategy. 

Transplantation 

 Transplantation numbers have increased at RNSH, largely as a result of an increase in living and 

cadaveric donors, but are still only about 15 p.a. 

Other Renal Medicine 

 There is an increased focus on promoting a palliative model for patients with end stage renal disease 

(ESRD) who would not be suitable dialysis candidates and for those with significant refractory 

symptoms and those withdrawing from dialysis. This is currently part of the CNC role, but will 

require a more developed program, including a palliative care clinic and palliative care physician input. 

 A model of care for renal medicine at the future Northern Beaches Hospital will need to be 

developed in more detail, including management within ICU and referral and staffing patterns. 

 The renal medicine facilities in the new RNSH acute building will have renal beds collocated with the 

MAU and aged care and rehabilitation (currently with haematology). This will require upskilling of the 

nursing and allied health staff who care for general medicine patients. 

8.8.6 Strategic Recommendations 

Cardiothoracic Surgery 

64. Continue to provide a single public cardiothoracic unit for the District, located at RNSH. 

65. Consider development of an elective thoracic surgical service at the future Northern Beaches Hospital, 

networked with RNSH. 

Cardiology 

66. The cardiovascular network agrees on an integrated model of care for cardiology across the NSLHD, 

with components to apply in each facility before and after the future Northern Beaches Hospital opens. 

The model should include, but not be limited to, management of myocardial infarcts and acute coronary 

syndromes, coronary care in the metropolitan hospitals, interventional cardiology and management of 

chest pain, and address workforce and on-call issues. 

67. Develop a plan for the replacement, introduction and location of clinical technology in cardiology across 

the NSLHD, including aortic valve replacement, micro-valve clips and percutaneous closure of atrial 

septal defects. 

68. Finalise implementation of rotation of advance cardiology trainees to all relevant hospitals in the 

NSLHD. 

Renal Medicine 

69. Continue renal transplantation at RNSH and aim to increase service volumes through improved service 

networking and increased living donor rates. 

70. Develop strategies to address the low renal donor rates and cost effectiveness of transplant service 

delivery. 

71. Develop a forward program for dialysis facility provision across the LHD that incorporates best use of 

existing public and private resources and improved local access with consideration of expansion of the 

Mona Vale unit, stage 2 of HKH, inpatient dialysis at the Northern Beaches Hospital, and a 

memorandum of understanding between RNSH and private dialysis services. 

72. Continue to aim to meet benchmarks for dialysis modality, by developing a more flexible service 

delivery model for home dialysis training, including out of hours access to training; consideration of 

home support for older patients dialysing at home; continued emphasis on peritoneal dialysis in the pre-

dialysis pathway. 

73. Ensure adequate access to public outpatient renal services for end stage renal failure patients across the 

LHD. 

74. Develop a referral and clinical management model for patients requiring both maintenance dialysis and 

rehabilitation, and implement and evaluate at Mona Vale Hospital for the Northern Beaches and 

Hornsby Ku-ring-gai catchments. This may require review of staffing ratios at the dialysis unit and 

increase in chair numbers. 
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8.9 Surgery and Anaesthesia 

The newly formed NSLHD Surgery and Anaesthesia Network comprises a range of specialist and Statewide 

services including: 

 Anaesthesia 

 Burns & Plastic Surgery 

 Breast & Endocrine Surgery 

 ENT Surgery 

 Gastrointestinal Surgery 

 General Surgery 

 Hand Surgery 

 Head & Neck Surgery 

 Ophthalmology  

 Orthopaedic Surgery 

 Paediatric Surgery 

 Peri-operative – Theatres/Recovery 

 Spinal Injury 

 Trauma 

 Urology/Continence 

 Vascular Surgery  

 

8.9.1 Current Services 

Specialty Surgical Services and Anaesthesia 

Surgical services including elective and unplanned surgery are provided in all five NSLHD acute hospitals. On 

average between 1,100 – 1,200 cases per annum are performed per operating theatre or procedure room. 

This is uniform across the NSLHD. 

RNSH is the tertiary referral hospital for the LHD and provides the tertiary care for neurosurgery, 

cardiothoracic surgery interventional neuro-radiology and major trauma services for both NS and CC LHDs. 

With the exception of major trauma, these high level services are considered separately to this chapter. Other 

services such as gastroenterology are also treated separately. Paediatric surgical services are provided in three 

hospitals including RNS, Hornsby, and Mona Vale hospitals. 

All sites operate Extended Day Only (23 hour) services providing protocol based care including nurse initiated 

discharge within a 23 hour period for specific procedures. Currently RNSH provides a 23 hour or extended 

day only surgical ward whilst other LHD hospitals operate 23 hour care services using agreed protocols and 

beds within existing wards.  

Limited community-based postacute care is provided for surgical patients across the District. At present this 

includes breast surgery and Early Triage of Acute Myocardial Infarction (ETAMI) services. 

Table 59: Current Model of Care for Acute Surgical Services 

 Role Level Clinical Support Services 
23 hour unit 

Extended DO 

Unplanned 
Surgery 

(all hours) 

Acute 
Surgery 
Units 

Cardio th Sx 

& Neuro Sx ICU Anaes ED Obs 
Paed 
Surg 

Hornsby 5 5 4 4 3 service    

RNSH 6 6 6 6 4   Proposed*  

Ryde 3 3 3 2 1 service    

Manly 4 4 4 4 1 service    

Mona Vale 4 4 4 - 3 service    

* to be located in the new Hospital (late 2012) 

In addition, most hospitals have: 

 implemented clinical redesign projects to improve patient journeys 

 streamlined pre-procedure preparation processes 

 developed protocols for unplanned surgery prioritisation which are informed by the NSW Priority 

System for Acute Surgery endorsed by the statewide Surgical Services Taskforce. 

The current operating theatre infrastructure across the LHD provides 26 built theatres and 6 built procedural 

rooms, additional procedural rooms are available within RNSH, located outside the theatre complex. The 

Ryde theatres were commissioned about 10 years ago. Hornsby, Manly and Mona Vale Hospital theatres are in 

poor condition. Hornsby cannot use more than four theatres at a time as it has insufficient recovery space. 

Manly has one theatre which is not suitable for use due to its size and condition. Some theatres are not of 

sufficient size for Orthopaedic use, thus limiting the overall efficiency of the theatre complex. RNSH is 

operating with fewer theatres than available in 2008 as a result of the redevelopment requiring the closure of 

the Day Surgery Unit. 
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 Table 60: Current operating theatre built infrastructure mid 2012 

 
Operating Theatres Procedure Rooms 

Hornsby* 5 1 

Manly** 3 1 

Mona Vale 3 0 

RNSH 13 3 

Ryde  2 1 

NSLHD 26 6 

* Hornsby hospital cannot use all its theatres at once due to insufficient recovery space  ** Manly has a theatre which is not generally used because 
of its size and condition. 

The agreed mix of theatres and procedure rooms in the Hornsby and Northern Beaches redevelopments have 

not been finalised at this stage of planning. The new RNSH will have 16 theatres and 4 procedure rooms 

available in 2012. RNSH also has two separate theatres for obstetrics and burns, providing a total of 18 

theatres. Ryde Hospital is in the process of upgrading its procedure room to an operating theatre. 

 Table 61: Proposed operating theatre infrastructure to be commissioned late 2012 to 2017 

Hospital Timeframe Total Rooms 

Hornsby 2015 8 

Northern Beaches 2017/18 10 
RNSH 2012/14 22 
Ryde  2012 3 

NSLHD  43 

* Note: Mix of theatres and procedure rooms to be finalised. 

Interventional procedures are increasingly being undertaken by a range of clinical specialties such as 

neurosurgery, vascular surgery, cardiology, urology, and gastroenterology. Tertiary level services including 

endovascular services are provided from RNSH. Endovascular approaches can be undertaken in the operating 

suite with x-ray equipment or increasingly in appropriately equipped purpose defined interventional suites. 

Endovascular procedures may be undertaken by specialty surgeons or by interventional radiologists.  

General anaesthetics are a core component of services delivered in all acute NSLHD hospitals and are offered 

in proportion to the number of operating theatres and type of surgical procedures. There is no paediatric 

specialisation within NSLHD although some anaesthetists are more likely to perform paediatric procedures in 

children under one year.  

The RNSH anaesthetic service has a role delineation of level 6 offering subspecialties of cardiothoracic and 

neurosurgery, a teaching and research function, and is supported by a 24 hour on-site anaesthetic registrar. 

Hornsby Hospital offers level 5 anaesthetics, with a 24 hour on-site registrar, a specialist onsite during the day 

and a teaching role but no subspecialties. Manly and Mona Vale hospitals operate a level 4 service with an 

anaesthetic specialist on 24 hour roster for good, moderate and bad risk patients, a nominated director and 

medical officers on site 24 hours. Ryde Hospital offers a level 3 anaesthetic consultation service to good and 

moderate risk patients as required. 

Involvement in peri-operative medicine varies according to the patient profile of each hospital. Pre-operative 

services may include screening, a registrar assessment or an anaesthetic consultation depending upon the 

complexity of the case and the capacity of the service. Post-operatively, acute pain management is available to 

inpatients in all hospitals, however formal services are not universally available on weekends. 

RNSH provides the largest volume of anaesthetic services for maternity, with interventions ranging from 

general anaesthetics to neuraxial blocks, regional blocks and sedation. A range of anaesthetic procedures are 

also offered at Hornsby, Manly and Mona Vale hospitals, however, complicated obstetrics are transferred 

elsewhere. Maternity related anaesthetic services are not available at Ryde Hospital. 

Spinal Cord Injury 

The Spinal Cord Injury Service (SCIS) operates as a Statewide service and is one of two adult spinal cord injury 

services in NSW; the other service being located at Prince of Wales Hospital. The RNSH catchment for acute 

SCI is the northern half of NSW and includes Central Coast, Western Sydney, Western NSW, Far West, 

Hunter New England, Northern NSW, and Mid North Coast Local Health Districts.  

The SCIS is responsible for providing care for acute SCI (resulting from trauma or a non-progressive disease 

process) and for the ongoing care needs of people with persistent SCI. The majority of patients with acute SCI 

will not present initially to one of the specialist SCICs and will require transfer in. Patients with acute SCI 

(both traumatic and non-traumatic) require early referral and transfer to a specialist unit for optimal care to 

reduce the development of associated complications. 
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The SCIS at RNSH has 20 inpatient beds and there are about 60 – 70 acute SCI patients admitted annually. 

The average length of stay for patients is about 54 days, however this varies according to the degree of injury 

and neurological damage.  

The SCIS will have a life-time association with persistent SCI patients, with patients generally returning for 

routine follow-up and for the management of any health issues or specific disease processes and complications 

associated with SCI. Readmission rates vary according to the degree of neurological impairment and are 

generally highest within the first four years post injury.  

Specialist SCI inpatient rehabilitation is provided at the Royal Rehabilitation Centre Sydney (RRCS) in a 

redeveloped unit which is now funded for 20 statewide beds. 

Trauma 

RNSH is designated as a Major Trauma service within the Statewide Trauma Service to provide services for 

the severely injured patients, most of whom enter the hospital system via the NSW Ambulance Service, direct 

from the scene of injury to ED or by secondary retrieval from another hospital. Major trauma patients are 

those who have sustained multiple or single system injuries that are potentially life threatening and/or require 

complex management. 

Statewide trauma services are based on a networked system of hospitals designated to provide different levels 

of trauma services in metropolitan, regional and rural settings. Currently, in the greater metropolitan Sydney 

area, trauma services are provided from three children’s and eight adult hospitals including RNSH. In recent 

years, trauma patients have been collocated within RNSH rather than spread across a number of wards and 

continue to be reviewed and managed by the trauma surgeon with the assistance of dedicated Senior Resident 

Medical Officer.  

Burns 

The severe burn injury service (SBIS) is a highly specialised statewide service provided in three designated 

centres including RNSH and Concord Repatriation General Hospital for adults and the Children’s Hospital at 

Westmead for paediatric burn patients. The three designated centres of the NSW SBIS operate as a single 

service with an integrated management structure.  

The burn unit at RNSH is a purpose-built facility incorporating a dedicated operating room and an ambulatory 

care facility. It is currently located in the Douglas Building close to the hospital’s ED and helipad. Ambulatory 

services include wound progress reviews, dressings and allied health therapies and review. The 12 bed severe 

burns ward accommodates burns injury, plastic, and reconstructive surgery patients.  

8.9.2 Activity 

Over the last three years surgical and procedural activity has remained steady for adults and declined for 

paediatrics across the NSLHD. NSLHD hospitals provide nearly 26,000 separations per annum for adults and 

approximately 1,500 separations per annum for children. 

Table 62: Surgical and Procedural activity provided by NSLHD hospitals from 2008/09 to 2010/11 by age 

Age Group  2008/09 2009/10 2010/11 % Change 

Adult  Seps 25,674 25,550 25,864 0.7% 

 
Bed Days  123,927 119,740 120,807 (2.5%) 

Paediatric  Seps 1,619 1,531 1,494 (7.7%) 

 
Bed Days  2,198 2,220 2,003 (8.9%) 

Source: NSW MoH Flow Info version 11.0 

The NSW Ministry of Health projections tool aIM2010 identifies an increase of total NSLHD hospital activity 

from 2009 to 2022. By 2022:  

 total separations will increase by 4,597 or 17.4% to 30,970 seps 

 total bed days will increase by 26,369 or 22.5% to 143,462 bed days 

 total cost weights will increase by 13,792 or 21.8% to 77,098 cwtu. 

 total separations will be 41.3% day only 

 average length of stay will be 4.6 days 

 surgery will be provided on an increasingly day only basis across all age groups but this will continue 

to vary with paediatric services being 56% day only and services for people over 85 years being only 

24% day only. 

The distribution of Surgical and Procedural activity within NSLHD hospitals in 2010/11 can be found in Table 
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62: Surgical and Procedural activity provided by NSLHD hospitals from 2008/09 to 2010/11 by age. 

Table 63: Projected NSLHD hospital Surgical and Procedural activity from 2009 to 2022 by age group 

 
2009 Seps 2009 Bed Days 2022 Seps 2022 Bed Days 

SD ON SD ON SD ON SD ON 

0-15  842 774 848 1,288 1,101 866 1,101 1,542 

16-44  3,298 4,421 3,299 19,387 3,535 4,413 3,535 19,369 

45-69  3,748 5,289 3,748 33,842 4,165 5,623 4,165 37,427 

70-84  2,224 3,825 2,226 35,652 3,347 5,289 3,347 49,337 

85+  430 1,522 432 16,371 633 1,998 633 23,005 

All ages 10,542 15,831 10,553 106,540 12,781 18,189 12,781 130,680 

Total 26,373 117,093 30,970 143,462 

Source: NSW MoH APPI 2010 

Demand for Surgical and Procedural services by NSLHD residents will increase by 18% to 138,889 separations 

by 2022. The majority of NSLHD residents (78%) will continue to receive these services within the private 

sector. However for those NSLHD residents who access services within the public sector, 73% will be 

provided within NSLHD.  

8.9.3 Achievements Since 2008 

Specialty Surgical Services 

 Specialist surgical services are networked across NSLHD, with the most complex surgery provided at 

RNSH. Planned and unplanned surgery will be networked across the facilities on the Northern 

Beaches. ENT and Urology were consolidated at Mona Vale and Hornsby Ku-ring-gai from at Ryde on 

August 2010. A review of plastic surgery between Manly and Mona Vale hospitals has resulted in 

Plastics being consolidated at Manly Hospital. Paediatrics and ENT elective surgery is completed at 

Mona Vale Hospital. (Rec 92) 

 Breast and Endocrine surgery now networked across Manly, Hornsby and RNS hospitals. (Rec 97 and 

99) 

 Gastrointestinal surgery model established with complex gastrointestinal surgery concentrated at 

RNSH, and remaining services networked across NSLHD. (Rec 95) 

 General surgery services maintained within the network of specialist services across all NSLHD 

hospitals. (Rec 96) 

 The hand surgery model of care has been implemented to provide local treatment of non-complex 

hand injuries with the transfer of more complex surgery to RNSH, at the direction of local clinicians 

at Manly, Mona Vale, and Hornsby hospitals. (Rec 115)  

 An integrated hand surgery unit will be incorporated into the new RNSH Acute Services Building 

opening in late 2012. (Rec 116) 

 Network of head and neck surgery with a concentration of major surgery at RNSH, with links to 

plastic and reconstructive services, ENT and dental services developed. (Rec 109) 

 A network of plastic and reconstructive surgery services has been maintained, with RNSH having the 

major role for providing complex surgical services as required. (Rec 110) 

 Existing role of the Severe Burn Injury Service at RNSH confirmed, with the Surgery Network to 

consider implications of increasing demand for services, including ambulatory care. This service has 

the capacity to expand should additional funds become available. (Rec 119) 

 Network of urology services developed with improved laparoscopic capacity. Urology has ceased at 

Ryde apart from some wait list cases from RNSH as was suggested in the CSSP 2008. (Rec 100) 

 RNSH to provide complex urology services for the Northern Sydney health services and develop 

networked services across the NSLHD hospitals. (Rec 101) 

 Establish specific consultant-led orthopaedic trauma lists at RNSH. (Rec 112)  

 Vascular surgery is provided as an LHD wide service with tertiary services provided at RNSH and 

other vascular procedures at Hornsby, Manly and Mona Vale hospitals, pending the development of 

the future Northern Beaches Hospital. (Rec 39) 

 The new RNSH will have an interventional suite in the acute services building and the need for 

endovascular facilities at the future Northern Beaches Hospital has been addressed in the services 

planning. (Rec 41 and 43)  

 Anaesthetics is now part of the LHD wide Surgery and Anaesthesia Network. (Rec 121) 
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Spinal Cord Injury 

 The RRCS was founded in 2010 for extra spinal rehabilitation beds improving access to inpatient 

rehabilitation services. (Rec 64) 

 Development of Rural Outreach Services coordinated by the SCIS. (Rec 66) 

Trauma 

 RNSH continues to operate as a major trauma service within the statewide inclusive trauma system. 

(Rec 26) 

Burns 

 The ongoing role of the SBIS at RNSH has been confirmed and opportunities to develop step-down 

facilities (for burn injured patients) have been explored. (Rec 119 and 120) 

8.9.4 What’s New Since 2008 

In 2011, the new NSLHD established Clinical Networks for the District. Anaesthesia and Surgery became one 

clinical network and now includes traumas and vascular surgery which were previously in different networks. 

There have been a number of policy changes since 2008 and service redevelopments which will impact on the 

provision of surgical services within NSLHD. These include: 

 The Emergency Surgery Guidelines (ESG 2009) encourage hospitals and LHDs to plan for the 

predictable surgical workload for all specialities and to allocate necessary operating theatre time. This 

includes immediate access to operating theatres for the most urgent emergency surgery patients. 

These guidelines have been implemented within NSLHD including the establishment of an Acute 

Surgery unit as part of the RNSH development. The principle components in the reconfiguration of 

emergency surgery are:  

o standard-hours scheduling where clinically appropriate 

o load balancing of standard-hours operating theatre sessions with emergency surgery 

demand 

o designation of hospitals for either elective or emergency surgery or specific components 

of each 

o allocation of operating theatre resources that are matched to the emergency surgery 

workload 

o reallocation of surgery resources appropriate to roles of the designated hospitals.  

 The trauma model of care outlined in the Statewide Trauma Services Plan (TS 2009) provides 

a multidisciplinary response to the injured patient from the time of injury through the provision of 

definitive care and encompasses the following phases across the trauma continuum of care: 

o Injury Prevention 

o Pre-Hospital 

o Acute Care 

o Rehabilitation. 

 The Statewide Spinal Cord Injury Plan (SCI 2010) identifies a model of care encompassing the 

following phases for intervention for SCI: 

o Immediate period following an acute event resulting in a suspected SCI 

o Acute management 

o Inpatient rehabilitation 

o Community reintegration 

o Ongoing care. 

 The Surgical Futures Plan (SFP 2011) outlines a framework for the development and delivery of 

public sector surgical services (both elective and emergency) over the next ten years in the Greater 

Sydney region. Key components of the framework include:  

o establishing HVSS services 

o implementation of the Emergency Surgery Guidelines 

o expanding the number of hip/knee replacements undertaken at selected sites 

o concentrating cataract surgery at a smaller number of centres 

o establishing designated bariatric surgery centres 

o establishing a surgical technology program within the capital works program 
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o supporting the provision of clinically appropriate paediatric surgery in designated 

hospitals networked with the two Sydney children’s’ hospitals 

o continued review of what needs a full operating theatre environment, vis a vis procedure 

room or ambulatory care settings and developing the alternative facilities to enable 

procedures to be done in the most appropriate setting 

o review of ICU availability for surgical patients and future planning of ICUs. 

 The High Volume Short Stay Surgical Model Toolkit (HVSS 2011) identifies the need for a 

dedicated and uniquely identifiable surgical unit which may involve use of existing hospital facilities 

(with assigned operating theatres and dedicated wards within a hospital) or the reconfiguration of an 

existing campus or construction of a new building. Some features of the High Volume Short Stay 

Surgical Model include:  

o defined care protocols and communication regarding patient care with their GP or other 

relevant community services 

o defined case-mix of procedures and services performed by qualified consultant surgeons 

and with trainees under consultant supervision 

o clear and safe inclusion or exclusion criteria for the unit 

o expected length of stay for all cases is no more than three bed days 

o streamlined pre-admission assessment and preparation 

o designated operating theatres and beds 

o dedicated staff that are allocated to High Volume Short Stay Surgical unit only. 

 The objectives of the National Elective Surgery Targets (NEST 2010) are to increase the 

percentage of elective surgery patients seen so that 100 per cent of all Urgency Category patients 

waiting for surgery are seen within the clinically recommended time, and to reduce the number of 

patients who have waited longer than the clinically recommended time (long waits). The following 

tables outline the targets for NSW. 

Table 64: Proportion of patients who are seen within the clinically recommended time 

Urgency Category Baseline 2012 2013 2014 2015 

1 Urgent (<30 days) 92.3% 96.0% 100 % 100 % 100 % 

2 Semi-urgent (<90 days) 86.6% 90.0% 93.0% 97.0% 100 % 

3 Non-urgent (<365 days) 89.4% 92.0% 95.0% 97.0% 100 % 

Source: National Health Reform Agreement - National Partnership Agreement on Improving Public Hospital Services 2011 

Table 65: Average overdue wait time (in days) for patients waiting beyond the recommended time 

Urgency Category 31 Dec 10 31 Dec 12 31 Dec 13 31 Dec 14 31 Dec 15 

1 Urgent (<30 days) 0 0 - - - 

2 Semi-urgent (<90 days) 39 29 20 10 0 

3 Non-urgent (<365 days) 130 98 65 33 0 

Source: National Health Reform Agreement - National Partnership Agreement on Improving Public Hospital Services 2011 

 The introduction of Activity Based Funding (ABF) from July 2012 will require improvements to the 

LHDs data collection systems and processes and skills in coding, costing, and case-mix to ensure costs 

remain at or below the benchmarked price and will need to manage situations where costs exceed 

the efficient price. 

 The opening the newly redeveloped RNSH acute services building in late 2012 will support the 

streamlining of emergency and elective surgery; improved utilisation of the operating theatres and 

provide opportunities to improve the management and efficiency of services. A new acute surgical 

unit will be established and the interventional floor will enable interventional procedures to be 

provided in an environment with appropriate levels of clinical support.  

 The Graythwaite Rehabilitation Centre will provide a 64 bed rehabilitation unit including a severe 

burns rehabilitation inpatient service. The centre will open at Ryde Hospital in 2013 and will enable 

the development of clear pathways for elective orthopaedic patients receiving their surgery and 

rehabilitation at Ryde hospital. 

 The spinal cord injury rehabilitation service at RRCS will be redeveloped on its current site. 

 Spinal transfer guidelines are currently under development and may impact on the number of SCI 

patients at RNSH.  

 ACI has appointed a project officer for 12 months from November 2011 to develop a model of care 

for the prevention and management of pressure ulcers which are the primary cause of SCI patient 
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readmissions and consume more bed days than the primary admissions. 

8.9.5 Issues and Opportunities 

Implementation of the National Health Reforms such as NEAT, NEST, and ABF will require robust clinical 

redesign and a whole of hospital collaborative approach to improve patients’ access to care. The 

redevelopment of RNSH and proposed redevelopments of Northern Beaches and Hornsby hospitals will 

provide increased surgical capacity to meet the growth in demand for services within NSLHD and the 

opportunity to implement new service models required by recent state and national policy changes.  

Following the CSSP 2008, the LHD Service Delivery Model for Surgical Services was confirmed as:  

 RNSH – Tertiary, Complex Surgery, and Trauma referral hub across all specialties, with 

centralisation of Ophthalmology (Non tertiary surgical service for local catchment). 

 Ryde – Mainly orthopaedics and non-complex general surgery (with some use of theatres to assist 

RNSH waiting list as required). 

 Hornsby – Non-tertiary surgery across most specialties for local catchment with tertiary and 

complex surgical referrals to RNSH.  

 Manly/Mona Vale – Non-tertiary surgery across most specialties for local catchment with tertiary 

and complex surgical referrals to RNSH. Some rationalisation of services between Northern Beaches 

sites has been achieved (e.g. ENT, plastics) 

 In addition, endoscopy is available on all sites along with Extended Day and Day Only surgical models; 

High Volume Short Stay infrastructure will be available in the new RNSH. 

Changes arising from the National Health Reforms and the recommendations of the NSW Surgical Services 

Taskforce raise questions regarding this model. Whether the model should continue or whether there is a 

case for reconfiguring services across facilities so that they deliver a defined role for the LHD. 

 Should HVSS procedures be delivered on fewer sites to improve efficiency? 

 What services should be delivered at Ryde and how should they be networked? 

 Should some services be completely centralised to improve efficiency or quality? 

 Will activity based funding provide a driver for service reconfiguration? 

 Are there core services that need to be delivered on all sites? 

 What should the long term configuration of services across RNS/Ryde/NB/HK hospitals look like and 

what should be the path to get there considering current and future infrastructure? 

The proposed infrastructure changes include: 

 The new RNSH acute services building will open in 2012 followed by the clinical services building 

comprising 60 additional beds to be available in 2014 

 Graythwaite Rehabilitation Centre at Ryde Hospital will become available in 2013 

 Mona Vale Hospital additional rehabilitation beds will become available in 2014 

 Hornsby Stage 1 redevelopment may deliver new operating theatres and surgical beds by 2015 

 Future Northern Beaches Hospital may be operational by 2017/18. 

The planning assumptions underpinning the development of surgical services for Hornsby and Northern 

Beaches need to be confirmed or modified based on agreement of the future configuration of surgical services. 

Assumptions currently state that: 

 Elective orthopaedic and short stay specialty surgery will be managed through two high volume 

centres, one at Hornsby and the other at the Northern Beaches 

 Hornsby catchment will include the Western half of NSLHD and Northern Beaches’ catchment will 

be the eastern half (including Mosman and North Sydney) 

 RNSH will maintain its trauma, tertiary referral, and complex surgery role. 

The Cancer Institute is currently reviewing outcomes for particular procedures for cancer with a view to 

making recommendations regarding minimum volumes of particular sites. The LHD will need to respond when 

these recommendations are formalised. 

The future role of Ryde Hospital in the surgical services network, both in the short and longer term, needs 

to be confirmed. The CSSP 2008 indicates a role in non-complex general surgery and elective orthopaedics but 

this may not be compatible in the short to medium term with plans for RNSH or in the longer term with plans 

for Hornsby and the Northern Beaches. 

Over the next five years NSLHD will have limited capacity to implement new models of service delivery such 

as the HVSS planned for Hornsby and Northern Beaches until those sites are redeveloped. Options for the 
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future service delivery model for NSLHD surgical services may need to be staged including a: 

 short to medium term model which retains much of the current model and responds to the 

commissioning of the new RNSH in late 2012; 

 long term model following the opening of Hornsby and Northern Beaches redevelopments where 

HVSS and other models can be fully developed. 

Other Issues: 

 There is currently no designated site for general paediatric surgery and there are difficulties 

maintaining general paediatric surgical services at Hornsby, Mona Vale, and RNSH, particularly after-

hours and for younger children. A review of policy, existing referral pathways and partnerships need 

to be explored. Standardisation across the LHD is needed. 

 The high volume of peripherally inserted central catheter (PICC) line insertion that is currently 

conducted in theatres at RNSH could be better managed in a procedure room with the support of a 

vascular access team. 

 The high volume of surgical work that is conducted in the private sector represents a risk to NSLHD 

in the event that private insurance rates change or referral patterns change as a result of the 

attraction of new facilities or loss of activity if centralisation occurs. 

 Infrastructure at Manly and Mona Vale hospitals is currently poor, however, there is a need to 

maintain sustainable services until the future Northern Beaches Hospital is developed.  

 With the closure of Day Surgery theatres at RNSH ophthalmology has been split between Ryde and 

RNS hospitals. A decision is required regarding the future of this service (should it revert to a single 

site service? If so where should that site be and if it is to be RNSH, where is the most appropriate 

location?) 

 The CSSP 2008 recommended that should funding become available, Hornsby Hospital should be the 

designated site for bariatric (specifically morbid obesity reduction) surgery. One of the reasons was its 

central location in the former NSCCAHS, another was that it isn’t a complex procedure that requires 

that clinical support available at RNSH. To date this service is unfunded and the volume of procedures 

is likely to be small. NSLHD will need to consider the issue, particularly in the context of all possible 

options (including purchasing from a private provider) and as part of a broader morbid obesity 

management service.  

 Given the increasing range of procedures that interventional radiology is undertaking and the 

increasing complexity of patients, NSLHD will need to identify the future demand and changing nature 

of these services (elective/non elective) and the appropriate service development framework to 

manage the growth of this specialty.  

Anaesthesia 

 There is an increasing and significant demand for anaesthetic services related to endoscopy, invasive 

neuroradiology, and interventional cardiology which fall outside the current budget for anaesthetic 

services.  

 A range of procedures are frequently performed without anaesthetic input, such as endoscopy. 

Support is required for anaesthetists to provide endoscopy sedation in line with national care 

standards. 

 The high levels of unplanned surgery make it difficult to manage elective surgery and anaesthetic 

workloads within current structures and workforce. 

 Acute pain services are not uniformly available across the network with notable gaps at Manly and 

Mona Vale hospitals. 

 A capital replacement program is required for renewal of out-dated anaesthetic equipment. 

Spinal Injury 

 Early referral and transfer of appropriate patients with new SCI to a Spinal Cord Injury Unit (SCIU) is 

essential. This requires an integrated and responsive approach involving collaboration and 

coordination between ambulance services, emergency departments, intensive care units and SCIUs. 

Revised spinal transfer guidelines are currently being developed. 

 While the incidence of acute traumatic SCI is not high across the population, there is a large unmet 

demand for patients with non-traumatic SCI which have the same specialist care requirements.  

 With the improved life expectancy for SCI patients there is a growing population with persistent SCI. 

This group will remain reliant on the SCIS to provide care throughout their lifetime if they become 

acutely unwell or develop any complications placing increasing demands on the SCIS over time.  

 The development of SCI multidisciplinary ambulatory care and outreach services in rural areas by the 
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appointment of four coordinators has enhanced the rural services but has also revealed unmet need. 

This coordination role has also highlighted the need for better coordination for metropolitan patients 

and regular multidisciplinary reviews (currently a multidisciplinary team follows people in the 

metropolitan area for 18 months). Better management of patients in the community will reduce 

complications and readmission rates and consequently the demand for inpatient services. 

 The management of ventilator dependent quadriplegics has a significant impact on spinal unit 

resources (and ICU resources if managed in ICU). They have higher staff to patient requirements, 

have significantly longer inpatient length of stay and higher readmission rates. 

 The introduction of ABF will exacerbate this problem as there will be an increased need to discharge 

patients from acute to subacute care.  

 The shortage of rehabilitation beds is compounded by delays in discharge of patients ready for 

transition back to the community. The transition phase and availability of community accommodation 

or home modifications are reliant on other government agencies such as Department of Housing and 

Department of Ageing Disability and Home Care (ADHC). The waiting time for services from these 

other government departments can be 18 months to 2 years. 

 The acute SCI unit is only staffed for the bed numbers in the unit, but at any time there may be 

patient outliers in other parts of the hospital or patients readmitted to other hospitals in the 

catchment area. The acute SCI unit needs the capacity to be able to advise another ward or another 

hospital. 

 The delivery of comprehensive SCI service is reliant on the availability of an adequate number of 

skilled clinicians across a range of disciplines. The service is also reliant on access to a range of 

medical specialties such as rehabilitation, spinal surgeons, plastic surgery, hand surgery, urology, 

respiratory medicine etc.  

 Workforce planning including succession planning across the disciplines (medical, nursing, and allied 

health) is essential for the sustainability of the service.  

Trauma 

 Implementation of the Trauma Service model of care (2009) requires expert care by multiple specialty 

teams for injured patients. This is coordinated by the trauma service both within the acute in hospital 

phase and during rehabilitative care. Rehabilitation and allied health services should be integrated into 

all phases of acute care and begin on admission to hospital. 

 Trauma case management assures the implementation of day-to-day care of trauma patients and 

allows for monitoring of variations in patient management outside of specific critical paths and 

identifying opportunities for improvement.  

Burns 

 With improvements in treatment modalities, severe burn injured patients can increasingly be managed 

on an ambulatory care basis, reducing the requirement for long inpatient hospital stays. Ambulatory 

care facilities provide the link between inpatient care and rehabilitation.  

 Contemporary burn management includes a program of early intervention rehabilitation and 

availability of step-down facilities to enable the patient to progress from acute hospital care to less 

dependent care with self-management options. Availability of such accommodation enables early 

discharge of patients (particularly those from rural and remote NSW) from the acute care facilities.  

 The new Graythwaite service at Ryde may provide opportunities for some interim step down services 

until its service capacity is fully utilised. This would need to be negotiated with the Statewide Burn 

Injury Service. 

8.9.6 Strategic Recommendations 

Specialist Surgical Services 

Given the complexity of the current operating environment and the limited time to consult with individual 

facilities and craft groups, a small number of recommendations will be proposed and further work undertaken 

to address the issues and challenges across the LHD. 

75. All opportunities for maximising the efficient use of surgical infrastructure across the LHD should be 

pursued and actively managed. This includes: operating theatres running from 8.00 am to 6.00 pm, 

efficient scheduling, minimising late starts and turnaround times, conducting interventions that don’t 

require theatres in other venues, fully utilising built capacity and reconfiguring the location of services 

between facilities where demonstrable benefits can be shown. This initiative will need to be supported 
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by the provision of timely and relevant data. 

76. As a matter of urgency, the Surgical Network needs to develop a Surgical Services Plan that identifies, 

at specialty level, the preferred configuration of surgical services across NSLHD facilities. The plan will 

need to take into consideration: 

o a short, medium and long term view in response to the staging of infrastructure 

developments over time; 

o defined roles for each site (with reference to current planning assumptions in relation to 

Hornsby and Northern Beaches hospitals); 

o new models of care including high volume short stay; 

o centralisation or delivery of some services on fewer sites; 

o patient access and pathways including pre and post-surgery; 

o the impact of activity based funding; 

o core services for all sites. 

77. Develop a sustainable model of general paediatric surgery for NSLHD that provides safe access for 

unplanned surgery in particular. 

78. Consideration should be given to the establishment of a Vascular Access Team at RNSH as the volume 

of procedures in theatres, such as insertion of PICC lines, is high. 

79. Review the future demand for interventional radiology services within the LHD and articulate an 

appropriate service development framework to manage the growth of this specialty. The framework 

will identify the: 

o proposed nature and applications of interventional radiology services; 

o principles and appropriate governance arrangements for service development;  

o appropriate environment and equipment for interventional radiology (imaging rooms or 

operating theatres; multiuse equipment or service specific); 

o clinical governance and workforce requirements. 

Spinal Cord Injury 

80. Improve access to spinal rehabilitation services, as part of the implementation of the recommendations 

of the statewide service plan for SCI. 

81. Review current SCI inpatient bed availability and access to other supporting services such as ICU and 

operating theatres, and determine service requirements to meet the statewide service role. 

82. Support the continued expansion of outreach services for both metropolitan and rural areas. 

Burns 

83. Identify opportunities to improve ambulatory care services and access to step-down facilities for burn 

injured patients who no longer require acute inpatient management. 
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8.10 Rehabilitation & Aged Care 

The newly formed rehabilitation and aged care network includes: 

 Aged Care services 

 Dementia and Cognition 

 Orthogeriatrics 

 Rehabilitation 

Aged care services are those generally provided to older people, their family and their carers to address one 

or more problems related to: physical disability, mental disability, bereavement, quality of life issues, continuing 

care (including accommodation and support), multiple medical problems, and polypharmacy requirements. 

Aged care services also assist a smaller number of younger adults with disability and high support needs. There 

is significant overlap between aged care and rehabilitation services, which are generally managed under the 

same hospital division.  

Rehabilitation aims to assist people to recover function or abilities and achieve the highest possible level of 

independence following the onset of disease or injury. This is achieved through a goal-directed, 

multidisciplinary approach involving medical, nursing and allied health staff. Formal rehabilitation occurs under 

the direction of a rehabilitation physician or geriatrician. Rehabilitation patients should be reasonably stable 

medically with sufficient cognitive function to participate in a program with clear rehabilitation goals.  

The ageing population will have a significant impact on the demand for aged care services over the life of this 

Plan. Over the ten year period from 2011 to 2021 the proportion of the population aged 70 years and over is 

expected to increase by 30.2%. For people aged 85 years and over, it is estimated that numbers will increase 

by 17.4% bringing the total to 25,992. 

Current utilisation of private hospital services in Northern Sydney by older people is high, bolstered by the 

large numbers of older people (9,558 in 2011) who are entitled to services from the DVA. However, this 

population is expected to decrease by 60% by 2016, to 6,473 people, which may impact significantly on the 

number of older people requiring public health services. 

8.10.1 Current Services 

Acute Aged Care 

All five acute hospitals within NSLHD provide a range of inpatient and ambulatory aged care services, 

operating independently within their respective Health Service. Level 6 Geriatric Services are provided at 

Hornsby and RNS hospitals, level 5 at Manly and Mona Vale hospitals, and level 4 at Ryde Hospital. Acute 

hospital services operate on a model of collaborative multidisciplinary geriatric care with local provision of the 

following core services: 

 ED services: screening comprehensive assessment, care planning, treatment, and referral 

 Acute inpatient services: a shared care or dedicated aged care ward, stroke unit, geriatric consultation 

service, orthogeriatric service, and access to psychogeriatric consultation 

 Ambulatory care services: outpatient, community-based and home-based services. 

Primary and emergency medical care is delivered through emergency departments and community aged care 

services:  

 Multidisciplinary assessments and care planning are completed by Aged Services Emergency Teams 

(ASET) in all emergency departments and by Aged Care Assessment Teams (ACAT) in community 

and residential settings 

 Short term observation and treatment is offered through an EMU at Manly Hospital 

 Comprehensive assessment and short term inpatient care are offered through an MAU at RNS, 

Hornsby and Mona Vale hospitals, or the EMU or Clinical Decision Unit at Manly and Ryde hospitals 

 Patients requiring an eligibility assessment for placement in a residential aged care facility will be seen 

by the ACAT team.  

Two models of acute geriatric care are utilised: 

 Patients are admitted into traditional acute geriatric wards at RNSH, with geriatric consultation and 

liaison services to outlier patients 

 An acute care of the elderly (ACE) model of shared care is offered in Hornsby, Manly, Mona Vale, and 

Ryde hospitals. Under the ACE model patients are admitted under another specialty into an ACE 

ward (or beds) and are jointly cared for by the geriatric team and the other specialty team. 

Orthogeriatric models have, to varying degrees, been developed at Hornsby, Manly, Mona Vale, and RNS 

hospitals, and limited orthogeriatric services operate at Ryde Hospital. 
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Ambulatory care services include geriatric outpatient clinics at Hornsby, RNSH/Greenwich, Ryde/RRCS, Manly 

and Mona Vale hospitals. Specialist clinics operating in Hornsby Ku-ring-gai, North Shore Ryde, and Northern 

Beaches Health Services include falls, dementia screening, memory and continence. All Health Services provide 

day therapy programs and dementia specific programs. Day care and respite for the frail aged are increasingly 

offered by non-government organisations. 

Pathways through aged care services require simplification to ensure appropriate access to rehabilitation, 

hospital substitution services or community-based services with a single point of access for ambulatory care 

services and involvement of GPs in discharge and care planning. Uniform referral processes and admission 

criteria need to be applied across NSLHD aged care services. 

Key clinical relationships exist with emergency departments, rehabilitation medicine, general medicine, surgical 

units, orthopaedic surgery, liaison psychiatry and psychogeriatrics, divisions of general practice, APAC, home 

nursing, community rehabilitation programs, ongoing and complex care programs, transition care, and palliative 

care services.  

Subacute Aged Care and Rehabilitation 

NSLHD has developed an integrated model for rehabilitation and subacute care providing basic services within 

each sector including inpatient, ambulatory and home-based rehabilitation for the adult population. Non-

inpatient services are unevenly developed with varying models in place across the LHD. Each sector operates a 

range of general and specialised outpatient clinics such as general aged care/rehabilitation, memory 

assessment/dementia, continence, ortho-rehabilitation, amputee, falls and spasticity. Hornsby Ku-ring-gai, 

Northern Beaches and North Shore Ryde Health Services offer general home-based rehabilitation services. 

Most services have at least some transport support, most commonly bus transport to day 

therapy/rehabilitation services. 

Ideally, inpatient rehabilitation and acute care services should be collocated to facilitate patient transfers 

between acute and subacute care. Referral and acceptance criteria for transfers will be standardised, and 

pathways through rehabilitation services will be simplified, with a single point of access for ambulatory care 

services and the expansion of home-based and outpatient rehabilitation services. Further development of links 

with private acute hospitals and rehabilitation facilities will occur. Rehabilitation services are currently provided 

as follows: 

Table 66: Current Rehabilitation Services in NSLHD 2012 

Health Service Location Beds Description 

Hornsby Ku-ring-gai Hornsby Hospital 40 Two 20 bed general rehabilitation wards 

Northern Beaches Mona Vale Hospital 30 General rehabilitation for NBHS. Planning underway for 

an additional 26 beds to be commissioned in 2014 
North Shore Ryde Greenwich Hospital 

RRCS (Dixson) 

RRCS (Coorabel) 
RRCS (Moorong) 
RRCS (Brain Injury Unit) 

Ryde Hospital (Rehab Assessment Unit) 

25 
18 

14 
20 
16 

12 

General rehabilitation 
Aged Care rehabilitation 

Working age rehabilitation 
Statewide spinal injury 
Statewide brain injury 

Geriatric evaluation and management under care of 
rehab physicians 

Source: HSPU 2012 

In 2013:  

 Funding for general rehabilitation beds at Greenwich and RRCS will be transferred to the 64 bed 

Graythwaite Rehabilitation Unit at Ryde Hospital 

 The role of the Rehabilitation Assessment Unit at Ryde will be reviewed 

 The funding and location of all non-inpatient (ambulatory) rehabilitation services, including day 

hospital, outpatient and home-based rehabilitation services, will be reviewed, particularly in relation to 

the NSRHS 

 Specialised spinal and brain injury rehabilitation services will continue to be provided at RRCS 

 Rehabilitation management of patients with burn injury will be provided at Graythwaite. 

Key clinical relationships include orthopaedics and other surgical units, neurology/stroke services, aged care 

services, mental health services, APAC, home nursing services, palliative care, general practitioners, and 

community-based services including transitional aged care and HACC programs. Paediatric rehabilitation is 

managed separately to adult rehabilitation services, and is discussed together with paediatrics. 

Rehabilitation research units are located at RNS and Hornsby hospitals, in addition to the Rehabilitation 

Studies Unit (RSU) and the Rehabilitation Nursing Research & Development Unit (RNRDU) at the RRCS. 

Teaching programs for medical students are organised through the RSU and delivered by rehabilitation 
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physicians across North Shore Ryde and Hornsby Ku-ring-gai Health Services. Accredited rehabilitation 

registrar training positions are available in all sectors.  

8.10.2 Activity 

Volume and trends in aged care activity have been approximated through analysis of age related data from 

EDIS and Flow Info. Emergency Department presentations of people aged 70 years and over have increased by 

10.7% across the LHD in the last two years. This growth is consistent with the increase of 10.7% in 

presentations to the Emergency Department by people of all ages. 

There has been higher growth for people aged 85+ years (19.6%) compared to people aged 70 to 84 years i.e. 

19.6% compared to 5.3% over this period. RNS and Ryde hospitals have experienced the highest growth for 

both age groups. In 2010/11, people aged 70 to 84 years comprised 12.7% of the total presentations to EDs 

across the LHD compared to 8.7% for people aged 85+ years. 

Table 67: ED Presentations by people aged 70 years and over and hospital from 2008/09 to 2010/11 

  2008/09 2009/10 2010/11 % Change 

70 to 84 yrs Hornsby 3,729 3,687 3,669 (1.6%) 

  Manly 2,832 2,803 2,714 (4.2%) 

  MV 3,308 3,454 3,534 6.8% 

  RNSH 6,291 6,649 7,050 12.1% 

  Ryde 3,672 3,816 3,923 6.8% 

 Total 19,832 20,409 20,890 5.3% 

85+ yrs Hornsby 2,540 2,511 2,676 5.4% 

  Manly 1,654 1,662 1,737 5.0% 

  MV 2,296 2,378 2,584 12.5% 

  RNSH 3,514 3,580 4,931 40.3% 

  Ryde 1,932 2,109 2,346 21.4% 

 Total 11,936 12,240 14,274 19.6% 

Total over 70 years  31,768 32,649 35,164 10.7% 

Total All Ages   148,506 158,289 163,967 10.4% 

Source: NSW MoH EDIS 

In the two years from 2008/09 to 2010/11, acute inpatient separations increased by 6% for patients over 70 

years. Over this period, Manly Hospital experienced a decline of 4.6% in separations and a decline of 16.7% in 

bed days, however Ryde and RNS hospitals experienced a growth in separations for the 70 years and over age 

group.  

Table 68: Acute inpatient activity for patients aged 70 years and over by hospital from 2008/09 to 2010/11 

  2008/09 2009/10 2010/11 % Change 

Hornsby Seps 4,347 4,328 4,212 (3.1%) 

 Bed days 27,358 26,348 27,861 1.8% 

Manly Seps 3,616 3,594 3,448 -(4.6%) 

 Bed days 22,593 21,151 18,831 -(16.7%) 

Mona Vale Seps 3,434 3,600 3,787 10.3% 

 Bed days 23,553 21,663 22,768 -(3.3%) 

Royal North Shore Seps 10,418 10,156 11,081 6.4% 

 Bed days 67,406 65,999 69,459 3.0% 

Ryde Seps 3,532 4,068 4,328 22.5% 

 Bed days 27,778 26,800 28,178 1.4% 

Total NSLHD Seps 25,347 25,746 26,856 6.0% 

 Bed days 168,688 161,961 167,097 -(0.9%) 

Source: NSW MoH Flow Info version 11.0 

In the same 2008/09 to 2010/11 period, acute inpatient separations have increased by 2.5% for patients aged 

70 to 84 years and by 12% for patients aged 85+ years, with the greatest increases for medical separations, i.e. 

801 separations or 7.8% for 70 to 84 years and 1,175 separations or 16.5% for patients aged 85+ years.  
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Table 69: Acute inpatient activity by age group and type of treatment 2008/09 to 2010/11 

Age Group   
 

2008/09 2009/10 2010/11 % Change 

70 to 84 years Medical + Seps 10,241 10,837 11,042 7.8% 

    Bed days 61,738 61,297 59,384 (3.8%) 

  Interventional  Seps 6,055 5,782 5,664 (6.5%) 

    Bed days 38,424 35,066 34,942 (9.1%) 

70 to 84 years Seps Total Seps 16,296 16,619 16,706 2.5% 

70 to 84 years Bed days   Bed days 100,162 96,363 94,326 (5.8%) 

 85 and over Medical + Seps 7,104 7,307 8,279 16.5% 

    Bed days 51,585 49,636 55,987 8.5% 

  Interventional  Seps 1,947 1,820 1,871 (3.9%) 

    Bed days 16,941 15,962 16,784 (0.9%) 

 85 and over Seps Total Seps 9,051 9,127 10,150 12.1% 

 85 and over Bed days   Bed days 68,526 65,598 72,771 6.2% 

Total 70 + years Seps   Seps 25,347 25,746 26,856 6.0% 

Total 70 + years Bed days   Bed days 168,688 161,961 167,097 (0.9%) 

Source: NSW MoH Flow Info version 11.0 

In 2010/11, 21% of separations were day only for patients aged 70 to 84 years and 9.5% for patients aged 85+ 

years. Interventional services are more likely to be day only for both age groups with 34.4% of interventional 

separations provided on a day only basis for 70 to 84 years and 19.3% for patients aged 85+ years. Despite 

this, interventional services have a longer length of stay for both age groups; 6.2 days for 70 to 84 years and 9 

days for 85+ years patients, compared to the medical average length of stay of 5.4 days for 70 to 84 years and 

6.8 days for 85+ years patients. 

Table 70: Day Only and Overnight Activity for patients aged 70 and over 2010/11 

 
  Separations Bed days 

Age Group   DO ON Total DO ON Total 

70 to 84 years Medical + 1,564 9,478 11,042 1,564 57,820 59,384 

  Interventional  1,947 3,717 5,664 1,947 32,995 34,942 

70 to 84 years   Total 3,511 13,195 16,706 3,511 90,815 94,326 

 85 and over Medical + 602 7,677 8,279 602 55,385 55,987 

  Interventional  361 1,510 1,871 361 16,423 16,784 

 85 and over   Total 963 9,187 10,150 963 71,808 72,771 

Total 70 + years   4,474 22,382 26,856 4,474 162,623 167,097 

Source: NSW MoH Flow Info version 11.0 

Subacute rehabilitation separations for NSLHD as a whole, increased by 22% from 2008/09 to 2010/11. There 

has been a slight decline in the number of bed days, and during this time Mona Vale took on the rehabilitation 

role for Northern Beaches. Changes at Greenwich and Macquarie appear to reflect changes and some errors 

in the coding of activity. 

Table 71: Subacute Rehabilitation Activity for adults from 2008/09 to 2010/11 

  

2008/09 2009/10 2010/11 % Change 

Hornsby Seps 567 468 485 (14.5%) 

 

Bed days 13,630 11,967 12,516 (8.2%) 

Manly Seps 332 297 1 (99.7%) 

 
Bed days 7,368 5,413 10 (99.9%) 

Mona Vale Seps 433 417 528 21.9% 

 
Bed days 8,594 7,397 9,762 13.6% 

Royal North Shore Seps 392 395 736 87.8% 

 
Bed days 3,589 3,816 5,835 62.6% 

Ryde Seps 231 237 261 13.0% 

 
Bed days 2,307 2,806 3,460 50.0% 

Royal Rehabilitation Seps 510 517 514 0.8% 

 

Bed days 19,044 19,542 19,271 1.2% 

Greenwich Seps 577 1282 1180 104.5% 

 

Bed days 8,985 9,784 10,038 11.7% 

NSLHD  Seps 3040 3612 3705 21.9% 

 

Bed days 63477 60613 60892 (4.1%) 

Source: NSW MoH Flow Info version 11.0 
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8.10.3 Achievements Since 2008 

Acute Aged care 

 The Clinical Council has adopted a best practice model of collaborative, multidisciplinary geriatric 

care in acute hospitals across the District. (Rec 124) 

 Ambulatory, outpatient and community services have been developed for older people. (Rec 125) 

 Medical Assessment Units have been established. (Rec 149) 

Subacute Aged Care and Rehabilitation 

 The Clinical Council has adopted a best practice model of integrated acute, subacute and community 

care for rehabilitation and aged care services. (Rec 128) 

 The Network is pursuing the collocation and consolidation of rehabilitation services for the Northern 

Beaches in the new acute hospital development. (Rec 130) 

 Funding for general rehabilitation beds will be moved from Greenwich Hospital and RRCS to support 

the 64 bed Graythwaite Rehabilitation Centre at Ryde Hospital. (Rec 131) 

8.10.4 What’s New Since 2008 
 The NSW Health Rehabilitation Redesign Project Model of Care (2011) supports rehabilitation 

services to:  

o inreach to acute services to promote patient independence and an enablement model of 

care 

o integrate aged care and rehabilitation services to maximise independence and minimise 

ongoing health care needs of the ageing population 

o integrate assessment and care coordination of patients to create a better flow of 

patients across the continuum and between settings 

o provide ambulatory care services to potentially avoid hospitalisation for some 

impairments, enable transfer of care at an earlier date from the subacute rehabilitation 

unit and facilitate an earlier discharge from hospital 

o provide ambulatory care services enabling a structured program and the continuation of 

care following a stay in the acute or subacute setting 

o establish hub and spoke models and work collaboratively with rural neighbouring 

hospitals to provide consultant rehabilitation services 

o utilise care coordinators or case managers to support the patient journey across the 

continuum and involve primary care and community services at an earlier stage of this 

journey 

o integrate research and educational and quality activities to improve efficiencies of 

introducing new evidence-based care 

 A gap analysis has been completed for NSLHD. This identified that workforce numbers may be an 

issue for NSLHD and there is a need to support the principle of an optimal workforce 

 Graythwaite development on the Ryde hospital site is due to be commissioned in 2013 

 Consolidation of the inpatient subacute service on the Northern Beaches at Mona Vale Hospital and 

the planned 25 bed extension for the Mona Vale rehabilitation unit is due to be commissioned in 2014 

 Redevelopment activities at RRCS and Greenwich 

 The implementation of the National Emergency Access Targets (NEAT) which require patients to be 

treated and discharged from ED within 4 hours will have implications for the management of older 

people in acute care 

 Implementation of the Acute Care of the Elderly (ACE) model for older surgical patients at Mona Vale 

Hospital 

 Development of on-site rehabilitation services for patients receiving haemodialysis at RNSH. 

8.10.5 Issues and Opportunities 

Acute Aged Care 

 It is recognised that presentations of elderly residents to emergency departments will continue to 

grow and that they are the least likely group of patients to leave the ED within 4 hours. A range of 

potential strategies are available that may be unique to this age group. It will be important for the 
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Rehabilitation and Aged Care Network to be actively involved in the overall NEAT implementation 

program. 

 There has been a significant increase in presentations to RNSH ED (also Ryde to a lesser degree) far 

in excess of the rest of NSLHD. This may require some investigation as to systematic causes or 

potential preventative strategies that can be adopted. 

 Role of Ryde Hospital becomes an issue in the light of the new RNSH and the Graythwaite 

development. One option is that Ryde should continue to do elective orthopaedics especially when 

Graythwaite comes on line, high volume short stay surgery, low risk elective surgery and some acute 

general medicine. 

 The development by the Agency for Clinical Innovation (ACI) of an agreed orthogeriatric model of 

care provides an opportunity to align services in the District to this model. 

 There are potential gains to be made in improving patient care and reducing bed utilisation by 

extending the Orthogeriatric model of care to a “Surgo-geriatric” model. 

Subacute Aged Care and Rehabilitation 

 The commissioning of the new Graythwaite Rehabilitation Centre represents a great opportunity as 

an integral component of the North Shore Ryde Rehabilitation Service. A number of issues that will 

affect the ongoing relationship with both 3rd schedule hospitals currently providing rehabilitation 

services will need to be managed and incorporated in new Service Level Agreements. 

 Approved acute bed capacity in the RNSH redevelopment was predicated on the need to reduce the 

number of nonacute patients in the hospital. In 2010/11, this figure had risen to the equivalent of 40 

beds. Until this figure has been reduced, there will continue to be pressure on the acute beds at 

RNSH. 

 The proposed service elements for the NSRHS should include day therapy on site, inreach to acute 

rehabilitation service, home-based rehabilitation and, as capital funding allows, the provision of 

subacute beds at RNSH. 

 There is a current issue regarding access to acute psycho geriatric care that requires resolution, 

particularly on the Northern Beaches.  

8.10.6 Strategic Recommendations 

Acute Aged Care 

84. Orthogeriatric services should be modelled against the Agency for Clinical Innovation (ACI) model of 

care and identified gaps addressed. 

85. The Rehabilitation and Aged Care and Surgery Networks jointly develop a model of care for older 

surgical patients with principles similar to the Orthogeriatric model of care. 

86. The Rehabilitation and Aged Care Network be actively involved in developing and implementing 

strategies in relation to older patients to support the achievement of the NEAT targets. 

87. Consider the development of special care units for patients with delirium and dementia in a section of 

an acute ward in each hospital, subject to capital funding or as part of any planned developments. 

Subacute Aged Care and Rehabilitation 

88. The change management plan for the commission of the Graythwaite Rehabilitation Centre should aim 

to successfully integrate the new service as part of the overall North Shore Ryde Rehabilitation Service 

which should also include inreach services to RNSH, day therapy services on site at RNSH and a home-

based rehabilitation service that supports discharge of patients from the acute setting directly to their 

homes. One of the goals of the NSR Rehabilitation Service should be to minimise the number of 

nonacute admitted patients at RNSH. 

89. When capital funding becomes available consideration should be given to the establishment of subacute 

inpatient beds on the RNSH site. 

90. The Rehabilitation and Aged Care Network maintains a preference for the collocation of acute and 

subacute services; while funding limitations may not support this in the short term it should be 

considered in longer term planning.   

91. Home-based rehabilitation services should be reviewed to ensure that they provide a postacute service 

as well as supporting early discharge from subacute inpatient care. 

92. The Rehabilitation and Aged Care Network and Mental Health and Drug and Alcohol Directorate 

should jointly develop a model of care for the improved management of elderly patients with severe 

dementia and challenging behaviours. 
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8.11 Mental Health and Drug and Alcohol 

The NSLHD Mental Health and Drug and Alcohol Service includes: 

 Child and Adolescent Mental Health Services 

(CAMHS) 

 Adult Mental Health Services 

 Specialist Mental Health Services for Older 

People (SMHSOP) 

 Specialist Mental Health Services 

 Drug and Alcohol Services  

 Gambling Services 

8.11.1 Current Services 

Mental Health Services 

Mental health services are delivered across the District under the leadership of the Director of Mental Health 

and Drug and Alcohol (MHDA), supported by an executive committee and clinical directors. A number of 

committees provide to the executive advice in specialised areas. A wide range of mental health services is 

provided including prevention and health promotion, assessment, early intervention, acute inpatient and 

emergency services, longer term inpatient and community support, including residential programs, and 

rehabilitation services.  

Informing the NSLHD models of care for all mental health services is the recovery philosophy. The aim of this 

approach is to enable people to fulfil fundamental social roles within our society and to actively contribute to 

the community, regardless of their mental illness. The model emphasises the importance of family and carer 

involvement and the need to maintain the integrity of social support structures. Consequently, wherever 

possible, services are delivered within the community, close to social networks of family and carers.  

It is the objective of NSLHD Mental Health Service to provide equitable access to a full range of specialist 

mental health services located within each local health service. These comprise: 

 Adult acute inpatient services: provided at Hornsby, Macquarie, RNS, and Manly hospitals.  

 Psychiatric Emergency Care Centres (PECCs): located at Hornsby, RNS, and Manly hospitals. 

 Specialist Mental Health Services for Older People (SMHSOP) acute inpatient services: provided at 

Manly Hospital and the Riverglen Unit of Greenwich Hospital, by contract with Hammondcare. 

(Consumers over the age of 65 years are admitted to the general adult acute inpatient unit at 

Hornsby when no specialist beds are available). 

 Consultation liaison psychiatry services: provided within the general hospital setting at Hornsby, 

Manly, and RNS hospitals.  

 Community-based mental health services: available in each sector of the LHD, provided by 

multidisciplinary Child and Adolescent, Adult and SMHSOP community mental health teams, under 

the clinical leadership of consultant psychiatrists. A range of subspecialist mental health services are 

also available to the NSLHD community, for example family and carer support, perinatal mental health 

services and mental health clinical rehabilitation. 

 CAMHS clients requiring admission to designated CAMHS inpatient care are currently referred to 

specialist admission units in other NSW LHDs. This arrangement will be required until the NSLHD 

Child and Adolescent Acute Inpatient Unit at Hornsby Hospital is commissioned in late 2013. When 

access to specialist admission is not available, CAMHS inpatients may be admitted to PECCs, general 

paediatric units within LHD or adult acute units, in consultation with CAMHS consultant psychiatrists.  

 Community and inpatient peer support and advocacy programs are provided in each health service. 

A number of specialist services are centrally located on a single site, serving the LHD catchment, including:  

 Mental Health Intensive Care Unit (MHICU): Hornsby Hospital 

 Child and Adolescent nonacute Inpatient services: Coral Tree Family Service, Macquarie Hospital – 

this is a statewide service 

 Nonacute Inpatient Services and Very Long Stay Inpatient care for adults: Macquarie Hospital 

 SMHSOP Very Long Stay service: Digby House, Gladesville Hospital  

 SMHSOP nonacute Inpatient services: Macquarie Hospital. 

Patients presenting to Emergency Departments with mental health conditions are triaged, then assessed 

further if required by Mental Health CNCs based in the ED, Mental Health Acute Assessment Teams or the 

duty or on-call Psychiatry Registrars, subject to time of day and local arrangements. Accordingly patients are 

returned to community primary or specialist mental health care, admitted to the PECCs for brief, focused 
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inpatient care at Hornsby, RNS and Manly hospitals or admitted for a longer acute inpatient admission to 

Hornsby, RNS, Macquarie or Manly adult mental health units. If required, admission may be provided to our 

specialised acute inpatient units (SMHSOPs or MHICU) or following acute admission, transferred to nonacute 

inpatient services which provide a structured, longer stay for mental health rehabilitation for up to two years. 

On discharge from inpatient services, specialist community mental health services may provide ongoing care, in 

collaboration with the consumer’s GP and NGO support providers. 

Patients may be referred to these services by a range of organisations or individuals and are managed under a 

secondary care model, whereby the consumer’s mental health is primarily managed by the mental health 

service and the GP is consulted on specific medical or health issues.  

SMHSOP acute admission beds are provided at Manly (for the Northern Beaches SMHSOP inpatients) and at 

the Riverglen Unit at Greenwich Hospital (a Hammondcare facility) for acute SMHSOP inpatients, from North 

Shore Ryde and Hornsby Ku-ring-gai mental health services. Due to demand from the Hornsby Ku-ring-gai 

health service for acute SMHSOP beds, aged mental health patients are regularly admitted to the Hornsby 

general adult acute mental health ward.  

When access is not possible to specialist adolescent units in other NSW LHDs, acute adolescent inpatients are 

most often admitted to the Manly, RNS and Hornsby PECCs, lower acuity inpatients are admitted to paediatric 

wards at RNS and Hornsby, and adolescents with more severe and complex presentations are admitted to 

Acute Adult Mental Health units, generally with provision for 1:1 nursing. These services are experiencing an 

increasing number of acute adolescent presentations and lack beds for the moderate-severe CAMHS patients. 

Whilst there is some capacity for adolescent mental health admissions to the Mona Vale paediatric ward, 

services are limited as there are no co-located adult mental health admission resources at the Mona Vale site.  

The Child Youth and Family Network, which provides general health services to children and adolescents, is 

currently working with the Child and Adolescent Mental Health Services (CAMHS) Team to identify options 

for the development and incorporation of adolescent mental health services with generalist adolescent health 

services. 

Between 40% and 50% of people treated with mental illness in the NSLHD have co-morbid drug and/or 

alcohol dependency, necessitating a close working relationship between mental health and drug and alcohol 

services. Other key clinical relationships include emergency departments, general hospital wards, pharmacy, 

medical imaging, pathology, paediatrics, primary care, aged care, rehabilitation, medical services, surgical 

services, anaesthetics, operating theatres, community health services, and NGO community-based services.  

Drug and Alcohol Services 

Drug and Alcohol Services (DAS) are located at Hornsby, Manly, Mona Vale, RNS and Ryde hospitals. 

Community-based counselling teams for adults are located across the LHD in community health centres and 

on hospital sites. Inpatient services are located in the Herbert St Clinic Detoxification Unit on the RNSH 

campus. A dedicated intake phone line facilitates access. Referral pathways are established between internal 

and external services. Services span the continuum from primary prevention and education through outpatient 

or ambulatory management to inpatient detoxification and rehabilitation and ongoing management in the 

community setting.  

DAS are guided by the strategic directions for clinical services as set out in NSW Drug and Alcohol Program, 

2006-2010 and NSW MoH guidelines on the many aspects of treatment for substance users. The objective of 

DAS is to improve the health and wellbeing of people affected by the use of alcohol and drugs and to reduce 

the risks of harm to individuals and communities associated with alcohol and drug use. Alcohol has consistently 

been the principal drug of concern for clients across the NSLHD. There are currently no specialist DAS 

services for children and adolescents.  

DAS provide a broad range of treatment services for patients with problematic substance use on a number of 

sites including: 

 Inpatient detoxification (Herbert St Clinic) 

 Residential rehabilitation (provided by NGOs)  

 Opioid treatment programs 

 Outpatient services (incorporating community counselling teams, MERIT, aftercare counselling) 

 Consultation and liaison services (education and training for non-DAS specialist nursing staff). 

 Gambling Treatment Services. 

DAS also liaises with and refers/receives clients to/from external organisations including: 

 Manly drug education and counselling centre (MDECC) 
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 Holyoake family alcohol and other drug program (Neutral Bay) 

 Manly Warringah youth support service. 

Table 72: Service Profile for Drugs and Alcohol 

 Hornsby Manly Mona Vale RNSH Ryde 

Opioid Treatment Program      

Counselling Services  Queenscliff    

Inpatient Detoxification Services      

Outpatient/Home Detoxification Services      

Magistrates Early Referral Into Treatment Program (MERIT)      

Gambling Treatment Services  Queenscliff    

Inpatient Consultation and Liaison Service       

Residential Rehabilitation Program and Housing Program  NGO    

Centralised Intake phone line and GP Consultancy Line (at RNSH)      

Source: Drug and Alcohol Services, NSLHD 

8.11.2 Activity 

There has been a 10.6% increase in separations and nearly 10% increase in bed days in this period. The 

introduction of a PECC at RNSH in the 2010/11 year is reflected in the growth in activity at RNSH.  

Table 73: Acute admissions to designated acute psychiatric wards by hospital from 2008/09 to 2010/11 

  
2008/09 2009/10 2010/11 Change % Change 

Hornsby Seps 869 830 834 (35) (4.0%) 

 

Bed days 11,312 11,551 11,854 542 4.8% 

Macquarie Seps 259 243 220 (39) (15.1%) 

 
Bed days 3,702 3,986 3,359 (343) (9.3%) 

Manly Seps 547 530 552 5 0.9% 

 

Bed days 9,114 9,319 10,112 998 11.0% 

Royal North Shore Seps 405 436 683 278 68.6% 

 
Bed days 7,372 7,950 8,889 1,517 20.6% 

Greenwich Seps 172 188 202 30 17.4% 

 

Bed days 5,860 6,832 6,793 933 15.9% 

Total NSLHD Seps 2,252 2,227 2,491 239 10.6% 

 
Bed days 37,360 39,638 41,007 3,647 9.8% 

Source: HIE extracts MHDA, NSLHD  

Table 74: Acute admissions to specific psychiatric wards by hospital 2010/11 

 

 

Separations Bed Days 

 Ward Overnight Same Day Total Overnight Same Day Total 

Hornsby MHICU 86 0 86 2,332 0 2,332 

 
Adult acute* 402 3 405 8,795 3 8,798 

 

PECC 314 29 343 695 29 724 

 

Total 802 32 834 11,822 32 11,854 

Macquarie Adult acute 213 7 220 3,352 7 3,359 

 

Total 213 7 220 3,352 7 3,359 

Manly Adult acute 446 7 453 6,800 7 6,807 

 
SMHSOP 99 0 99 3,305 0 3,305 

 

Total 545 7 552 10,105 7 10,112 

Royal North Shore Adult acute 348 4 352 8,279 4 8,283 

 
PECC 313 18 331 588 18 606 

 

Total 661 22 683 8,867 22 8,889 

Greenwich SMHSOP 137 65 202 6,728 65 6,793 

 
Total 137 65 202 6,728 65 6,793 

NSLHD Total 
 

2,358 133 2,491 40,874 133 41,007 

Source: HIE extracts MHDA, NSLHD.  * The Hornsby adult acute ward also includes SMHSOP patients.  Also note: Manly Hospital’s PECC was 

established in 2011/12 year so is not captured in this data. 
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Admissions (separations) within the RNSH Detoxification Unit have decreased by 13.3% but bed days have 

increased by 8.7% from 2008/09 to 2010/11.  

Table 75: Admissions to the RNSH Detoxification Unit from 2008/09 to 2010/11 

 2008/09 2009/10 2010/11 Change % Change 

Seps 503 455 436 (67) (13.3%) 

Bed days 2946 3373 3203 257 8.7% 

Source: HIE extracts MHDA, NSLHD 

8.11.3 Achievements Since 2008 
 Manly and RNS hospitals have established 4 bed PECCs collocated with the EDs, in addition to the 

existing PECC at Hornsby Hospital. The RNSH PECC will be expanded to a 6 bed PECC to be 

commissioned as part of the new acute services building in December 2012. Preliminary planning for 

the Northern Beaches Hospital includes a PECC.  

 Construction of a new 35 bed acute adult inpatient facility (an increase of 10 beds) to replace the 

Lindsay Madew Unit at Hornsby Hospital has commenced and is due for completion in mid-2013.  

 A 12 bed child and adolescent mental health (CAMHS) acute inpatient service at Hornsby 

Hospital, under construction concurrently with the new acute adult inpatient unit, will provide 

inpatient services to children and young people primarily from the NS and CC LHDs, but is also 

expected to take referrals from other LHDs as required when capacity is available. This service will 

be part of the Hornsby Hospital Mental Health Redevelopment and is due to be completed by mid-

2013.  

 Planning is well advanced for a new, expanded acute adult mental health unit within the Clinical 

Services Building at RNS, consisting of 34 acute beds. 

 Planning is advancing for the future Northern Beaches Hospital, including proposals for an Acute 

Adult Inpatient Unit, a SMHSOP unit, a PECC unit and a new nonacute unit. 

 D&A Rehabilitation services, previously provided from Phoenix House on the grounds of Manly 

Hospital, have been transitioned to Kedesh, a non-government organisation. This transition came 

about following a tender process which was concluded in 2010.  

 The performance of mental health services on most key performance indicators (KPIs) are amongst 

the best in NSW. The introduction of PECCs and the management of the locally developed KPI for 

average length of current stay have contributed to an improved capacity to provide timely and 

appropriate care evident in the improving trends for the Emergency Access Performance (EAP) key 

performance indicator. In addition, substantial improvement in length of stay in acute adult units has 

resulted in significant additional bed capacity. 

8.11.4 What’s New Since 2008 
 A number of clinical quality improvement projects have been undertaken over the last 3 years. 

Specific, focused projects have included developing training, credentialing and scope of practice 

regarding electro-convulsive therapy (ECT), and the introduction of the process of ‘Care Zoning’ in 

inpatient and community settings across the LHD, which facilitates structured, shift to shift handover 

and resource allocation across a given service team.  

 Other important projects have targeted aspects of physical health in those with severe mental 

illness, in particular those aspects which are likely to contribute to premature death. Service 

enhancements which have either been successfully established or consolidated during this period 

include:  

o Specialist mental health infant & perinatal clinicians 

o Specialist mental health rehabilitation clinicians 

o Specialist vocational education and training staff 

o Aboriginal Mental Health Workers and an Aboriginal Mental Health service (on the 

Central Coast) 

o Specialist older persons mental health clinicians focusing on dementia and behavioural 

and psychological symptoms 

o Family and Carer specialists.  

 Recruitment and management support of clinical staff, in particular medical clinical staff, has been 

enhanced over this period, resulting in virtually full employment for junior and senior medical officer 

positions. 

 A further 12 months of funding has been sourced from the Mental Health Drug and Alcohol Office to 
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continue the development of a change management framework for the reduction of seclusion across 

NSLHD Mental Health inpatient units. Significant achievements have been made in the reduction of 

seclusion practices, with rates of seclusion well below the state average activity across the NSLHD.  

 The Australian Government has established the National Mental Health Commission in 2012 to 

help improve Australia’s mental health system through: 

o Monitoring and reporting on the mental health system including a ‘National Report Card 

on Mental Health and Suicide Prevention’ 

o Ongoing evaluation of the Ten Year Roadmap for Mental Health Reform which is 

currently being developed 

o Providing advice to government on the gaps within mental health services 

o Engaging consumers and carers in mental health policy and service improvements. 

 The NSW Mental Health Commission was established in mid-2012 to provide strategic 

leadership for mental health services within NSW. It will operate according to a set of guiding 

principles and will: 

o Prepare a strategic plan for the mental health system 

o Monitor and report on the implementation of the strategic plan 

o Review, evaluate, report and advise on mental health services 

o Promote and facilitate sharing of knowledge and ideas 

o Undertake and commission research 

o Advocate for and promote the general health and wellbeing of people with a mental 

illness. 

 Funding for a headspace service for the NSLHD was recently announced by the Commonwealth 

Government. This is part of Australia's National Youth Mental Health Foundation and will 

provide opportunities to enhance and better coordinate a range of services targeting youth mental 

health. 

8.11.5 Issues and Opportunities 
 Community Adult Mental Health facilities and services have not received enhancement funding for 

core services in several decades, despite increasing demand, complexity and acuity. Real and 

substantial growth funding is required if community standards for community mental health are to be 

met, commensurate with standards of non-mental health services. Significant gains have been made in 

the provision of emergency and acute mental health care over the last decade which should allow for 

an increasing focus on acute and continuing mental health care needs in community settings across the 

District. 

 In the last three years there has been a significant increase in the number, acuity and complexity of 

acute mental health presentations to the EDs, the effect of which has been significantly mitigated by 

the introduction of PECCs at Hornsby, RNS and Manly hospitals. This has placed additional demands 

on clinical staff, in particular trainee psychiatrists on after-hours on-call rosters at Manly, Hornsby and 

RNS hospitals, requiring a shift to more expensive duty rosters, in order to provide safe and timely 

care.  

 The acute presentations of children, adolescents and young people experiencing psychiatric or 

psychological disturbance has significantly increased during the last three years resulting in suboptimal 

clinical placement in Paediatric Wards, PECCs and Adult Mental Health facilities. The dedicated 

CAMHS Inpatient Unit to open at Hornsby Hospital in 2013 will help to resolve this issue. 

 The current plans for the Mental Health component of the RNSH redevelopment do not allow for 

the transfer of the 14 Macquarie Hospital acute adult inpatient beds onto that campus, as had been 

anticipated in earlier strategic planning. There is a need to resolve the preferred future location of 

these acute adult inpatient beds, consistent with long term state and national mental health service 

planning for mainstreaming of mental health services. 

 The provision of ECT at the Riverglen SMHSOP Unit at Greenwich Hospital, poses a risk to the 

organisation and opportunities to move this treatment modality to an acute hospital site should be 

explored. The demand for ECT and patient complexity has increased over the 17 year life of the 

Riverglen Unit. The model of care is not consistent with that currently under consideration by the 

MoH for Specialist Mental Health acute inpatient services for older people. The Riverglen Unit also 

provides ECT for Macquarie Hospital inpatients, a number of whom are under the age of 65 years, 

inconsistent for a specialist service for older patients. In addition, very little ECT is conducted at 

RNSH which is suboptimal for a specialist teaching hospital, as new and promising brain stimulation 
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therapeutic technologies are being researched and introduced into practice. 

 A strategic review of the location and quantum of Specialist Mental Health Services for Older Persons 

acute inpatient services is required to ensure as the population ages the service is equipped to meet 

needs of this vulnerable group. Collocation of acute SMHSOP inpatient beds with acute medical 

services, comprehensive consultant psychiatrist cover and 24 hour security response capacity is 

required for optimal care of SMHSOP inpatients, but is not currently provided at the Greenwich 

Hospital site. The preferred service enhancement is the relocation of the acute SMHSOP beds to 

RNSH, whilst maintaining the Riverglen beds as subacute beds. 

 The current plans for the Mental Health inpatient beds at RNSH do not include provision for an acute 

SMHSOP facility, presenting the LHD with a considerable challenge to safely meet the needs of the 

aging populations mental health needs, integrated with the general hospital system.  

 Strategies are required to ensure the smooth and appropriate access to nonacute inpatient services 

and support the required duration of time and environment for recovery prior to transitioning 

patients to community care. To this end, a purpose built 20 bed nonacute inpatient unit should be 

constructed in the Mental Health precinct at Hornsby Hospital in the planned expansion space 

abutting the new Adult/CAMHS building.  

 New capital developments have provided an opportunity for service realignment and to adequately 

resource clinical teams within changing models of care. This will address historical disparity of 

resource distribution, particularly in relation to acute inpatient services. 

 Family and Carer involvement in clinical service delivery has been enhanced by the introduction of a 

dedicated Family & Carer team who will enhance the capacity of clinical teams to work effectively 

with families. 

 Strong partnerships with Government, non-government and not for profit organisations have allowed 

a more holistic service model to people with a mental illness and their family and carers. 

 The development of tertiary referral mental health facilities at Hornsby Hospital i.e. MHICU and 

CAMHS inpatient unit, presents an opportunity to review the governance and leadership structures of 

those services at the site and LHD levels. 

 Paediatric Wards provide a valued, therapeutically appropriate care setting for milder CAMHS 

presentations and will continue to provide inpatient care for a number of CAMHS patients after the 

Hornsby acute CAMHS unit is commissioned.  

 The Lindsay Madew Unit at Hornsby Hospital was historically considered as a site for future SMHSOP 

unit once vacated by the current acute adult inpatient service. However this unit is not, and cannot be 

made fit for the purpose of providing inpatient care to older mental health consumers. A purpose 

built 15 bed older persons inpatient unit should be constructed within the expansion space within the 

Mental Health precinct at Hornsby Hospital. This unit should have an additional 5 beds to 

accommodate older people with severe behavioural disturbance. It is essential that the lack of 

specialist older person’s beds in the Hornsby Ku-ring-gai health service be addressed given the ageing 

population which is over represented in Hornsby and Ku-ring-gai.  

 The Mental Health Drug & Alcohol Executive has reviewed the appropriate location for consolidating 

inpatient drug and alcohol services within the LHD and advocate future location on the RNSH campus 

rather than at the future Northern Beaches Hospital. However, space for this service has not been 

identified on the RNSH site. 

8.11.6 Strategic Recommendations 
93. Realign NSLHD MHDA services consistent with the National Reform Agenda, the new LHD structures 

and the strategic recommendations of the National and NSW Mental Health Commissions, as these are 

made. 

94. Review the NSLHD Mental Health Service Plan and complete the strategic vision for the next ten years 

(devolved from NSCC MHDA Service Plan).  

95. Develop a NSLHD Drug & Alcohol Service Plan, including strategies to meet the needs of younger 

people and adolescents with drug and alcohol problems.  

96. Develop a Macquarie Hospital Strategic and/or Master Plan.  

97. Secure funding for and build a 20 bed nonacute Inpatient Unit as well as a 20 bed Older Persons 

Inpatient Unit (15 Acute beds and 5 Severe Behavioural Disturbance beds) at Hornsby Hospital.  

98. Secure funding for and build an Acute Adult Inpatient Unit, SMHSOP unit, PECC unit and a nonacute 

unit for NBH. 

99. Secure funding for a Mental Health Mother & Baby Unit within NSLHD.  
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100. Commission the CAMHS Inpatient Unit and expanded Adult Inpatient unit at Hornsby Hospital in 2013. 

101. Commission the Acute General Adult Mental Health Unit in the Clinical Services Building at RNSH in 

2014. 

102. Review the location and quantum of SMHSOP acute inpatient services to ensure as the population ages 

the service is equipped to meet needs of this vulnerable group. Collocation of acute SMHSOP inpatient 

beds with acute medical services, comprehensive consultant psychiatrist cover and 24 hour security 

response capacity is required for optimal care of SMHSOP inpatients.  

103. Resolve the preferred future location of the acute adult inpatient beds at Macquarie Hospital to a 

general hospital site, consistent with long term state and national mental health service planning for 

mainstreaming of mental health services. 

104. Commission the 4 bed Involuntary Drug Treatment Service, collocated with the Herbert Street Clinic, 

RNSH, in 2012.  

105. Identify and confirm a location for the building of contemporary accommodation for the Herbert Street 

Clinic within the NSLHD.  

106. Implement the recommendations of the CAMHS Service review, including the initiation of the CAMHS 

Community Assertive Team and a clearer articulation of service delineation between specialist tertiary 

or quaternary CAMHS services, and mental health services provided by other District providers. 

107. Develop cohesive youth mental health service provision, providing a coordinated model of care and 

service transitions between headspace, CAMHS, and Adult Mental Health Services. 

108. Undertake a scoping exercise to determine the requirements to develop a discrete service to provide 

care to those experiencing an Eating Disorder, for both adults and younger people. 

109. Develop a proposal for alternative ECT delivery options within the NSR Mental Health services for 

diverse patient groups requiring this and other brain stimulation treatments, to provide best practice 

treatments, research and training 

110. Develop a MHDA Education and Practice Development Unit.  
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8.12 Clinical Support Services 

8.12.1 Current Services 

Imaging 

Core services are general radiology, CT scanning, ultrasound, and fluoroscopic imaging. Specialist elements of 

Medical Imaging services are magnetic resonance imaging (MRI) scanning, interventional radiology, diagnostic 

angiography, and nuclear medicine services, including PET. 

All acute hospitals in NSLHD have core imaging services. Specialist services are mostly confined to RNSH. 

RNSH does not have CT scanning on a 24-hour basis but this may need to change with the implementation of 

the NEAT where the goal is to see, admit, discharge or transfer patients arriving at the ED within a 4-hour 

timeframe; and the Early Access to Stroke Thrombolysis Program, where NSLHD has nominated Hornsby and 

RNS hospitals as acute stroke centres to provide 24/7 thrombolytic therapy.  

Medical imaging services at the future Northern Beaches Hospital will require core imaging services plus MRI, 

interventional radiology and nuclear medicine.  

Sterilising 

Sterilising services minimise the risk of transmission of infection from patient to patient via surgical 

instruments. Services, staffing, and equipment are provided at all acute facilities in NSLHD.  

The service model for sterilising services was centralised as a business unit for the former Area Health Service 

but will return to a hospital managed service this year.  

The workload of sterilising services at facilities directly depends on the volume and type of surgery within the 

facilities. Recommendations regarding the volume and location of surgical specialities (i.e. waitlist reduction) 

will directly affect deployment of staff, type of sterilising equipment kept at the site, and the number of 

sterilisation technicians deployed.  

Pathology 

Pathology services in NSW have been organised on a cluster basis with 4 clusters operating across the state. 

Northern Sydney LHDs has been part of the Pathology North Cluster which includes the all the north eastern 

LHDs. In July 2012 these clusters have become part of a new statewide pathology entity called NSW Health 

Pathology. The business model is to be finalised, but it is proposed that the clusters or pathology networks will 

continue to exist as the operational hubs of the new service and that the service’s links with LHDs will be 

formalised in service level agreements. 

Core services provided on all sites include biochemistry, haematology, coagulation, blood bank services, and 

microbiology (dipstick) services. All specialist services are provided at RNSH (excluding toxicology, which is 

based at Macquarie Hospital). Specialist services include histology (including frozen section), virology, 

microbiology, cytology, flow cytology, manual haematology techniques, immunology, and foetal and maternal 

medicine. 

Patient Access and Transport Unit 

The Patient Access and Transport Unit (PATU) provide and coordinate patient access and transport services 

for hospitals within NS and CC LHD.  All PTU vehicles are fully equipped ambulances with basic life support 

equipment. 

The primary focus of the Patient Transport Unit (PTU) is to provide timely, cost effective non-emergency 

transportation of patients that also delivers ongoing care by qualified nursing staff to patients in the following 

circumstances: 

 Transportation of NS and CC LHD inpatients from one public health facility to another 

 Transportation of inpatients to medical appointments at either another hospital or a private service 

provider 

In addition to the above, the PTU, where possible, will assist NSW Ambulance with discharges and transfers to 

private hospitals, nursing homes, and hostels to assist with patient flow. The service does not transport 

patients to their private residences.  

The Patient Access Unit (PAU) in collaboration with the PTU provides a coordinated approach of inter-

hospital transfers of patients between hospitals within the NS and CC LHD. This service incorporates both 
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public and private hospital transfers. 

The PAU also monitors emergency departments during periods of high demand to ensure a considered 

approach to each non-emergency presentation. The PAU will assess the need to admit, defer, or avoid the 

emergency department taking into account the capacity of each facility within the LHD. 

8.12.2 Activity 

Imaging 

Table 76: Medical Imaging activity 2010/11 by Facility 

 General 

Imaging 

CT Ultra 

sound 

MRI Diagnostic 

Fluoro-
scopic 

Interven- 

tional 

Angio-

graphy 

Mammo- 

graphy 

Total 

Hornsby 28,988 6,193 3,790 - 432 136 16 - 39,555 

Manly 15,701 4,088 2,216 - 270 73 4 - 22,352 

Mona Vale 21,578 4,726 2,978 - 686 61 20 - 30,049 

RNSH 71,984 15,640 7,843 6,338 5,209 3,331 2,558 269 113,172 

Ryde 20,627 5,188 2,657 - 496 62 - - 29,030 

NSLHD  237,458 53,461 27,297 9,759 10,275 5,255 3,320 322 347,147 

Source; NSLHD Medical Imaging 2012 

8.12.3 Achievements Since 2008 

Imaging 

 By May 2012 RIS/PACS will have been rolled out to all NSLHD sites. Included in the scope is 

radiology, nuclear medicine (including PET), and maternal/foetal. It does not include cardiology, 

vascular, and gastroenterology. (Rec 140) 

 A capital acquisition and maintenance program is in place and gradually older equipment is being 

replaced. The MoH is currently considering a statewide medical imaging equipment replacement 

program to meet the Medicare requirements for rebate. The RNSH redevelopment will replace most 

equipment at RNSH. (Rec 141) 

 RNSH now has PET scanning facilities. (Rec 142) 

Sterilising 

 All sterilising services at all hospitals, except Ryde which upgraded in 2005, have been upgraded in the 

last 5 years. NB services can be transitioned to a new department. Most equipment will be able to be 

moved. (Rec 138) 

8.12.4 What’s New Since 2008 

Imaging 

 NEAT will require timely access to imaging and reporting. 

 The Early Access to Stroke Thrombolysis Program has identified Hornsby and RNS hospitals as acute 

stroke centres to provide 24/7 thrombolytic therapy. 

Sterilising 

 Significant upgrades to most sterilising departments providing conversion to automation as well as 

dirty to clean workflows, with improved separation. 

 Sterilising will become a hospital managed service this year at RNSH and Ryde from 1 April and 

Hornsby and Northern Beaches from 1 July. 

Pathology 

 A statewide review has been undertaken and will inform the future direction of the delivery of 

pathology services in NSW. 

8.12.5 Issues and Opportunities 

Imaging 

 There is currently a shortage of trained sonographers primarily due to the lack of dedicated funding 
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for training.  

 There may be a problem recruiting radiologists in the future as the current workforce is ageing. 

There may be a need to consider the staffing model for radiology at district hospitals (currently 

predominantly contract based) to support training of future radiologists. 

 Junior medical staff cannot read CT scans so the demand for reporting (after-hours) is higher than if 

senior staff were present. There will continue to be an increase in diagnostic requests where junior 

medical staff work without direct supervision. 

 The future business model for imaging will shortly be determined by the MoH. NSLHD will need to 

respond to this determination. 

 The 4-hour rule will impact on imaging. There will be an increasing need for onsite 24/7 radiology and 

CT, with radiologist reporting, at all sites. 

 There needs to be an effective annual equipment replacement program to ensure quality of imaging 

and meet Medicare rebate requirements. The MoH is currently working with the LHDs to plan a 

statewide program. 

 The increase in interventional radiology both in the range of applications and volume of activity 

requires a framework to ensure that this service develops in a safe, equitable, and sustainable manner. 

 The growing complexity and acuity of interventional radiology raises the issue of the appropriate 

location for service delivery (e.g. imaging department or operating theatres). 

Sterilising 

 Two new sterilisers will be required for the Northern Beaches within 12 months. When these 

departments were upgraded only one steriliser in each department was replaced. The current older 

sterilisers are 20 or more years old and the availability of parts will become problematic. 

Pathology 

 The future Northern Beaches Hospital provides the opportunity to bring three branch laboratories 

together and establish a new Specialist Lab which will support both the Northern Beaches and 

Hornsby Ku-ring-gai hospitals, relieving some of the pressure on RNSH. 

 The Toxicology service at Macquarie Hospital will require significant capital expenditure and decision 

to retain the service that will be required. 

 One of the outcomes of the new Governance arrangements for pathology Services may be the 

centralisation of a range of genetics testing services. 

8.12.6 Strategic Recommendations 

Imaging 

111. Assess the impact of the impending NEAT policy and Early Access to Stroke Thrombolysis Program to 

ensure imaging services are able to respond to requirements to reach mandated targets. 

112. Develop a model for the provision of interventional radiology services across NSLHD. 

Sterilising 

113. Explore tracking and traceability needs to assist with managing ‘accountable items’ through electronic 

tracing to instrument level as reliable technology evolves. 

114. Return Sterilising Services to local hospital management in 2012. 
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8.13 Teaching and Research 

8.13.1 Current Services 

Education and Teaching 

Education and teaching are integral to the training and development of workforce, research, acute services, 

mental health, community health, aged care, population health, rehabilitation, and palliative care. The quality 

and reputation of NSLHD’s teaching activities and facilities is a key factor in the recruitment and retention of 

high calibre staff in all areas. 

Efficient and effective achievement of healthcare outcomes depends on the capability of the workforce. A well 

designed and systematic approach to learning and development can deliver the right people with the right skills 

at the right time to provide the best healthcare for our clients and our community. 

The spectrum of educational activities in NSLHD is wide including undergraduate/postgraduate education, 

professional accreditation, continuing professional education, and patient and community education across 

medical, allied health, and nursing disciplines and other health service staff. Education is provided internally and 

by external service providers with an emphasis on ‘new ways of learning’ that facilitates continuous acquisition 

of knowledge. Excellence in education underpins clinical service delivery across the LHD. 

The education sub-committee of the NSLHD oversees the strategic direction of teaching and learning activity. 

Development of an overall strategic plan for educational activities with overarching principles, objectives and 

strategies will provide direction and support for current educational activities to achieve nominated outcomes. 

Broader aspects of workforce professional development and capacity building may also be addressed. Many 

critical issues in education are multifactorial, longstanding, common to all health services (some are global 

issues) and are not easy to address. Components of a future service model should include the following broad 

principles: 

 Greater degree of coordination and sharing in the education function across all disciplines, consistent 

with discipline professional requirements 

 Opportunities to involve students of all healthcare disciplines in inter-professional learning activities 

should be sought and developed further 

 Clinical education should occur where possible close to the clinical setting 

 Education should be integrated across sites and provided in a way to maximise access to staff 

 Education should be provided so as to maximise efficient use of resources 

 There should be optimal use of information technology to meet educational goals 

 Library resources should be accessible to all staff 

 Patient education resources should have a community and consumer focus where possible 

 Mandatory training. 

Current students and future staff of health services will be more self-directed and expect learning and 

development resources to be delivered in a range of methods. Flexible models of teaching delivery, 24/7 access 

to resources, and increasing use of technology are required to meet the needs of current students. Integration 

of the educational function may also increase cost efficiencies, support overall educational development and 

significantly reduce the amount of downtime for clinicians engaged in teaching activities in the District. 

The new education centres at Hornsby Ku-ring-gai Hospital and the future Northern Beaches Hospital offer 

significant enhancements to educational facilities in these locations. It is envisaged that these sites be utilised 

for educational opportunities for community-based clinicians as well as hospital staff and students. Additional 

education resources have been created at Ryde Hospital as part of the Graythwaite Rehabilitation Centre 

development. 

Research 

Research and education are vital pillars that underpin excellence in clinical service delivery. Research informs 

what care to provide and education informs how to provide that care. NSLHD is committed to ensuring that 

its care is safe, effective, appropriate, and accessible. With the advent of more autonomy provided by the 

formation of the LHD and the recognition of the importance of working collaboratively with academic 

partners, the strategy for the NSLHD is for it to have at its centre an academic health science centre based at 

RNSH with effective linkages to all hospitals and community centres within its boundaries.  

The initial partnership will continue between the LHD and the University of Sydney but with the expectation 
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that it will expand to incorporate other educational and corporate organisations. The University of Sydney and 

the NSLHD have a history of a strong, effective relationship that is exemplified by the strength of the 

Northern Clinical School that is based at RNSH and subdeans based at the Hornsby, Northern Beaches, and 

Ryde hospitals.  

The Northern Sydney Academic Health Science Centre (NSAHSC) will provide the structure for the 

alignment of all research and educational activities within the LHD. This alignment will establish shared 

operating and financial processes. A unified strategy will focus on both the training and recruitment of research 

talent to the NSAHSC and the provision of an environment that encourages innovative, cross disciplinary 

research that is for the benefit of patients, clients and their carers. The newly formed NSAHSC is ideally 

placed to deliver its vision of high quality research that both challenges current thinking and informs future 

clinical practice for the following reasons: 

 A firm commitment to the NSAHSC mission by the leadership of the LHD and University of Sydney 

 A clear governance structure for both research and education reporting both to the LHD Board and 

the University of Sydney has been developed 

 The $1.1 billion RNSH redevelopment will be completed in 2012 

 The Kolling Building is a state of the art biomedical research and education building at the very heart 

of the RNSH campus 

 Plans for a community focused Aging Research Centre at Hornsby Hospital 

 The strengthening of rehabilitation research at Ryde Hospital 

 The opportunities afforded for clinical research at the future Northern Beaches Hospital 

 An internationally recognised Simulation, Clinical Skills and Communication Centre within the Kolling 

Building 

 The recent commissioning of a Translational Cancer Unit within Northern Sydney 

 A National Health and Medical Research Council (NHMRC) centre of research excellence in perinatal 

care 

 Internationally recognised strengths in data linkage 

 Strong community research productivity 

 A strong track record of completion of clinical trials that have changed practice 

 Several NHMRC Partnerships Projects funded by NSW MoH 

 Several examples of effective partnerships with the ACI 

 Evidence of successful commercialisation of research discoveries 

 Land previously earmarked for divestment available for health related use. 

The goal of the academic health science centre is to discover, assess, implement, and disseminate effective and 

appropriate interventions in health care as illustrated by Figure 6: Schematic model for role of Academic 

Health Centre. 

Figure 6: Schematic model for role of Academic Health Centre 

 

 

The NSAHSC will support research that leads to new treatments, research that evaluates comparative 

effectiveness of interventions, and research that determines the appropriateness of healthcare. The academic 

health science centre will have at its centre the hub at RNSH. The Kolling research and education building has 

outstanding laboratory facilities and the research strategy will be to partner with other organisations to ensure 
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that the full health, economic, and community benefits of research are realised. The intent is to purposefully 

develop research models throughout the LHD. Ryde will strengthen its rehabilitation research focus, Hornsby 

has advanced plans to develop an aging community focused research program, and the new Northern Beaches 

redevelopment will be characterised by a strong clinical research focus. 

The plans are to distil our current research themes of bone and joint research, cancer research, 

cardiovascular/renal metabolic research, community research, critical care research, reproduction, maternal 

and child health research, neurosciences and mental health, and regenerative medicine to fewer themes that 

are community relevant. Across each theme will be a portfolio of models that expands from basic science to 

health science research. Such a structure will ensure that the strategic intent of the recent Wills Report (NSW 

Health 2012) are addressed. Such an integrated research model that has research specific modes at each of the 

sites (RNSH, Ryde, Hornsby and the Northern Beaches) will deliver translating innovation research, policy and 

practice research as well as strengthen our workforce. Each research theme will have leads whose task is to 

ensure co-ordination of research across the theme and also that it is focused on patient benefit. The research 

groups engage with the community to ensure that there are projects within the specific research themes that 

are of direct relevance and have been identified as priority for research by their constituents. 

The administrative activities of the management of intellectual property, ethical conduct of research, and 

research policy are coordinated through the Research Business Unit (RBU). Intellectual Property Management 

and commercialisation is managed by BioMed North. The key object of BioMed North is to coordinate the 

research effort and the resultant commercial potential of the LHD.  

Research reports will be generated annually and report detailed research activity within the LHD. Current 

performance indicators are the number of approved research projects, values of external research funds 

attracted, the number of research projects evaluating the effectiveness of clinical management practices, the 

number of patents registered and commercialised, and percentage of pathways adopting outcomes of new 

research. We will introduce new metrics of research success that directly reflect the uptake of our research. 

8.13.2 Activity 

Centre for Training and Development  

The Centre for Training and Development (CTD) currently operates under a Shared Service Partnership 

Agreement, hosted by NSLHD and providing services to Central Coast Local Health District. The overall 

function of the integrated multidisciplinary education and training service is to support the learning and 

development needs of the staff of both LHDs in the provision of timely and high quality corporate and clinical 

education and training opportunities. The service has an allied health training consultant and a matrix of nurse 

educator activity across all facilities in the LHDs, including MHDA and NSHNS. The Service includes the 

administration of the OPENEdU eLearning platform and Pathlore Learner Management System (LMS) and is an 

active delivery unit of NSW MoH Registered Training Organisation (RTO). 

Services provided include corporate, management and leadership development, Vocational Education and 

Training (VET), multimedia development, and multidisciplinary clinical development. 

The future of CTD will be known once the structure for education and training for NSW MoH is determined 

by the Health Education and Training Institute (HETI).  

Medical training and education 

Hospitals in the NSLHD are teaching hospitals. Undergraduate medical education in NSLHD is coordinated 

predominantly by the University of Sydney and close links between university and health services optimise 

quality of teaching and learning. It is expected that with the expansion of medical undergraduate training, 

additional universities will have a presence at our hospital campuses.  

Medical postgraduate training in the North Shore Ryde, Northern Beaches, and Hornsby Ku-ring-gai Health 

Services are coordinated through the clinical training unit at RNSH. Training is coordinated by each clinical 

speciality. 

Nursing and Midwifery 

Education of nurses is an integrated process provided by senior ward staff, Clinical Nurse Educators (CNE), 

CNCs, and staff from CTD. Undergraduate nursing and midwifery placements are collaboratively managed by 

facility based nursing/midwifery unit managers, staff from CTD and university nursing and midwifery staff. 

Specific educative target areas for undergraduate nursing centre on aged care and mental health as well as the 

more general comprehensive preparation for practice. 
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Other functions include clinical support for registered and enrolled nurses participating in transitional 

programs, support for the VET in Schools Program, and supervision of undergraduate nursing and midwifery 

students. The majority of nursing and midwifery clinical courses are coordinated through CTD. 

Allied Health 

Allied health comprises of a number of disciplines, each with their own area of clinical expertise and scope of 

practice. All allied health professionals must show eligibility for membership or registration of their relevant 

professional association, and demonstrate minimum competency requirements. Evidence of professional 

development and education is also generally linked to annual renewal of association membership.  

The Allied Health Education Committee was formed to determine and address allied health learning and 

development needs and is chaired by the CTD Allied Health Education and Training Consultant. 

Mental Health Drug and Alcohol  

The structure of MHDA education and training is currently under review. The proposed multidisciplinary 

model for the NSLHD will effectively and efficiently support workforce development and workforce planning. 

It has been developed not only with consideration to the current context of healthcare, but also structured to 

meet the future challenges impacting on healthcare and the MHDA workforce.  

The proposed model describes a virtual service with a central education and training unit, as part of the 

Centre for Training and Development (CTD), based on the Macquarie Hospital Campus. This unit will have 

defined relationships with the Psychiatric Training Centre (PTC) and health service based MHDA clinical 

education staff. 

A coordinated, consistent approach will be established while enabling adaptation to meet identified local needs. 

This will support greater access and equity to cost effective learning and development opportunities and 

reduce duplication across MHDA Services. 

General Staff 

A wide range of training is provided to patient support assistants, environmental staff and administrative staff 

working at our health sites. 

Patient and community education 

Patient and community education is delivered in groups and individually. The two general aims of programs are 

chronic health management and preventative health (health promotion). Programs include cardiac 

rehabilitation, asthma and diabetes education, and community mental health family support. Other programs 

are provided in genetic education, and parenting education both within Child and Family Services (antenatal) 

and Mental Health. 

Medical staff are actively involved in continuing education of general practitioners and their peers. 

Teaching Facilities 

Physical facilities in NSLHD consist of a mix of lecture theatres, seminar rooms, meeting rooms, an 

amphitheatre with catering/office support facilities, tutorial rooms, and training facilities located as follows: 

 Northern Sydney Education Centre 

 Kolling Building 

 Variety of teaching spaces in the Clinical Skills and Simulation Centre 

 Training facilities at Macquarie Hospital (NSHNS), Greenwich (now Hammond Healthcare), Hornsby 

Hospital and Royal Rehabilitation Centre Sydney (RRCS) 

 Library services. 

8.13.3 Issues and Challenges 
 It is unclear whether the current systems in place meet the requirements of regulators for 

professional accreditation and whether the needs of the educators and students (undergraduate, 

postgraduate and professional development) are being met. A greater degree of integration of 

teaching processes would encourage adoption of a consistent structure within the teaching function, 

streamline and reduce duplication of functions; increase cost efficiencies; support overall educational 

development, and reduce the amount of downtime for clinicians engaged in teaching activities. 

 Clinical teaching in the current health environment is difficult. Patients are now older, sicker and stay 

a shorter time. Patients with chronic diseases are now major users of health services. Recent studies 
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of patient availability referred to by the Review of the University of Sydney Medical program (2007) 

show that on any given day, the number of available patients does not match the number of medical 

students currently undergoing clinical placements in NSW acute facilities. Declining patient volumes in 

some medical specialties are hindering the ability to meet educational requirements of the Medical 

Colleges. 

 An increase in access to ambulatory care settings for clinical education is required. Australia has 

lagged behind the US and UK in responding to these trends. State and Federal Governments have 

identified high priority education and health policy directives in Mental Health and Aged Care. Limited 

attention to date has been placed on mechanisms to provide better student access to community and 

primary care experiences in these areas. 

 Recruitment of clinical teachers for undergraduate medical students has become more difficult with 

increasing pressures on clinicians in hospitals and in the community. Although the intensity of patient 

care has increased, clinicians now spend less time in hospitals and most maintain private practices. 

Postgraduate medical teaching, supervision requirements and documentation requirements for 

maintaining quality of care and safety of patient have also increased, at the behest of Colleges. All 

contribute to reducing the amount of time that is available to medical student teaching. Contracts of 

staff specialists contain reference to generic teaching only, so many fulfil their contract by undertaking 

postgraduate teaching only. Contracts of VMOs rarely include teaching requirements. If teaching is 

undertaken by a VMO, a direct loss of income results. 

 Clinical education is fundamental to all allied health professions  (physiotherapy, occupational therapy, 

pharmacy, psychology, podiatry, social work, speech pathology, and others) and there is a mandatory 

requirement in most professions for clinical placement but it is not specifically funded (as per medical 

and nursing education).  

 There is also significant stress on the current system with regard to timing of undergraduate clinical 

placement. Many of these are taken at peak activity times during the year (winter) to fit with the 

schedule of the academic year. Allied health clinicians constantly balance the educational needs of 

students on placements with the direct decrease in clinical service provision that results whilst 

engaged in teaching. As a result, the number of allied health placements offered may decline, which 

has direct impacts on allied health student education. The issues related to clinical placement are 

being examined at state and national level. 

 Different models and structures for nursing education exist across the District making coordination 

and communication difficult. Clinical placement requests for nursing from the various universities are 

directed and managed at a facility level, some facilities are over utilised and some not at all. Depending 

on the university, some undergraduate nursing students have no supervisor during clinical placements. 

There is currently no equity in the allocation of funded clinical nurse educator positions and in each 

facility, some clinical units have little or no support. 

Education and Training 

 The ability to respond to emerging learning priorities while concurrently conducting core business 

training activity. 

 Greater emphasis on producing a flexible and adaptable workforce equipped with sound 

administrative and financial skills. 

 An increased emphasis on performance improvement and accountability for the effectiveness of 

learning and development activity. 

 Transitioning to a more flexible delivery of education and training through multimedia technology and 

the development of eLearning when indicated. 

 Resolving historical differences in education and training delivery. 

 Opportunities for re-negotiation and transitioning of roles and responsibilities aligned to educational 

strategic direction. 

 Development of allied health educator roles. 

 Build capacity and innovation within workforce training to adapt to new structures and new ways of 

working. 

 Increased opportunities for effective supervision, lifelong learning, and continuing professional 

development. 

 Leadership and management capability building. 

 Expansion of the use of Vocational Education and Training (VET) qualifications to support job redesign 

and new roles in the workforce. 

 The changing size, nature, and career intentions and patterns of new entrants and increased lateral 
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engagement of older people, require a more structured approach to learning and development. 

 Requirement to increase number of multidisciplinary clinical placements: undergraduate and VET. 

 Maximise workforce flexibility and the potential for changing skill mix, which includes profiles of new 

practitioners within the health workforce. 

 Maintaining and extending Mandatory Training Programs across the LHD. 

 Building and supporting an effective orientation and induction program for all health professional 

disciplines. 

8.13.4 Strategic Recommendations 

Teaching 

115. The new education centres at Hornsby Ku-ring-gai Hospital and the future Northern Beaches Hospital 

offer significant enhancements to educational facilities in these locations. It is envisaged that these sites 

be utilised for educational opportunities for community-based clinicians as well as staff and students. 

Additional education resources have been created at Ryde Hospital as part of the Graythwaite 

Rehabilitation Centre development. 

Research 

116. Establish NSAHSC by the development of appropriate structures that support partnership initially 

between Northern Clinical School and the LHD. 

117. Establish research themes across NSAHSC to facilitate integration and harmonisation of research under 

the Kolling banner initially across RNSH followed by the entire LHD. 

118. Appoint and resource leaders for themes. 

119. Determine translational research priorities. 

120. Align research support services. 

121. Attract Centre of Clinical Research Excellence (CCRE) and Program Grant Funding. 

122. Strengthen commercialisation processes. 

123. Establish a community focused aging Research Centre at Hornsby Hospital. 

124. Have a strong culture of clinical research within the future Northern Beaches Hospital. 

125. Strengthen rehabilitation research at Ryde Hospital.  
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8.14 Health Promotion 

Health Promotion is a process of improving the health and wellbeing of our population. It engages communities 

to change personal, organisational and social behaviour to prevent ill health before it occurs. Health Promotion 

action areas include building healthy public policy, creating healthy environments (physical and social) and 

reorienting the health system focus beyond clinical services toward population health improvement. 

Economic appraisal confirms that health promotion activities are effective not only in terms of lives saved, but 

they also represent good value for money. Just a few factors account for most of the disease burden in 

Australia: tobacco smoking, obesity, physical inactivity, alcohol, low fruit/vegetable consumption, and falls injury 

among older people. Accordingly, the majority of NSLHD Health Promotion service activity is directed by four 

statewide priorities: 

 obesity prevention 

 tobacco control 

 alcohol harm prevention  

 falls injury prevention. 

8.14.1 Current Services 

The NSLHD Health Promotion service addresses these priority areas at a population-level through 

coordinated projects, often in partnership with other government agencies (local, state and federal), other 

health services, community and non-government organisations (NGOs). For many years the service has 

provided strong leadership in specialised areas such as injury prevention, early life and youth health promotion. 

More recently NSLHD Health Promotion has been recognised as a state leader in emerging areas including 

healthy built environments, active transport and alcohol harm prevention. 

While the NSLHD Health Promotion service focuses on activity at a population-level, specific sub-populations 

are known to have higher levels of risk behaviours (such as smoking, poor diet and sedentary behaviour) and 

poorer health. These include Aboriginal people, some CALD groups, carers, people with mental health 

illnesses and lower socioeconomic groups. Traditionally these groups are less receptive to population-level 

health promotion strategies and require more targeted prevention and early intervention programs including 

group education, individual monitoring, treatment and rehabilitation.  

Public and private primary and community health services play a vital role in prevention and early intervention, 

particularly through services such as early childhood, child and family, women’s health, drug and alcohol, 

mental health, aged care, hospital outpatient departments and through general practitioners and other 

community-based private practitioners. The focus is principally on individuals, their behaviour and general risk 

factors, as well as screening and treatment of illness. Many primary care and chronic disease programs, such as 

diabetes education and cardiac rehabilitation, have a significant role in secondary and tertiary prevention 

through patient education in the management of their disease. 

Additionally, a number of NGOs provide support and awareness of specific conditions. They will usually have 

well-defined parameters and focus on single issues such as asthma education or single functions such as 

research.  

8.14.2 Issues and Opportunities 
 Future health promotion programs and priorities will be influenced by changes in demographics, 

socioeconomic and lifestyle factors and changing disease patterns.  

 Often the most effective health promotion strategies are the least popular, and may involve 

confronting profit motives or difficult substitution behaviours. For example, alcohol tax increases, 

banning smoking in public places or advertising restrictions.  

 The small proportion of the health care budget that is allocated for Health Promotion is directed 

almost entirely to the four statewide priority program areas, leaving little available funding for other 

program areas or local priorities. 

 There needs to be a clear distinction between the broad population-level approach of the Health 

Promotion service and the more targeted prevention and early intervention activities of individual 

services within the Clinical Networks and Primary and Community Health services. At the same time, 

there needs to be clear alignment between primary, secondary and tertiary prevention activities.  

 Recent state and national health-system reviews have emphasised the importance of a coordinated 

approach to promotion, prevention and early intervention for populations at greatest risk. However 

the available resources are increasingly directed toward postacute care or acute care substitution. 
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 The principles of health promotion, illness prevention and early intervention will need to underpin the 

service models of the Clinical Networks and Primary and Community Health services to make health 

promotion everybody’s business and improve the overall health of individuals and communities and 

reduce the future burden of disease. 

8.14.3 Strategic Recommendations 
126. The NSLHD Health Promotion service and Primary and Community Health services to align their 

planning across service streams, general practice, Medicare Locals and other service partners 

(government and non-government) to deliver both population-level health promotion programs and 

targeted prevention and early intervention programs for disadvantaged and at-risk groups.  

127. Services within Clinical Networks and Primary and Community Health will use available resources to 

address the core principles of health promotion, illness prevention and early intervention. 
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APPENDIX A: GLOSSARY OF TERMS 

ABF   Activity Based Funding 

ABS   Australian Bureau of Statistics 

ACAT   Aged Care Assessment Team 

ACE   Acute care of the elderly (model of care) 

ACI   Agency for Clinical Innovation 

Acute care Health care services, including hospital services, which treat the sudden onset of 

symptoms or disease (contrast with chronic care, see below) 

ADHC   Department of Ageing, Disability and Home Care 

AIM   Acute Inpatient Modelling (aIM)– Projection Tool developed by Ministry of Health 

ALOS Average Length of Stay 

Ambulatory care Any form of care other than as a hospital inpatient (for example, chemotherapy) 

that may be delivered on an outpatient basis or in an ambulatory care ward 

ANZDATA Australian and New Zealand Dialysis and Transplantation 

APAC Acute/Postacute Care – multidisciplinary health care at home that follows a hospital 

admission or medical attention for a condition from which recovery or stabilisation 

is expected 

ASET Aged-care Services in Emergency Team - specialised care, assessment and treatment 

to older people in EDs (see below) 

ATSI   Aboriginal and Torres Strait Islander 

Bariatric Related to branch of medicine that deals with prevention and treatment of obesity 

CACP Community aged care packages 

CALD   Culturally and Linguistically Diverse (communities) 

CAMHS Child and Adolescent Mental Health Service 

CancerNSW Cancer Institute of NSW 

Casemix A mechanism for classifying the types and mix of patients treated by a health 

service, their treatments, and associated costs – it can be used to benchmark the 

funding of health interventions 

CCLHD Central Coast Local Health District 

CCRE Centre of Clinical Research Excellence 

CCU Critical Care Unit 

CDDS Care for Developmental Disabilities Studies  

CERS Clinical emergency response system 

CHC Community Health Centre 

CHN Child Health Network 

CHOC Community Health and Outpatient Care 

Chronic care Care for diseases that are long-lasting or recurrent, such as diabetes or renal failure, 

where the purpose is to support, maintain function, and prevent further disability 

for people 

CNC   Clinical Nurse Consultant 

CNE   Clinical Nurse Educator 

COAG   Council of Australian Governments 

CPC   Community Participation Committee 

CSP   Clinical Services Plan 

CSSP   Clinical Services Strategic Plan 

CT Computed Tomography - a method used to generate a three-dimensional image 

from a series of two-dimensional X-ray images taken around a single axis of rotation 

CTD   Centre for Training and Development 

CVA   Cerebrovascular accident 

http://en.wikipedia.org/wiki/Dimension
http://en.wikipedia.org/wiki/Image
http://en.wikipedia.org/wiki/X-ray
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CVVHD  Continuous veno-venous haemodiafiltration 

DAS   Drug and Alcohol Services 

DBS   Deep Brain Stimulation 

DVA   Department of Veteran’s Affairs 

EAP   Emergency Access Program 

ECHC   Early Childhood Health Centre 

ECT   Electro-convulsive therapy 

ED   Emergency Department (of a Hospital) 

EDIS   Emergency Department Information System 

EMM   Electronic medication management 

eMR   Electronic Medical Record 

EMU Emergency Medical Unit – a unit that manages patients requiring short term 

observation or treatment (less than 48 hours), so avoiding admission from an ED to 

an inpatient ward 

ENT   Ear, Nose and Throat 

EPS   Electro-Physiology Services 

ERCP Endoscopic Retrograde Colangio-Pancreatography – a form of investigation used to 

view the gallbladder, bile ducts, pancreas, and pancreatic duct 

ESRD   End Stage Renal Disease 

ESRG   Enhanced Service Related Group 

ETAMI Early Triage of Acute Myocardial Infarction 

Fast Track An initiative to enable timely treatment of patients in EDs, by referring people who 

require straightforward treatment to a designated area for assessment, treatment 

and discharge 

FTE Full Time Equivalent 

GI   Gastrointestinal 

GP   General Practitioner 

GPSANC  GP shared antenatal care 

GRACE  Geriatric Rapid Acute Care Evaluation 

HACC   Home and Community Care 

HARP   HIV and Related Programs 

HDU   High Dependency Unit – the second highest level of critical care 

HETI   Health Education and Training Institute 

HKHS   Hornsby Ku-ring-gai Health Service 

HVSS   High Volume Short Stay (surgery) 

ICCIS   Intensive Care Clinical Information System 

Integrated Primary  Local integration of general practice and community health services including 

Care Centre nursing, allied health and other health care professionals 

ICT   Information and Communication Technology 

ICU   Intensive Care Unit – the highest level of critical care 

IEO   Index of Education and Occupation 

IER   Index of Economic Resources 

INR   Interventional Neuroradiology 

IRSAD   Index of Relative Socio-economic Advantage and Disadvantage 

IRSD   Index of Relative Socio-economic Disadvantage 

KPI   Key Performance Indicator  

Laparoscopy  Keyhole or minimally invasive surgery 

LGA Local Government Area – the division of NSW into administrative units with 

responsibilities set out in the Local Government Act 

LHD   Local Health District 
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LMS   Learner Management System 

MACARF  Management of Cardiac Function program 

MAU Medical Assessment Unit - a new type of ward that provides an alternative to 

treatment in EDs for older people and people with chronic disease 

MAU-ED Medical Assessment Unit adjacent to Emergency Department 

MCHS Multicultural Health Service 

MDECC Manly drug education and counselling centre 

MERIT Magistrates Early Referral into Treatment Program 

MFMU Maternal-foetal medicine services 

MHDA Mental Health and Drug and Alcohol 

MoH   Ministry of Health 

MP4   Metro and Outer Metro Paediatric [role delineation level] 4 Network 

MPSP   Multicultural Policies and Services Program 

MRI   Magnetic Resonance Imaging 

MWC   Midwife caseload 

NBHS   Northern Beaches Health Service 

NEAT   National Emergency Access Targets 

NEST   National Emergency Surgery Targets 

NETS   Newborn and Paediatric Emergency Transport Service 

NGO   Non-Government Organisation 

NHMRC  National Health and Medical Research Council 

NICU   Neonatal Intensive Care Unit 

NIPPV   Non-invasive positive pressure ventilation 

Northern Sydney  Hornsby Ku-ring-gai, Northern Beaches and North Shore Ryde Health Services 

NSAHSC  Northern Sydney Academic Health Science Centre 

NSCCAHS  Northern Sydney Central Coast Area Health Service 

NSHNS  Northern Sydney Home Nursing Services 

NSHRF   North Shore Heart Research Foundation 

NSLHD  Northern Sydney Local Health District 

NSLHN  Northern Sydney Local Health Network 

NSP   Needle and Syringe Program 

NSRHS   North Shore Ryde Health Service 

OOHC   Out-of-Home-Care 

PaCH   Primary and Community Health 

PaLMS   Pacific Laboratory Medicine Services 

PATU Patient Access and Transport Unit 

PAU Patient Access Unit 

PCI Percutaneous Coronary Intervention, commonly known as coronary angioplasty - 

an invasive procedure to treat the stenotic (narrowed) arteries of the heart 

PCPC Peak Community Participation Council – Subcommittee of the NSLHD Board 

PCU   Palliative Care Unit 

PD   Peritoneal Dialysis 

PDP   Project Definition Plan - a step in the process of facility planning 

PECC Psychiatric Emergency Care Centre – a new government initiative to provide 

specialist care in or adjacent to EDs for patients experiencing a mental health crisis 

PET Positron Emission Tomography - a sophisticated form of diagnostic imaging that 

produces a three-dimensional map of functional processes in the body 

PFP Procurement Feasibility Plan – a step in the process of facility planning 

PICC Peripherally inserted central catheter 

PMRC Pain Management and Research Centre 
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PPT   Price per treatment 

Primary health Includes health services delivered by GPs and community health services (contrast 

with Secondary and Tertiary services) 

PSN   Pregnancy and Newborn Services Network 

PTC   Psychiatric Training Centre 

PTU Patient Transport Unit 

RACF Residential aged care facilities 

RACP Royal Australasian College of Physicians  

RBU Research Business Unit 

RIS/PACS Radiology Information System/Picture Archiving & Communication Systems – means 

of storing digital images and diagnostic information for easy reference and patient 

management 

RNRDU Rehabilitation Nursing Research and Development Unit 

RNSH   Royal North Shore Hospital 

RRCS   Royal Rehabilitation Centre Sydney 

RSU   Rehabilitation Studies Unit 

RTO   Registered Training Organisation  

SAH   Sydney Adventist Hospital 

SAS   Sexual Assault Service 

SBIS   Severe Burn Injury Service 

SCIS   Spinal Cord Injury Service 

SCIU   Spinal Cord Injury Unit 

SCN   Special Care Nursery 

SDC   Sydney Dialysis Centre 

Secondary  Health care treatment provided at local acute hospitals 

SEIFA   Socio-economic Index for Areas 

SHOC   Sydney Haematology and Oncology Centre 

SHS   Sexual Health Services 

SMHSOP   Specialist Mental Health Services for Older People  

SMR Standardised Mortality Ratio – the ratio of observed deaths to expected deaths 

according to a specific health outcome in a population 

SNAP Sub and Nonacute Patient Classification 

SPCS Specialist Palliative Care Service 

SSWLHD Sydney South West Local Health District 

STI Sexually Transmitted Infection 

Subacute care Care in which the goal is a change in functional status or improvement in quality of 

life for postacute, chronic or terminal conditions, e.g. palliative care and 

rehabilitation 

TB   Tuberculosis  

Tertiary Specialised services at a major hospital, usually associated with teaching and 

research functions 

Thrombolytic A form of therapy used to break up or dissolve dangerous clots inside blood vessels 

TIA   Transient Ischaemic Attack 

TIS   Translation and Interpreting Service 

UHHV   Universal Health Home Visiting 

VET   Vocational Education and Training 

VMO   Visiting Medical Officer 

24/7   24 hours per day, 7 days per week 

http://en.wikipedia.org/w/index.php?title=Health_outcome&action=edit&redlink=1
http://en.wikipedia.org/wiki/Population
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