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Section 1 – Executive Summary

The purpose of this paper is to seek approval for the progressive introduction of the ‘Model’ and its concomitant staffing needs for ‘The Care of the Acutely Ill Older Person in Greater Metropolitan Hospitals’. The proposal is to introduce this generally-endorsed and evidence-based ‘model of care’ over a period of 8 years. The paramount issue determining the rate of implementation of the model is the recruitment, training and retention of an appropriate workforce and the costs incurred.

Initial funding is sought in the first year to address the most critical shortages of staff in order to improve equity of access and outcomes in the areas with the greatest need.

Actions to follow approval and implementation of the Model will be:

· To formalise the Executive, its role and membership.

· To advertise and appoint more consumer representatives to the committee and its working groups.

· To establish a continuous review process including monitoring of progress to workforce goals and outcome based Key Performance Indicators.

· To establish an efficiency and outcomes monitoring and development group.

Actions for these Working Groups and the Executive over the next year will include:

· Research into outcome statistics, arising from variations of the Model within the Greater Metropolitan region, interstate and overseas.

· Research into data and statistics to allow for modification of priorities in the introduction of the Model to ensure equity of access and outcomes whilst minimising expenditure.

· Review of population demographics, including factors such as socioeconomic status, cross boundary flow of patients and statistics relating to the ‘old-old’ in each Area Health Service, to better enable equity of access and outcomes.

· Conduct a major review after one year, of the plan and its priorities.

· Research into the use and role of volunteers and paid ‘carers’ in the acute setting.

· Review the priorities in properly linking the Acute Aged Care service to all other elements of the continuum of care as laid down in the Model and in conjunction with the Department of Health framework for Aged Care in the community.
This paper is concerned with acute hospital care 

· It is acknowledged that good health care does not operate in a vacuum and a continuum of care exists, including the care provided in hospital as well as that provided in the community. This continuity of care is essential to the wellbeing of the older adult.

· The focus of this project is to improve acute inpatient services to the older person, by addressing workforce and training issues for existing and prospective staff.

· It is necessary for Acute Aged Care services to meet the needs of the acute patient. In addition, in order to be easily accessible for family and carers, Acute Aged Care services need to be available at every Principal Referral and Metropolitan (formerly District) Hospital. 

· Many hospitals and/or services may currently have a sub-acute ward and/or rehabilitation unit for the aged care patient. These facilities may or may not be co-located at the acute hospital. This paper does not address the existing or proposed organisation or staffing needs of these sub-acute services. This paper is strictly concerned with the acute elements of the service.

The Workforce issues are core

· The critical issue facing this Aged Care Project and the NSW Department of Health, in order to implement the agreed model, is the acute workforce problems of recruitment and training. It is stressed that no extra hospital beds are being requested for this project. The provision of an adequate workforce is seen as fundamental to providing high quality and effective services.

· There is a dearth of qualified and enthusiastic professionals wanting to work in Acute Aged Care. A core principle of the Model is a comprehensively staffed, dedicated multidisciplinary team.
· The negative impact of workforce shortages in all health professions will inevitably lead to overwork and burnout of existing staff, system dysfunction and most importantly, less optimal outcomes for patients.

· It is recognised that some Area Health Services and specific hospitals may have an overlap of existing staff duties and responsibilities between acute, sub-acute and community services.  The proposed staffing numbers in this paper refer to the Nursing and Allied Health staffing for the Acute Aged Care unit only. The proposed numbers of Medical staff are for the unit, whilst recognising that those Medical staff will have a consultancy role to other inpatient units, for Acute Aged Care patients. 

· The staffing numbers identified in the Model of Care are considered to be the minimum to achieve optimum patient outcomes.  Some Area Health Services and specific hospitals may already exceed these minimum levels. It is not recommended that staffing (or bed base) be reduced at any location. The priority will be to bring each Area Health Service, up to the minimum standard. 
· Provision of appropriate equipment is seen to be essential to support the recruitment and retention of staff, in particular, Nursing and Allied Health. A full equipment proposal (including costing) will be developed at a later stage by the Allied Health and Nursing Subgroups and submitted through the Interim Executive Committee.

Addressing Workforce issues 

· The existence of a complete and skilled multidisciplinary workforce is seen as fundamental to the provision of a high quality service, for the sick elderly patient in hospital.

· The GMTT survey of Greater Metropolitan Geriatric Services was commissioned by the Working Group and conducted by Helen Felton in December 2002.

· The findings of that survey indicated a shortage in the health workforce for aged patients, across all areas of the Greater Metropolitan region, and significant variation in how services were provided for this population. There were significant inequities with regard to clinician staffing and training opportunities. ( See Appendix A)

· The Table on page 14 lists the current Acute Aged Care services as well as projections of required staffing ratios to 2009, based on the Model which has been endorsed by the Working Group on the Care of Older People in NSW Health Care System and the Clinical Council, in relation to the current and estimated population. 
· Acknowledging that workforce issues are complex and not easily resolved, the Acute Aged Care Working Group has devised both short term and long term solutions.

· The Medical workgroup has taken a creative approach to their short term workforce problem. Current unfilled positions can be re-designed to allow for Career Medical Officers (CMOs) and General Practitioners (GPs) to fill these positions while the other long-term strategies are employed. The benefits include training the CMOs and GPs in Acute Aged Care skills and reducing the workload of the Geriatricians and Advanced Trainees in Geriatrics and thereby providing increased opportunities for training and cross-fertilisation of specialties. 

· The Nursing workgroup has devised a plan to address workforce issues which will provide quality services to Acute Aged Care patients and improve the career structure available within Acute Aged Care nursing.  Strategies include increasing training and educational support for existing staff via Clinical Nurse Educator (CNE) positions as well as the development of new positions for Enrolled Nurses (EN), Trainee Enrolled Nurses (TEN) and Assistants in Nursing (AIN). These positions will improve the workforce-to-patient ratio and provide opportunities for the cultivation and promotion of potential Registered Nurses in Acute Aged Care.

· The Allied Health workgroup developed a recommendation and consensus statement, outlining Allied Health staffing required for an Acute Aged Care unit. This would ensure that older patients in hospitals receive equitable and holistic care, targeted to the individual’s needs. An essential element of this Allied Health model is the provision of a career structure and ongoing provision of training for Allied Health staff.

Section 2 - Background

The number of Acute Aged Care patients will increase 

· The Australian population is getting older. In 2000, over- 65 year olds represented 12.3% of the population; by 2011 they will represent 14.3%
. Age alone is the greatest risk factor for physical dependency, multiple co-morbidities, need for community service support, admission to hospital or admission to residential care. 
· The population at highest risk for acute hospital admissions and with the highest complex and chronic care needs, are the oldest-old or those 85 years and above. This age group will increase progressively over the period 2001 - 2011 and beyond. By 2001 it will increase by 50% (from 260,000 to 389,000 people), by 2021 it will increase by 100% (to 0.5M people) and by 2051 it will increase 400% (1.3M people). This, while the total Australian population grows by only 30%
. See table below
.
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· Over the same period average life expectancy in countries such as Australia, will increase from 80 years to 95 years (UN prediction) and will break the 100year barrier in women
.

· Importantly, on today’s figures, around 80% of this over-85 age group are disabled in self-care abilities, with 70% having a gait disorder (10% Parkinson’s disease) and 70% having cognitive impairment (30% with actual dementia)
. Despite these patients’ disabilities, the majority of are living at home.
· This increase in numbers has resulted in and will increasingly result in, higher utilisation by this population of health care services. Over- 65 year olds already account for 33% of hospital separations
, with the sickest and most dependant group being admitted to hospital.

· Many of these admissions are not for single issues. The elderly patient entering hospital is more likely to have concomitant complex and interrelated medical, functional and psychosocial issues.

(
This paper is not intended to address care of a patient with a single health problem or disease, in an otherwise well nourished and well, but aging body. It is about ensuring equity of access and outcome for the elderly patient with multiple system medical, functional and psychosocial problems, on presentation to the health system for acute care.

· A well developed and coordinated plan is required to ensure effective use of staffing and resources and to ensure that the elderly hospital patient of the future obtains the most equitable and efficient service and effective outcomes, possible. 
The GMTT Working Group is representative and inclusive

· The Care of the Acutely Ill Older Person in Metropolitan Hospitals Project has a committee infrastructure including an Interim Executive and Medical, Nursing and Allied health working groups. 

· There is clinician membership from a wide hospital and professional representation. Over 70 Geriatric Medical, Nursing and Allied Health professionals contributed to this submission. (See Appendix C)

· The group has co-opted the expertise of other groups including the Heads of Divisions of Medicine in Principal Referral Hospitals and General Practitioner representation to ensure a broad discussion and development of relevant and achievable strategies.

· The Project has incorporated the invaluable assistance of consumer representatives, which is seen as essential by members to gain a wider perspective of the issues.

· The Acute Aged Care Full Group has met fifteen times, not including the meetings of the working parties and other interested groups. There is a strong commitment and clear focus on the part of the members.

· The focus of the clinical working groups (Medical, Nursing and Allied Health) was specifically to develop strategies and solutions for their workforce issues of recruitment, retention and training. 

· A Marketing group is being established to develop practical and effective solutions for staff recruitment and retention by highlighting the benefits and positive professional challenges of working in Acute Aged Care. The main tasks of the Marketing group will be to recommend strategies to improve the image and desirability of Acute Aged Care.
The Model is evidence-based and endorsed 

· The Model underpinning this Acute Aged Care Project has been endorsed by the Working Group on the Care of Older People in NSW Health Care System and the Clinical Council.

· The essential components of this holistic model include a Geriatrician-led adequately staffed multidisciplinary team, including Nursing and Allied Health personnel. (See Section 3)

· It incorporates the principles of “Comprehensive Geriatric Assessment” (CGA), and “Geriatric Evaluation and Management” (GEM). These principles aim to identify and treat the multidimensional problems of at-risk frail older people and to plan and provide coordinated medical, psychosocial and rehabilitative care tailored to the patient’s specific needs, from the acute setting to the community.
· Frail elderly patients managed with the GEM inpatient care model have been shown to have fewer acute care hospital admissions, spend less total time in acute care hospitals and have a lower mortality rate as a result. In addition, greater improvements in functional status have been demonstrated as well as fewer initial discharges to nursing homes and less time spent in nursing homes. (See Appendix B)

· Studies evaluating the cost-effectiveness of this Model of inpatient services demonstrate either cost neutrality or long-term cost-benefit compared with usual inpatient hospital care.

· The NSW Department of Health, through the Area Health Services, has introduced ASET teams in Emergency Departments as the first step towards introducing the Model.

· The success of the Model demonstrated by better patient outcomes depends heavily on adequate staffing levels with an appropriately skilled health professional workforce. Implementation of the model has also been shown to improve the morale of staff.
Section 3 - The Model

· The purpose of introducing the Model for Acute Aged Care in the Greater Metropolitan region is to describe what an Acute Aged Care unit would do, how it would function and for whom. The following Model has been taken from the Model of Care for Older People in NSW Health and modified to apply specifically to acute care.

· While this Model applies primarily to inpatient Acute Aged Care services it is clear that there is a lot of overlap with rehabilitation, transitional and other sub-acute care, with domiciliary and centre-based outpatient care and with Residential Aged Care. Hospital in the Home/Nursing Home and domiciliary post-acute care are increasingly blurring the margins of acute care as they progress towards providing real continuity of care. The Model will augment this progress by resourcing Acute Aged Care services to the benefit of patients, family and carers and health care providers.

· It should be noted that the Model deals with the Acute Aged Care patient targeted-population, as managed by the Acute Aged Care service. It is recognised that in a number of hospitals, elderly general medical patients are also managed by Aged Care services, but that these patients are not intended to be covered by the staffing numbers in this Model.
· Who is the Acute Aged Care Client?

· Clients to be offered Acute Aged Care services are older people and their family/carers who present with acute medical problems with high level needs requiring hospital care, due to one or more of the following problems:

· Physical disability

· Falls and their complications
· Immobility and its complications
· Incontinence 

· Chronic pain 

· Malnutrition 

· Inability to perform activities of daily living (bathing, dressing, grooming, eating, toileting) 

· Sensory deficits 
· Mental disability 

· Behaviour disturbance 

· Cognitive impairment 

· Other psychiatric illness 

· Lifelong psychiatric illness in old age

· Developmental disability in old age

· Care, accommodation and support
· Bereavement and loss

· Loss of carer / carer collapse

· Alcohol and other drugs

· Social isolation (as distinct from living alone)

· Living in residential care

· Guardianship and other aged care legal issues

· Elder abuse

· Multiple referrals to services especially hospital readmissions 

· Multiple medical problems / polypharmacy

· Acute Aged Care services may also be able to assist some younger adults with disability and high level acute needs.

· What will we provide for Acute Aged Care clients?

· Identification of the Acute Aged Care client

· Multidisciplinary Geriatric Evaluation and Management (GEM)

· Formulate a multidisciplinary prognosis

· Set goals with patients, family /carers 

· Develop a care plan with patients, family /carers to meet those goals. 
An acute care plan may include: 
· multidisciplinary clinical management which may include diagnosis, treatment, rehabilitation, end of life care
· functional support while their illness precludes them from caring for themselves or when their family carers are unable to care for them

· patient, family / carer information and psychological support

· eligibility assessment

· interim crisis care

· Timely review of the prognosis, goals and care plan

· Transfer of care as required
· Communication with involved parties throughout

· Teaching and research about Acute Aged Care

· How will this function?

· There is significant variation in the way Acute Aged Care patients are cared for across the Greater Metropolitan region. Even in those Areas where specialised Aged Care units are operating, ‘outlier’ numbers i.e. patients in beds outside Acute Aged Care units, are still high. This compromises the Aged Care service’s ability to provide good multidisciplinary care.

· Specialised 20 bed units are required to meet the multidisciplinary needs of Aged Care patients with acute medical problems, requiring admission to hospital. These units have been shown to facilitate the provision of quality, holistic care these patients expect and deserve. The evidence confirms that specialised Acute Aged Care units are the most efficient way to provide this care. (See Appendix B)
· In the Greater Metropolitan region the number of Acute Aged Care patients and the subspecialty clinical problems with which they often present, requires the presence of both Acute Aged Care ward-based and mobile units in each area, according to demographic demand. While historical variations in the structure and breadth of Acute Aged Care services will also be reflected in the balance of ward based and mobile services, each Area will work towards providing a balance according to demographic demand. The objective is to treat as many Acute Aged Care patients as possible in specialised wards with an appropriately staffed multidisciplinary team.

· The Acute Aged Care unit should be located within the Acute Hospital setting and not set up as a stand-alone facility. As these patients are among the sickest and most dependant in our health system, they require the full capability of the major institutions.
· While the objective is to provide as much care as possible by specialised units, Acute Aged Care patients will also be appropriately admitted to hospital under other subspecialties according to their clinical need. The Aged Care service will provide timely, multidisciplinary consultation to these patients.  Orthogeriatrics is the archetype.

· By whom will it be done?
· Professionals who will be required to staff these units will be specially trained in the needs of Aged Care patients and their family/carers. Staffing will include nurses, medical practitioners, occupational therapists, physiotherapists, social workers, nutritionists, speech pathologists, psychologists, pharmacists, audiologists and podiatrists depending on need. Ward based, trained, experienced administrative and “hotel” services staff are also important for effective and efficient care. 

· Participation in the specialised multidisciplinary team and special interest in Acute Aged Care, is the essence.

Section 4 – Factors underlying the Medical, Nursing and Allied Health Workforce proposals
Staffing

· Dedicated and adequate numbers of well trained Geriatric Medical, Nursing and Allied Health staff, contribute to better health outcomes for Acute Aged Care patients. The model outlines staffing numbers perceived to be adequate to provide a quality service.  This proposal includes a plan to reach these staffing targets by 2011.

· There is a workforce problem in all areas of Acute Aged Care Services. The current difficulties for the workforce include heavy workload, lack of career structure, positions funded but unfilled, lack of multidisciplinary team approach, lack of training opportunities, presence of varying numbers of inpatient beds ‘outliers’ and insufficient resources including staffing and equipment.

· There is a need to establish attractive career pathways for all disciplines in Acute Aged Care. 

· Supervision is a key factor in recognising the “professionalism” of the specialty and mandatory for a quality service.

Training

· Increased Training and Education opportunities enhance the likelihood of recruitment and retention of staff.

· Training is a key factor in recognising the “professionalism” of the specialty and as a result the desirability of the specialty.

Raising the profile

(
The image of Acute Aged Care as a desirable speciality requires marketing. This is required to attract interest from staff in other specialities who are looking for a professionally rewarding career in health and may not have considered the benefits of working in a holistic multidisciplinary model, such as that available in Acute Aged Care.

Section 5 - Acute Aged Care Services - existing and proposed in the Greater Metropolitan Region

	Area Health Service (AHS)
	Existing number of Geriatric  Services 1
	No of adults > 65 years in 2003 2
	Minimum proposed no. of acute functional geriatric units in each AHS required in 20033
	No of adults > 65 years in 2009 2
	Minimum proposed no. of acute functional geriatric units in each AHS required in 20093

	HUNTER
	1 centralised service

(across 4 campuses)
	78373
	3.1
	85927
	3.4

	CENTRAL COAST
	1 centralised service

(across 4 campuses)
	54325
	2.2
	62551
	2.5

	WENTWORTH
	1 centralised service

(across 2 campuses)
	28585
	1.1
	35219
	1.4

	ILLAWARRA
	No service

(across 5 campuses)
	54392
	2.2
	61228
	2.4

	CENTRAL SYDNEY


	3 services

(across 4 campuses)
	61169
	2.4
	65805
	2.6

	NORTHERN SYDNEY


	5 services

(across 5 campuses)
	109234
	4.4
	118152
	4.7

	SOUTH EASTERN SYDNEY
	4 services

(across 5 campuses)
	104455
	4.2
	111719
	4.5

	SOUTH WESTERN SYDNEY
	3 services

(across 5 campuses)
	80030
	3.2
	94778
	3.8

	WESTERN SYDNEY
	3 services

(across 4 campuses)
	68716
	2.7
	81217
	3.2


*1 From Helen Felton Survey December 2002 (Illawarra updated November 2003)
*2 NSW Inpatient Statistics Collection (HOIST) Centre for Epidemiology and Research NSW Health Dept. Estimated Residential Populations, by AHS NSW, as at 30 June 2003

*3 Based on the model accepted and endorsed by Working Group on the Care of Older People in the NSW Health Care System based on 25000 persons over 65 years of age and above. It includes other acute geriatric services: acute consultation, acute domiciliary, acute emergency and post acute care. It is the absolute minimum, given that the over 85y/o population will exponentially increase – see Background.
Section 6 – Factors underlying the Medical Workforce proposal
· The Medical Workforce proposal applies only to the acute components of medical care of Aged Care Clients. This includes geriatric medical care in the Emergency Department, acute geriatric inpatient units, geriatric consultation for inpatients of physician and surgeon colleagues and hospital-in-the-home care. Four geriatricians will be required for each acute geriatric medical service and a 20 bed multidisciplinary acute geriatric unit will be required as part of that service. One acute medical geriatric service per 25,000 people over-65 years will be required.
· A progressive increase in the Acute Aged Care Medical workforce is proposed including Geriatricians and Advanced Trainees in Acute Aged Care services and units, to be consistent with the Model by 2011. (See Tables on pages 17/18)

· In the short term, this workforce expansion will be achieved by increasing the positions available for Career Medical Officers and General Practitioners in Acute Aged Care services and wards. It is acknowledged that most CMOs and GPs will be providing services on a part-time basis.

· In the medium to long term, the proposal is for a gradual increase in Advanced Trainee and Specialist positions in Acute Aged Care, as Advanced Trainees and Basic Trainees are a critical part of the geriatric medical workforce.

· Advanced Trainees in medical subspecialties, including GP registrars should be encouraged to obtain Acute Aged Care experience through a variety of means. 

· Geriatric medicine should be represented on each of the RACP Specialist Advisory Committees.

· Junior Medical Officers should be allocated to Acute Aged Care services in the same ratio for patient care as for other specialty services.

· There should be an increase in the number of high level academic positions in Acute Aged Care.

· Prioritise recruitment and workforce for early consultancy with orthogeriatric patients (especially fractured neck of femur).

· The workload of Geriatricians varies depending on the Model of Care in place at individual hospitals and other hospital/area practices such as the presence or absence of General Physicians.  

· It is emphasised that Geriatric Medical Services are provided across the continuum of care, which also includes sub-acute, rehabilitation, domiciliary and residential aged care facilities. These non-acute elements of the service are not covered by this Acute Aged Care proposal. 

Medical Workforce proposed timeframe 

Existing and proposed number of Trainees, CMO/GPs and Geriatricians required over time

	
	2004
	2005
	2006
	2007
	2008
	2009
	2010
	2011

	 Advanced Trainees

	Current Advanced Trainees 
	15(1)
	24
	36
	51
	54
	42
	27
	15

	Extra Advanced Trainee Positions  (2)
	0
	9
	12
	15
	12
	0
	0
	0

	Cumulative extra staff required - Advanced Trainees (3)
	0
	9
	21
	36
	39
	27
	12
	0

	
	
	
	
	
	
	
	
	

	CMOs and GPs

	CMO/GP FTEs required each year (4)
	10
	8
	8
	8
	8
	8
	8
	2

	
	
	
	
	
	
	
	
	

	Geriatricians

	Current number of Geriatricians (5) 
	58
	62
	65
	69
	72
	82
	93
	107

	Conversion of Registrars to Geriatrician (6) 
	5
	5
	5
	5
	5+6*
	5+8*
	5+10*
	5+8*

	Retirements or Transfers out (7) 
	(1)
	(2)
	(1)
	(2)
	(1)
	(2)
	(1)
	(2)

	Total (Net) Geriatricians  (8) 
	62
	65
	69
	72
	82
	93
	107
	118

	Geriatricians Required (9)
	104
	106
	108
	111
	113
	115
	117
	120

	Total Geriatricians + CMO/GP (10)
	72
	73
	77
	80
	90
	101
	115
	120

	Shortfall (11)
	32
	33
	31
	31
	23
	14
	2
	0

	Cumulative extra staff - Geriatricians (12)
	4
	7
	11
	14
	24
	35
	49
	60


(1) Number currently enrolled with the RACP College in August 2003

(2)  Proposed number of actual trainee positions (taking into account that 50% will work part-time (approx 0.5FTE) in Geriatric Medicine on completion of their training
) 

(3) Cumulative trainee positions required assuming training period for 3 years

(4) Proposed CMO/GP FTEs on 12-month contracts

(5) From survey (updated November 2003) of Geriatric Medical Staff in GMTT region (See Appendix A) 

(6) Number of Trainees converting to Geriatricians each year (* indicates number of additional trainee positions assuming  a 3-year training period  and 50% completing training working part-time – see (2)

(7) Number of Geriatricians leaving profession – retirement, study etc. Estimate based on 30 years from Fellowship to retirement and transfers to other specialties and to private system of approx 3% PA (Ref: RACP workforce census 2001).

(8) Total net additional Geriatricians each year = [(6) – (7) + (5)]
(9) Proposed number of Geriatricians required, using population model (See Section 6 – point 1)

(10) Total net Geriatricians and equivalents (CMO/GPs) = [(8) + (4)]
(11) Total number of Geriatricians required to achieve the Model in that year [(9) – (10)]
(12) Cumulative Geriatrician positions required [(6) – (7)], carried and added to the next year 

Proposed number of additional Geriatric Medical staff and costing   (in each category by year) Draft
	Additional Staff
	
	2004
	2005
	2006
	2007
	2008
	2009
	2010
	2011

	CMOs/ GPs FTEs 
	No.
	10
	8
	8
	8
	8
	8
	8
	2

	$118,400 pa (11)
	$000
	1,184
	947
	947
	947
	947
	947
	947
	237

	Advanced Trainees FTEs 
	No.
	0
	9
	21
	36
	39
	27
	12
	0

	$107,100 pa (12)
	$000
	0
	964
	2,249
	3,856
	4,177
	2,892
	1,285
	0

	Geriatricians FTEs  
	No.
	4
	7
	11
	14
	24
	35
	49
	60

	$186,200 pa (13)
	$000
	745
	1,303
	2,048
	2,607
	4,469
	6,517
	9,124
	11,172

	Subtotal
	$000
	1,929
	3,214
	5,244
	7,410
	9,593
	10,356
	11,356
	11,409

	Funding not used- 11.8 FTE $186,200 (14)
	$000
	2,197
	2,197
	2,197
	2,197
	2,197
	2,197
	2,197
	2,197

	Shortfall (Each year)
	$000
	(268)
	1,017
	3,047
	5,213
	7,396
	8,159
	9,159
	9,212


Total cost of accumulative additional Medical staff (for 2004-2011 inclusive) = $ 42,935,000
(11) Annual salary July 2003 for Grade 3 (Yr 1) Career Medical Officer +17 % on costs*

(12) Annual salary July 2003 for Senior Registrar (and allowances) + 17% on costs*

(13) Annual salary July 2003 for Staff Specialist (Senior) + Level 1 allowance + 17% on costs*

(14) Funded and unfilled Geriatrician FTEs, as at November 2003 (See Appendix A)

* No provision has been made for future award rises
Number of proposed Geriatricians required for population growth

	
	2003
	2004
	2005
	2006
	2007
	2008
	2009
	2010
	2011

	Population over 65 years at approx 2% PA growth (15​)
	639279
	652065
	665105
	678407
	691976
	705815
	719931
	734329
	749015

	No of Geriatricians required based on 1:6,250(16)
	102
	104
	106
	108
	111
	113
	115
	117
	120


(15) From NSW Inpatient Statistics Collection (HOIST) Centre for Epidemiology and Research NSW Health Department Estimated Residential Populations, by AHS NSW, as at 30 June 2003

(16) The number of Geriatricians required, using population model (See Section 6 – point 1)
Medical solutions to recruitment and retention problems in Acute Aged Care

	Issue
	Concerns
	Possible solutions 

	1) Increasing numbers of patients/ increased workload
	· Beds requiring servicing by Geriatric Medical staff are not centralised
	· Long term plan to expand units over 5 years

· Consolidate ‘outliers’ into centralised units 

	
	· Insufficient geriatricians-to-patient ratio in each hospital, compared with numbers of staff in other disciplines 
	· Investigate opportunities to increase staff numbers e.g. equal numbers with other disciplines and subspecialties

	
	· Insufficient consultants
	· Quarantine current positions by a) Plan for optimal number of consultants b) Fill vacancies with geriatricians if possible c) if not possible, then fill with a time-limited other specialty (e.g. 3 years)  d) review and recruit geriatrician in 3 yrs if available

· Improve current conditions for consultants to try to retain and to attract others, e.g. increase award remuneration, e.g. lifestyle benefits such as flexibility with working hours/days, conference allowances

· Temporary solution – investigate dual training opportunities eg organ system specialists/geriatricians
· Recruit generalists for 1 year (temporary positions) 

· Employ General Practitioners (GPs) and  Career Medical Officers (CMOs) and train on the job, for future transfer into ACAT or ASET teams

· GPs could be employed in aged care for defined part-time periods e.g. 3 sessions per week or points could be given towards continuing education

· Process for overseas recruitment needs to be centralised, collectivised, rationalised and streamlined through one department 

	2) Image
	· Lack of glamour and desirability
	· Create centres of excellence, research opportunities Statement re the importance of geriatric medicine

· Media campaign to highlight  the multidisciplinary team approach, integrated with nursing and allied health (all three working parties to meet and plan approach in Marketing Committee)

· Highlight the potential for part-time employment, compatible with study/family etc

	3) Training/Career
	· Exposure of Registrars to Acute Aged Care with good support/supervision/ teaching
	· Lobby RACP for a Geriatrician on every RACP Specialist Advisory Committee and for all Advanced Trainees to have some exposure to Geriatric Medicine


Section 7 – Factors underlying the Nursing Workforce proposal
· The lack of appeal of the Aged Care field particularly affects the nursing workforce. The factors are complex and involve entrenched ageist attitudes; the well known heavy workload; the lack of traditionally satisfying patient outcomes and media attention given to more 'exciting' critical care areas. Acutely unwell Aged Care patients require extremely complex care for their conditions, are generally dependant in most aspects of daily living and require a great amount of nursing time to provide quality care.  In view of the recognised increasing older patient load, and the diminishing nursing workforce, particular strategies must be developed to prevent a decline in standards of nursing care for the acutely ill older person.  

· A progressive increase in the Acute Aged Care Nursing workforce is proposed including Clinical Nurse Educators (CNE), Enrolled Nurses (EN), Trainee Enrolled Nurses (TEN) and Assistants in Nursing (AIN) by 2009. (See Table on page 23)

· A consistent nursing workforce-to-patient ratio is required in Acute Aged Care Units; 1:4 (RN to EN/TEN = 3:2) for the morning shift; 1:4 (RN to EN/TEN = 3:2 plus 1 AIN) for the afternoon shift; and 1:6 (RN to EN/TEN = 2:1) for night shift. This increase in workforce-to-patient ratio has been associated with improvements in recruitment and retention of staff, reductions in the number of falls and adverse events for patients and reductions in inpatient de-conditioning due to hospitalisation 
-11. 

· Educational support for staff in the workplace is seen as critical to: 

· Ensuring a high level of  staff knowledge and skills, thereby providing better care and improved patient outcomes

· Improving staff satisfaction and reducing staff turnover

· Extending the knowledge of nurses from other specialities about the complexities and satisfaction of working in Acute Aged Care.

· To ensure educational support for all staff, a dedicated Clinical Nurse Educator (CNE) position should be provided for each Acute Aged Care service. This would enable mentoring of new staff plus the establishment and maintenance of specific Acute Aged Care Nursing competencies.  It would also help nursing staff to function in multidisciplinary teams in this complex, ever expanding field and support newly recruited enrolled and assistant nurses.

· Enrolled Nurses (EN) and Trainee Enrolled Nurses (TEN) are an important part of the skilled nursing workforce in Acute Aged Care. They are a current and potential staffing resource, as many choose to continue study and become Registered Nurses (RN). These EN and TEN positions are essential to achieve the desired nursing workforce-to-patient ratios. 

· Assistant in Nursing undergraduate nursing students (AINs) and Assistant in Nursing Certificate 3 (AINs) are able to assist patients with basic nursing care. It is recommended that undergraduate nursing students be employed as often as possible as AINs, during their university training. AINs require specialist orientation and education packages to ensure they are adequately skilled and have sufficient expertise required in an Acute Aged Care unit. AINs must only work as additional staff to the recommended nurse-to-patient–ratio, and within strict role guidelines. It has been evidenced that improved productivity and efficiency at the ward level, improved staff moral and importantly better patient care is provided with enhanced workforce-to-patient ratios.
· It is recommended that a position for a Nurse Practitioner in Acute Aged Care is created in each hospital. This position will have a direct clinical role facilitating case review/management and Emergency Team (ASET) roles, as well as facilitating work practice review and addressing a wide range of skills within the entire multidisciplinary team. The Nurse Practitioners advocate for research and strategic development of Acute Aged Care Nursing across the Metropolitan region in conjunction with the Clinical Nurse Consultants (CNCs). The development of Nurse Practitioner positions will be monitored, and recommendations made regarding Aged Care Nursing practice.
· An Aged Care Clinical Nurse Consultant position needs to be established at least in each Area to consult and work with Nurse Practitioners on research, education, practice and service development.

· Establishing attractive and well-defined career pathways for Nurses in Acute Aged Care would make this more attractive as an acute specialty and help to retain mature nurses interested in more senior  clinical roles. 

· Clinical Career Pathway: AIN III( TEN(EN(RN(  CNE/CNS(CNC/Nurse Practitioner.

· Management Career pathway: AIN III(TEN( EN( RN( NUM( Nurse Manager( Senior Nurse Manager( DON.

· Each area should seek opportunities to develop collaborative partnerships with universities to establish links to academic Aged Care Nursing positions e.g. Chairs of Aged Care Nursing.
Nursing Workforce proposed timeframe 

Minimum Nursing workforce staffing numbers required in the GMTT region, over time 

	
	2004
	2005
	2006
	2007
	2008
	2009

	Clinical Nurse Educators

	Current Numbers of Clinical Nurse Educators (CNEs)
	10
	13
	18
	20
	24
	28

	Extra Funded CNE positions to build up to at least one service
	+3
	+5
	+4
	+4
	+4
	+4

	Cost for CNEs (1)
	$197,835
	$527,560
	$791,340
	$1,055,120
	$1,318,900
	$1,582,680

	TOTAL No. of CNEs
	13
	18
	20
	24
	28
	32

	
	
	
	
	
	
	

	Enrolled Nurses and Trainee Enrolled Nurses

	Extra funded Enrolled Nurse (ENs) and Trainee Enrolled Nurse  (TENs) positions
	5
	20
	20
	20
	20
	19

	Cost for ENs and TENs(2)
	$195,025
	$975,125
	$1,755,225
	$2,535,325
	$3,315,425
	$4,056,520

	TOTAL No of additional ENs and TENs
	5
	25
	45
	65
	85
	104

	
	
	
	
	
	
	

	Assistants in Nursing

	Extra funded Assistant in Nursing positions (AINs)
	5
	10
	10
	10
	10
	5

	Cost for AINs (3)
	$172,525
	$517,575
	$862,625
	$1,207,675
	$1,552,725
	$1,725,250

	TOTAL No of AINs
	5
	15
	25
	35
	45
	50

	
	
	
	
	
	
	

	TOTAL COST

(Each year)


	$565,385
	$2,020,260
	$3,409,190
	$4,798,120
	$6,187,050
	$7,364,450


(1) Cost per CNE =$56,363 + 17% on-costs = $65,945* (Costs are accumulative)
(2) Cost per (Level 4) EN = $36259+ 17% on-costs = $42,423*; Cost per TEN = $ 30,415 + 17% on-costs = $35 586*; (Costs are accumulative) Number of geriatric units required in the GMTT region by 2009 = 28.5; No. of EN/ TEN required to staff 20 bed unit for 3 shifts per day/365 days per year is 8.73 FTE (Ref: Staffing/roster formula, Jennifer Wallace NUM Liverpool Hospital Nov 03). Therefore (28.5 x 8.73) = 248 positions minus the number of positions in existence, average 4.5 per site (total =128). Current shortfall is 104 EN/TEN positions required by 2009.
(3) Cost per (Level 3) AIN = $29,491 + 17% on-costs = $34,505* (Costs are accumulative) No. AIN positions required to staff 20 bed unit for 1shift per day/365 days per year is 1.75 FTE (Ref: Staffing/roster formula, Jennifer Wallace NUM Liverpool Hospital Nov 03). Therefore (28.5 x 1.75) = 50 positions. Number of AIN positions required by 2009 is 50.

* No provision has been made for future award rises or shift allowances
Total cost of accumulative additional Nursing staff (for 2004-2009 inclusive) = $24,344,455
Nursing solutions to recruitment and retention problems in Acute Aged Care

	Issue
	Concerns
	Possible solutions
	Actions

	1) Increased workloads caused by patient acuity/dependency leading to physical and time demands. 


	· Lack of Acute Aged Care units in all hospitals in the GMTT region 

· Older patients are not considered to need as highly skilled nurses  as younger patients - thought to need fewer nurses and less well trained nurses

· Older patients in acute care wards have complex care needs and require highly skilled staff
	· Establishment of Acute Aged Care Units in Tertiary Hospitals
· Consolidation of ‘outliers’

· Develop agreed staffing levels for nurses working in Acute Aged Care across the State

· Provide scope for nurses to participate in Enrolled Nurse Medication programs 


	· Pursue input and outcomes from Nursing Workloads Research Committee - Duffield, Pallis, Diers (M. Chiarrella 31.08.03)

· Liaise with hospital executives re consideration of innovative approaches to metropolitan nursing shortages - eg offer short term placements to nurses currently employed in the country & pursue “adopt an employee” programs with Rotary, Lions

· Explore scope to apply to Ministerial Standing Committee for pilot Clinical Co-ordinator positions in Acute Aged Care units
· Recommendation that staffing levels for Acute Aged Care patients for 20 bed Acute units should be a ratio of 1 nurse: 4 patients plus 1 AIN (on afternoon shifts) and 1 nurse: 6 patient throughout the GMTT region and across NSW

	2) Training / education needs
	· Lack of funding for Acute Aged Care nursing education

· Lack of clinical placement in both undergraduate and postgraduate courses

· Poor exposure of all nurses to Acute Aged Care with support and supervision

· Lack of appropriate educational material
	· Explore opportunities to secure funding for Area Health Services for nursing education

· Recommend a national approach to Acute Aged Care nursing education, particularly post- graduate education for Acute Aged Care

· Establish Acute Aged Care Nurse Scholarships. Access needs to be equitable across the State

· Review nursing course clinical placements at both undergraduate and postgraduate levels. Increase Acute Aged Care clinical placements

· Explore increases in the Acute Aged Care component of nursing courses eg University, TAFE

· Review Geriatric and ACAT competencies to ensure inclusion of nursing education
	· Make applications at individual Area level for the Nurse Reserve Strategy funding for 2003/4 for dedicated Acute Aged Care Courses in major hospitals

· Ensure that recommendations from the National Consultative Forum on the principles and content of Bachelor of Nursing programs are instigated (review by Prof L Chenoweth)

· Recommend review of all TAFE nursing related course content regarding care of older people

· Recommend the establishment of 22 extra Clinical Nurse Educator positions for Acute Aged Care units to be funded by 2009

· Implement NSW Health Circular 2001/80 - Employment of undergraduate Bachelor of Nursing students or AIN (cert 3) as AINs in Acute Aged Care wards, in addition to EN/RN ratios

	3) Career Pathways


	· Lack of appeal

· Noticeable absence of Nurse practitioners in Acute Aged Care
· Untrained personnel are substituting for trained RN/EN in acute settings

· AINs have no minimum entry requirements 
· Limited access to CNC in metropolitan hospitals and some tertiary hospitals
· Poorly defined nursing career structure
	· Recommend New Graduate and TEN rotations to be through Acute Aged Care, Psycho-geriatrics and community

· Recommend that NSW Nurses Association address pay structure deficiencies to enable ease of transition between State, Commonwealth and private facilities

· Appointment of Clinical Nurse Consultants in Acute Aged Care to all hospitals in the GMTT region
· Appointment of Clinical Nurse Educators in Acute Aged Care to all hospitals in the GMTT region by 2009
· Maintaining Grade 3 CNC and concurrently develop Nurse Practitioner positions in each hospital in GMTT region
	· 22 additional CNE positions be established in hospitals in the GMTT region in Acute Aged Care, by 2009
· Review the development of the Nurse Practitioner role in Department of Health facilities and recommend Nurse Practitioner role if appropriate

	4) Image


	· Lack of appeal


	· Explore opportunities to improve the image of Aged Care emphasising the ‘high dependency’ patients and the specialised skill base required

· Media campaign highlighting the multidisciplinary approach to Aged Care
· Use of The Lamp, University Magazines, Nursing Review newspaper,  College of Nursing to showcase Acute Aged Care Nursing especially in acute hospitals
· Gain a commitment from Area Health Services and Hospitals to promote Acute Aged Care across all disciplines
	· Explore successful media campaigns such as the defence forces campaign in 2002. Develop one which will promote nursing, allied health and medical work with older people. Emphasise roles, functions and opportunities in caring for the aged 
· Campaign to include enthusiastic nurses of all ages. To show the wide range of nursing venues/opportunities available and the personal benefits derived from interaction with older people

· Nurse representation on the Acute Aged Care Marketing Committee




Section 8 – Factors underlying the Allied Health Workforce proposal
· A progressive increase in Acute Aged Care Allied Health Workforce in dedicated Acute Aged Care services by 2009. (See Table on page 31)

· Anecdotal evidence suggests that on average, only the sickest and most dependent aged person will be admitted to an Acute Aged Care medical bed due to the pressure on hospital beds and the wide network of community support services available. For the best outcome, this type of patient requires a more intensive intervention from the Allied Health Team over a shorter time frame than younger patients do.

· Highly skilled Allied Health professionals, working as a multidisciplinary team, achieve better patient outcomes, including improvement in functional ability
.

· The Consensus Statement details the type and quantity of Allied Health staff required for optimal Acute Aged Care units. (See page 29/30)

· A survey conducted by GMTT Allied Health representatives in September 2003, revealed significant deficits in Allied Health staffing in all disciplines and across the whole Greater Metropolitan region. 
· The establishment of career structures for Allied Health professionals in Acute Aged Care is seen as essential for the retention and recruitment of this workforce.
· The Allied Health workgroup has identified that minimal training is available to develop generic or specialist clinical skills in Acute Aged Care. It is proposed that educational support be provided to Allied Health staff through the appointment of an Allied Health Educator position in each acute geriatric functional unit. This position would facilitate the process of development and training of specific competencies as well as enhancement of knowledge of the Allied Health Team.
· A supportive work environment will enhance Allied Health recruitment and retention. Lack of appropriate equipment and work environment have been identified as having a negative impact on effective patient care. Allied Health has identified that when planning Aged Care Units the work environment (including space requirements) and equipment must be consistent with that required for best practice. 
· In keeping with the recognition that acute aged care is a specialised area of care, Acute Aged Care units require a dedicated Allied Health workforce. Due to the complexity associated with the allocation of Allied Health staff for general medical and surgical hospital wards, a single Allied Health position is often required to provide a range of clinical services across numerous wards. There is no assurance that expertise in acute aged care is being developed, maintained or promoted due to changes in staffing. 
Allied Health consensus statement on staffing for a 20 bed functional Acute Aged Care Unit 
	Allied Health Profession
	Numbers (FTE)
	Evidence

	Audiologist
	0.2 FTE
	The majority of Acute Aged Care patients will have significant hearing loss.  Unmanaged this leads to difficulties with communication and to confusion by the patient.

	Clinical Psychologist
	0.5 FTE
	Many acute patients suffer from depression, anxiety or other psychological problems. Some have cognitive deterioration or behavioral difficulties. The Clinical Psychologist provides treatment for psychological problems; and behaviour management strategies for carers and the treatment team.

	Nutrition and Dietetics
	1.0 FTE
	A large number of hospitalised older people are malnourished.  Poor nourishment reduces an individual’s capacity to recover from illness.  The Dietitian provides oral and or enteral nutritional support for mal-nourished or dysphagic patients; therapeutic diets and counseling for conditions with nutritional implications such as diabetes, CCF, renal disease, gastro-intestinal disorders, cancers etc.

	Neuro Psychologist
	0.5 FTE
	A number of patients require comprehensive assessment and diagnosis of agitated states and delirium.  Additionally, Neuro Psychologist’s reports are key information for Guardianship Tribunals.

	Occupational Therapy
	2.0 FTE

1 x Grade 2

1 x Grade 1
	All patients require functional assessment and possible retraining while an inpatient.  Many patients require home visits, equipment and modifications to be recommended/ organised to enable resettlement.  Many require assessments for potential falls risks in the home.
Evidence available on Otseeker http://wwwotseeker.com/

	Pharmacist
	0.50 FTE
	Poor compliance with medications is linked to poor patient outcomes. Pharmacists would advise and teach patients and carers about medication management.  They also liaise with the patients GPs regarding medication issues.

	Physiotherapy
	2.0 FTE

1 x Grade 2

1 x Grade 1
	The majority of patients have mobility problems.  Most after a period of hospitalisation require extensive strengthening and mobility retraining.

Many patients have co-existing conditions that require physiotherapy treatment

Evidence available on Pedro http://www.pedro.fhs.usyd.edu.au/

	Podiatrist
	0.2 FTE
	A significant number of patients have diabetes and require specialist foot care. Other foot problems can impact on mobility. Not all patients have been assessed for foot problems before their hospital admission or are receiving treatment.  

	Therapy Assistant
	1.0 FTE
	To provide assistance to all Allied Health disciplines; such as assisting with mobilisation, accompanying OT on complex home visits, preparing therapy materials etc.

	Social Worker
	2.0 FTE

1 x Grade 2

1 x Grade 1
	To provide counseling to patients and families on psycho-social issues such as adjustment to illness, bereavement, accommodation and Guardianship or carer support.

	Speech Pathologist
	1.00 FTE
	Poor nutritional status is often associated with underlying swallowing problems. (See Nutrition & Dietetics above). Speech Pathologists provide assessment and treatment for swallowing problems in addition to remediation of communication problems.

	Allied Health Educator
	1.0 FTE

Grade 3 (PT, OT, SP Award) or equivalent
	Provide orientation and education for core skills appropriate to Allied Health; facilitate Allied Health staff to support student supervision; provide education and support for all disciplines to identify and collect clinical indicators; facilitate multidisciplinary quality improvement activities; support research applications.


Allied Health Workforce proposed timeframe 
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NOTES

1 Allied Health consensus for Acute Aged Care functional unit developed June 2003.
2 Actual staffing in five AHS in GMTT region (Hunter, Wentworth, Central Sydney, Northern Sydney, South Eastern Sydney). Other AHS data (Central Coast, Western Sydney, Illawarra, South Western Sydney) not available at this time for Acute Aged Care services. (GMTT Allied Health Survey conducted September 2003). 
3 Staffing required by 2009 (using the Model and population estimates).
4 Total cost for Allied Health for these 5 AHS to bring them up to the model in 2009 $22,439,857

5 The populations of these AHS make up 59.7% of the over-65 population in the GMTT region, therefore total cost = (22,439,857/.597)

* No provision has been made for future award rises
	
	2004
	2005
	2006
	2007
	2008
	2009

	Total cost for Allied Health in the 5 AHS surveyed ($000’s)
	$522
	$1,809
	$3,096
	$4,384
	$5,671
	$6,958

	Total cost for Allied Health in the GMTT region ($000’s)
	$874
	$3,030
	$5,187
	$7,343
	$9,499
	$11,655


Total cost of accumulative additional Allied Health staff in the GMTT region (for 2004-2009 inclusive) = $ 37,588,000
Allied Health solutions to recruitment and retention problems in Acute Aged Care
	Issues
	Concerns
	Possible Solutions
	Actions

	1. Ability to attract adequate numbers of skilled Allied Health workforce numbers 
(Allied Health workforce supply varies from profession to profession.  Currently experiencing critical shortages in Podiatry, Pharmacy, Physiotherapy and  experienced Occupational Therapists)
	· Many staff report that they do not have enough contact time with their patients to be effective. Patient gains are often limited because of lack of therapy time

· The work is often physically heavy, requiring two therapy staff.  Very few Aged Care services have Therapy Assistants  

· Often the space and equipment required to provide t current best practice treatment is not available
· Patients located in non-specialist wards (outliers) are often not seen by appropriately experienced Allied Health staff
· Often patients are discharged before the treatment plan has been completed.  Continuum of care into the community cannot be achieved jeopardising safe resettlement in community 

· Recruitment to Allied Health positions is often delayed as a cost saving strategy

	· Acceptance and promotion of Consensus Statement on Allied Health workforce numbers for Aged Care services
· Consensus statement includes provision for a Therapy Assistant for each unit
· Use available space innovatively for Allied Health treatment areas and equipment such as convert 4 unused bed bays for Physio and for OT.  Allocate interview rooms for SW, SP and Psychology
· Budget to be provided for Allied Health equipment 
· Aged Care services to include sufficient numbers of Allied Health staff (based on Consensus Statement) to cover outlier patients
· If adequate Allied Health staffing is achieved, discharged patients can be provided with short-term post-discharge follow-up to ensure they are safely re-settled (As identified in the evidence for best practice)
· Attain commitment from employers that maintaining Allied Health workforce numbers is as critical to good patient care as Medical and Nursing
	· Consensus Statement on Allied Health Workforce numbers to be incorporated into all Aged Care Service Development plans. Gain commitment by Directors of Aged Care services to support its implementation
· All renovation/ redevelopment work to include necessary space and equipment for the provision of best practice in Allied Health services
· Budget for Allied Health equipment and resources to be included in all renovation and redevelopment work

· Promote provision of excellence in Aged Care through development of specialist multidisciplinary Aged Care services as supported by evidence based practice
· Gain commitment to provision of adequate Allied Health staffing
· All Allied Health vacancies to be filled promptly including vacancies caused by secondments or extended leave whether paid or unpaid

	2. Image
	· Perception by undergraduates that Aged Care is not an interesting or rewarding area of work

· Perception by Allied Health staff that there is a lack of  recognition of the value of their professional role in the provision of Aged Care services

· Lack of Allied Health representation on management and development committees that oversee aged care services 

	· Encourage clinicians to support student placements in Aged Care 
· Expose students to positive aspects of working in Aged Care.  Provide funding for Student Supervisor positions
· Increase body of evidence on benefit of Allied Health services in Aged Care  through research, scholarships, publication

· Senior Allied Health staff to be proactive in participating in management and development forums
	· Student Supervisor positions funded and filled.  Greater numbers of Allied Health undergraduates exposed to work in an Aged Care service
· Establish centres of clinical excellence, Universities encourage and support research in Aged Care by Allied Health professionals
· Allied Health staff to actively contribute to planning and delivering Aged Care services
· Collection of outcome date meaningful to Allied Health staff

	3. Training and Education
	· Allied Health staff have limited or no access to learning and professional development opportunities. Traditionally, hospital education services are directed towards nurses

· Lack of access to funding to attend courses, workshops or advanced training such as graduate programmes

· University training programs to include greater emphasis on Allied Health role in Aged Care 

· Very little research into the outcome of Allied Health interventions in Aged Care

	· Support AH learning needs through provision of a position for an Allied Health Educator in Aged Care position in each Area Health Service

· Trust funds and other funding resources be made available to meet education needs of all team members
· Allied Health staff in Aged Care teams be encouraged to create links with undergraduate and post graduate programs to promote the importance of aged care - seek opportunities to be a guest lecturer 

· Allied Health staff be encouraged to participate in research, either discipline specific or multidisciplinary


	· Positions to be funded and filled

· Allied Health staff be encouraged to apply for funding to attend conferences,  specialist courses, post-graduate studies

· Promote joint Allied Health appointments between Universities and Aged Care teams and encourage active involvement with universities.

· Universities to support meaningful research into Allied Health roles in Aged Care


	4. Career Development
	· Allied Health personnel work under several different awards.  None have a satisfactory career path

· Career structures rely almost entirely on the supervision of others from the same profession
· Poorly defined career structure for Allied Health personnel

· Limited number of Allied Health personnel have applied for or been given positional or personal re-grading
· Dispersed model in some AH structures – Allied Health staff employed through teams, not within Allied Health cost centres. This reduces their options for career development as well as impacting on recruitment and retention
· Most Allied Health staff prefer to work in a profession-specific departmental structure.  This maximises their opportunity to receive professional supervision and support and options for career development
· Recruitment and retention difficulties for Allied Health staff can result in employees having limited or no aged care experience
· Allied Health staff perceive they have limited opportunities to apply for related roles in the Aged Care team such as project officer, team leader, program coordinator
	· The therapists Award is being reviewed but the outcome will not be known for some time 

· Proposed Allied Health Educator in Aged Care positions will provide a career advancement opportunity

· Allied Health staff be encouraged to review skills and role expectations with a view to applying for positional or personal re-grading
· Most Allied Health staff to work in a departmental-specific structure. This maximises their opportunities for professional support and supervision and career development. It also assists with recruitment and retention and increased coordination of service delivery and planning 
· Support new staff through good orientation, training  and ongoing clinical supervision

· Provide equal opportunities and encouragement for Allied Health staff to apply for other roles 


	· Encourage Allied Health personnel to keep abreast of Award negotiations

· Funding to be provided for AH Educator in Aged Care positions
· Seek service managers encouragement and support for Allied Health staff to undertake the regarding process
· Service managers to support an Allied Health Departmental structures
· Allied Health staff to participate in generic Aged Care and profession specific orientation and training so staff are competent in their roles
· Ensure all job descriptions for Project Officer, Team Leader, Program Co-ordinator positions are based on duties rather than professional qualifications 


Section 9 - Proposal for Program Manager

The Care for the Acutely Ill Older Person in Greater Metropolitan Region Project requires essential support in the form of a Program Manager. The Program Manager position statement is under development but the Key Roles and Responsibilities for the position would include:
· Convene the Aged Care Interim Executive, Full Group, Working parties and subcommittees and provide guidance and support to the work of these bodies ensuring the timely distribution of literature, agenda and minutes to ensure the continuity and sustainability of the Acute Aged Care Project.
· Facilitate open communication between key stakeholders including Acute Aged care clinicians, the NSW Health Department and individual Area Health Services within the Greater Metropolitan region to ensure effective implementation of the Model.
· Provide key stakeholders with information, data and statistics that will ensure their approach to planning is strategic, well informed and takes into account the needs of the population of the Greater Metropolitan region.
· Oversight the roll out of projects and business initiatives identified by the Aged Care Interim Executive to ensure the timeliness of action plans and the effective management of financial resources.
· Develop and oversight the implementation of business plans, policies and procedures that support the effective operations of the Aged Care Interim Executive.
· Oversight the implementation of the Model in the Greater Metropolitan region ensuring efficient and effective mechanisms are established to monitor its progress.

· Facilitate intra and inter Area Health service networking and partnerships through effective communication, consultation, collaboration and negotiation to ensure cooperative work arrangement and efficient implementation of the Model. 
· Oversight the preparation of documentation to support all the initiatives of the Aged Care Interim Executive.
· Develop and maintain effective relationships and lines of communication with senior NSW Health Department staff, staff within each of the Area Health Services in the Greater Metropolitan region and key external stakeholders to ensure the effective maintenance and efficient implementation of all projects identified by the Aged Care Interim Executive.

· Ensure key stakeholders are equipped to appropriately identify opportunities for improvement in the delivery of Aged Care Services throughout the Greater Metropolitan region.
· Manage the progress and provide reports and recommendations in relation to time lines and milestones for the Interim Executive.
· Be responsible for development and application of Key Performance Indicators which will ensure the Project results in better patient outcomes for the Acute Aged Care client in the Greater Metropolitan region.
Proposed budget and Infrastructure for Aged Care Program Manager 

	Cost Item/ Element
	Dedicated resources
	FTEs
	2003/2004

$000’s
	Annual

$000’s

	Salaries and Wages
	Program Manager (HSM Level 4)
	1
	127
	127

	Goods and Services
	Printing & Stationery etc.
	
	10
	7

	Other 
	Equipment and Communications
	
	4
	1

	Total cost for 

Program Manager

and infrastructure
	
	
	141
	135


· Salaries and Wages 
Program Manager (HSM Level 4)

· Goods and Services
Printing and Stationery

· Other


Communications

· Mobile phone set-up $200, calls $50 per/m

· Internet Access $200

· Desktop $2000

· Software Licenses $600
Section 10 – Summary costing for Acute Aged Care Workforce proposal 

	
	2004
	2005
	2006
	2007
	2008
	2009
	2010
	2011

	
	$000’s
	$000’s
	$000’s
	$000’s
	$000’s
	$000’s
	$000’s
	$000’s

	Cost for Acute Aged Care Medical Staff (see page 18)
	(268)
	1,017
	3,047
	5,213
	7,396
	8,159
	9,159
	9,212

	Cost for Acute Aged Care Nursing Staff (see page 23)
	565
	2,020
	3,409
	4,798
	6,187
	7,364
	
	

	Cost for Acute Aged Care Allied Health Staff (see page 31)
	874
	3,030
	5,187
	7,343
	9,499
	11,655
	
	


	Cost for Program Manager position (see pg 36)
	127
	127
	127
	127
	127
	127
	127
	127

	Infrastructure proposal (see page 36)
	14
	8
	8
	8
	8
	8
	8
	8

	
	
	
	
	
	
	
	
	

	Total cost for additional staffing and Program Manager and Infrastructure 
	1312
	6202
	11778
	17489
	23217
	27313
	9294
	9347


Total cost for Acute Aged Care staffing and Program Manager in the GMMT region (2004- 2011 inclusive) = $105,952,000

Appendix A - Medical Workforce Numbers and Population over-65 year olds by Area Health Service (as at November 2003)
	Area Health Service
	Hunter
	Central Coast
	Northern

Sydney
	Central Sydney*
	Illawarra
	Wentworth
	South Western Sydney
	South Eastern Sydney
	Western

Sydney*
	TOTAL

	No of filled Geriatrician Positions
	7.3
	4
	8.8
	10.2
	0.6
	1
	7
	12
	7.5
	58.1

	No of unfilled Geriatrician  Positions
	2
	1
	1
	1.5
	2.8
	2*
	1.5
	0
	0
	11.8

	No of  filled Geriatric Trainees Positions
	0
	2*
	5
	6.4
	0
	0.6
	2
	2
	3
	18

	No of  unfilled Geriatric Trainees Positions
	0
	0
	0
	0.4
	0
	0.4
	1
	6
	0
	7.8

	No of filled Basic Trainees Positions
	2
	4*
	2
	5
	0
	1
	4
	7
	3.6
	28.6

	No of unfilled Basic Trainees Positions
	0
	0
	0
	0
	0
	0
	0
	0
	0
	0

	Population over-65 years of age
	78373
	54325
	109234
	61169
	54392
	28585
	80030
	104455
	68716
	639279


*Wentworth – 1 Geriatrician starting early next year (leaving then 1 vacant)

* Central Coast – General Registrar rotation positions

* Central Sydney and Western Sydney – includes Academic Geriatrician positions

Appendix B - Geriatric Interventions: The evidence base for comprehensive Acute Aged Care services

Dr Nick Cordato - Westmead Hospital Geriatric Medicine Service

Prepared for the Committee on Care of Older People in NSW Health Care System, September 2002
Introduction

Frail elderly patients frequently pose complex and interrelated medical, functional and psychosocial challenges.  Addressing the need for comprehensive holistic management approaches to these multidimensional problems, specialist geriatric medical units were established in Australian hospitals during the 1960s.  The scope of these specialist services was expanded in the 1980s following the introduction of multidisciplinary Geriatric Domiciliary Care/ Acute Aged Care Assessment Teams, with specialized medical, nursing, physiotherapy, occupational therapy and social work inputs.  Staff providing these inputs continue to form the nucleus of modern acute hospital, rehabilitation and outpatient Acute Aged Care services and represent the technology of geriatric medicine today. 

Programs instituted by Australian Acute Aged Care services are modeled on the principles of “Comprehensive Geriatric Assessment” (CGA), and “Geriatric Evaluation and Management” (GEM).  CGA is a technique that aims to uncover the multidimensional problems of at risk frail elderly, with the purpose of planning and/or implementing coordinated medical, psychosocial and rehabilitative care tailored to the patient’s specific needs.1-4   The term GEM is appropriate when CGA is coupled with some therapy.2, 5   GEM models have been implemented and their effectiveness evaluated in both inpatient and outpatient settings.  The remainder of the present report discusses the effectiveness of these geriatric interventions based on currently available data.

Evidence For Geriatric Interventions

Evaluation of the evidence for geriatric interventions is challenging for a variety of reasons.  Firstly, older patients are often excluded from intervention studies, with results frequently extrapolated from data in younger subjects.6   Outcome measures for therapeutic interventions in younger cohorts (e.g. cure rates, survival) are not always the most appropriate markers of treatment success in frail elderly patients.  Furthermore, even studies comparing the effectiveness of specialist geriatric services with “usual medical care” occasionally apply purely age-related admission criteria, thereby inappropriately recruiting elderly patients with single diagnoses but no other characteristics suggesting the need for specialist geriatric care.7   The present report mainly focuses on data from randomized controlled trials comparing GEM related interventions with “usual medical care” in elderly patients presenting with multidimensional problems.  The main outcome measures reported are those particularly relevant to geriatric populations, including functional status, quality of life and avoidance or delay of nursing home admission. 

1. Inpatient GEM Interventions

Rubenstein and colleagues undertook the seminal comparison of inpatient GEM interventions with “usual medical care” in an acute-hospital setting in 1984.8   In this one year follow up study, frail elderly patients undergoing GEM model inpatient care demonstrated significantly greater improvements in functional status (48% more GEM patients with improvements on Personal Self Maintenance Scale), fewer initial discharges to nursing homes (58% fewer), less time spent in nursing homes and acute-care hospitals (mean 42% and 25% less, respectively) as well as fewer acute-care hospital readmissions (30% less).8   The GEM intervention was also associated with improved morale, much lower mortality (51% lower) and lower direct costs for institutional care (19% lower).  All these benefits were sustained one-year following the intervention. 

Subsequent studies confirm Rubenstein’s reported benefits to patient functional status9-14  as well as nursing home admission11-13  and acute-care hospital readmissions rates15  associated with GEM interventions compared with usual hospital care.  A similar picture emerges of sustained benefits to function in walking ability and activities of daily living (7/8 basic care activities improved in GEM patients, 0/8 improved in controls), reduced nursing home placement (23% less), and mortality (4.3 times lower risk of death at 6 months) when the GEM model is compared with usual care in a rehabilitation hospital setting.16, 17   In recent years, Stroke Units have become accepted as the optimal environment for inpatient management of elderly patients with strokes.18   These units are modeled on GEM principles of multidisciplinary care, and have been shown in more than 20 trials to be associated with improved survival (17% fewer deaths at 1 year), functional independence and increased likelihood of living at home one year after stroke (24% fewer patients institutionalized at 1 year).18
Studies evaluating the cost-effectiveness of GEM based inpatient services demonstrate either cost neutrality10, 14, 17  or long-term cost benefits9, 11, 13, 15  compared with usual inpatient hospital care.  Decreased laboratory and pharmacy usage contribute to this latter finding.9, 11   GEM-modeled discharge planning can also reduce bed occupation in acute-care hospitals by patients awaiting placement in long-term care by up to 50%.19
Therefore, in appropriately targeted elderly patients, inpatient GEM services can provide substantial multi-faceted, cost-effective benefits far exceeding those offered by traditional hospital approaches.

2. Geriatric Inpatient Consultation Services

The effectiveness of direct geriatric consultative input is perhaps best illustrated by orthogeriatric services for elderly patients with hip fractures.  Orthopaedic and multidisciplinary geriatric teams within such services are dually responsible for provision of comprehensive collaborative pre-, peri- and post-operative care.  Compared with usual (orthopaedic) care, orthogeriatric liaison services result in shorter hospital lengths of stay (up to 46% less),20-23  greater functional independence with consequently higher rates of home discharge and lower nursing home placement (approximately 69% less).20, 21   As another example of effective inpatient geriatric consultation input, innovative hospital-wide GEM-driven prevention programs assisting with the care of elderly patients at risk for developing delirium have been successful in reducing new cases of delirium by up to 70%24  as well as reducing hospital costs.25 

In contrast, inpatient geriatric consultation services providing management recommendations but without a mandate to implement these recommendations appear to have little impact on in-hospital complication rates, lengths of stay, mortality and subsequent re-admission rates. 26-29   These shortcomings are at least partially attributable to modest compliance rates (< 70%) with recommendations, unsuitability of responsible caregivers to successfully implement the recommendations, and the absence of extended ambulatory follow-up. 

In summary, geriatric inpatient consultation services are more likely to be effective when they exert primary control over medical recommendations, including their implementation and longer term follow up.29, 30
3. Outpatient GEM Interventions

Outpatient GEM programs for community clients are more heterogeneous and have been less frequently studied compared with the inpatient interventions described above. 

Patients managed by these outpatient programs are more likely to be referred by non-physicians including family members and social service providers, and are usually less incapacitated at baseline than patients managed by inpatient GEM units. Consequently, quantifiable benefits derived from outpatient interventions are likely to be smaller in magnitude, and outcome measures such as mortality rates of less relevance. In Australia, outpatient GEM programs are usually coordinated by hospital-based Geriatric Domiciliary Care/ Acute Aged Care Assessment Teams and are implemented in a variety of settings, including from within the patient’s home, through hospital outpatient clinics, or via Geriatric Day Hospitals. The mode and frequency of interventions undertaken by these outpatient services differs considerably depending on the setting. Hence, studies of their effectiveness are likely to produce heterogeneous results. 

Despite these obstacles, considerable evidence now exists for sustained benefits to patient function from outpatient GEM interventions compared with no comprehensive geriatric care, or usual outpatient/ general practitioner care. These benefits to functional status are apparent for interventions instituted within the patient’s home,31, 32  through hospital ambulatory clinics,33-35  by Geriatric Day Hospitals,36, 37  or by combinations of the latter two.38   Almost all the reported outpatient programs incorporate longitudinal follow up, and appear to be equally efficacious irrespective of the intervention environment.36, 37   Synergistic effects between these environments have not as yet been evaluated.  

In addition to benefits to patient function, outpatient GEM programs may also reduce emergency room use,39  nursing home and acute-hospital admissions31, 36, 37, 39-41  and rates of polypharmacy, despite an increased number of medical diagnoses.33   Improvements in patient mental status and morale are also regularly reported31, 33, 35, 38  as is considerable patient satisfaction.33, 34, 39   Not surprisingly, only a handful of studies are able to demonstrate a survival benefit from outpatient GEM interventions.32, 34, 40, 42 

In contrast, a recent well-publicized Veterans Affairs study of outpatient GEM interventions confirmed improvements in mental health status but was unable to identify significant effects on patient function.14   This latter finding may relate to significant volunteer bias (fewer than 3% of screened patients chose to enroll), restrictive exclusion criteria (which included previous hospitalization in a GEM unit or unspecified “severe disabling disease”), as well as often quite low-intensity of the intervention, which, in many cases consisted of a single follow up visit. 

In general, costs associated with outpatient GEM services do not differ significantly from usual outpatient care,31, 34, 35, 38, 43  and may decline with continued implementation of the service, suggesting a possible investment effect.43 

In summary, although the results of studies are more mixed and the benefits are of smaller magnitude than for studies of inpatient GEM interventions, considerable evidence nevertheless exists for the effectiveness of outpatient GEM interventions in maintaining and/or improving function of community patients, irrespective of the intervention environment. 

Conclusions

Despite considerable diversity in the mode of implementation of GEM programs, on reviewing the literature, a fairly unifying picture emerges of improvements to patient functional status as well as reductions in rates of hospitalization and long-term institutionalization related to these interventions. These programs are cost-effective and have their greatest impact when they appropriately target elderly with multi-dimensional problems. GEM-interventions require long-term follow up for optimal effectiveness, and are heavily reliant on the highly skilled health professionals who provide these services with specialized medical, nursing, physiotherapy, occupational therapy and social work inputs. Substantial additional investment is required to further develop these proven interventions if Australia is to cope with projected future demands of its’ ageing population.

References

1.
Siu AL, Reuben DB, Moore AA. Comprehensive Geriatric Assessment. New York: McGraw-Hill, Inc, 1994.

2.
Rubenstein LZ, Stuck AE, Siu AL, Wieland D. Impacts of geriatric evaluation and management programs on defined outcomes: overview of the evidence. J Am Geriatr Soc 1991;39:8S-16S; discussion 17S-18S.

3.
Services UDoHaH. Geriatric assessment methods for clinical decision making. National Institute of Health Consensus Development Conference Statement 1987;6.

4.
Reuben DB. Organizational interventions to improve health outcomes of older persons. Med Care 2002;40:416-28.

5.
Boult C, Boult L, Kane R. How effective is geriatrics? A review of the evidence. New York: Springer, 1995.

6.
Laszlo A, Pautex S. [Futility in geriatric medicine, a real issue]. Presse Med 2002;31:446-8.

7.
Kafetz K, O'Farrell J, Parry A, Wijesuriya V, McElligott G, Rossiter B, Lugon M. Age-related geriatric medicine: relevance of special skills of geriatric medicine to elderly people admitted to hospital as medical emergencies. J R Soc Med 1995;88:629-33.

8.
Rubenstein LZ, Josephson KR, Wieland GD, English PA, Sayre JA, Kane RL. Effectiveness of a geriatric evaluation unit. A randomized clinical trial. N Engl J Med 1984;311:1664-70.

9.
Boyer N, Chuang JL, Gipner D. An acute care geriatric unit. Nurs Manage 1986;17:22-5.

10.
Meissner P, Andolsek K, Mears PA, Fletcher B. Maximizing the functional status of geriatric patients in an acute community hospital setting. Gerontologist 1989;29:524-8.

11.
White SJ, Powers JS, Knight JR, Harrell D, Varnell L, Vaughn C, Brawner D, Burger MC. Effectiveness of an inpatient geriatric service in a university hospital. J Tenn Med Assoc 1994;87:425-8.

12.
Landefeld CS, Palmer RM, Kresevic DM, Fortinsky RH, Kowal J. A randomized trial of care in a hospital medical unit especially designed to improve the functional outcomes of acutely ill older patients. N Engl J Med 1995;332:1338-44.
13.
Nikolaus T, Specht-Leible N, Bach M, Oster P, Schlierf G. A randomized trial of comprehensive geriatric assessment and home intervention in the care of hospitalized patients. Age Ageing 1999;28:543-50.

14.
Cohen HJ, Feussner JR, Weinberger M, Carnes M, Hamdy RC, Hsieh F, Phibbs C, Courtney D, Lyles KW, May C, McMurtry C, Pennypacker L, Smith DM, Ainslie N, Hornick T, Brodkin K, Lavori P. A controlled trial of inpatient and outpatient geriatric evaluation and management. N Engl J Med 2002;346:905-12.

15.
Rich MW, Beckham V, Wittenberg C, Leven CL, Freedland KE, Carney RM. A multidisciplinary intervention to prevent the readmission of elderly patients with congestive heart failure. N Engl J Med 1995;333:1190-5.

16.
Applegate WB, Miller ST, Graney MJ, Elam JT, Burns R, Akins DE. A randomized, controlled trial of a geriatric assessment unit in a community rehabilitation hospital. N Engl J Med 1990;322:1572-8.

17.
Applegate WB, Graney MJ, Miller ST, Elam JT. Impact of a geriatric assessment unit on subsequent health care charges. Am J Public Health 1991;81:1302-6.

18.
Organised inpatient (stroke unit) care for stroke. Stroke Unit Trialists' Collaboration. Cochrane Database Syst Rev 2000:CD000197.

19.
Brymer CD, Kohm CA, Naglie G, Shekter-Wolfson L, Zorzitto ML, O'Rourke K, Kirkland JL. Do geriatric programs decrease long-term use of acute care beds? J Am Geriatr Soc 1995;43:885-9.

20.
Kennie DC, Reid J, Richardson IR, Kiamari AA, Kelt C. Effectiveness of geriatric rehabilitative care after fractures of the proximal femur in elderly women: a randomised clinical trial. Bmj 1988;297:1083-6.

21.
Elliot JR, Wilkinson TJ, Hanger HC, Gilchrist NL, Sainsbury R, Shamy S, Rothwell A. The added effectiveness of early geriatrician involvement on acute orthopaedic wards to orthogeriatric rehabilitation. N Z Med J 1996;109:72-3.

22.
Murphy PJ, Rai GS, Lowy M, Bielawska C. The beneficial effects of joint orthopaedic-geriatric rehabilitation. Age Ageing 1987;16:273-8.

23.
Sainsbury R, Gillespie WJ, Armour PC, Newman EF. An orthopaedic geriatric rehabilitation unit: the first two years experience. N Z Med J 1986;99:583-5.

24.
Inouye SK, Bogardus ST, Jr., Baker DI, Leo-Summers L, Cooney LM, Jr. The Hospital Elder Life Program: a model of care to prevent cognitive and functional decline in older hospitalized patients. Hospital Elder Life Program. J Am Geriatr Soc 2000;48:1697-706.

25.
Inouye SK, Bogardus ST, Jr., Charpentier PA, Leo-Summers L, Acampora D, Holford TR, Cooney LM, Jr. A multicomponent intervention to prevent delirium in hospitalized older patients. N Engl J Med 1999;340:669-76.

26.
Becker PM, McVey LJ, Saltz CC, Feussner JR, Cohen HJ. Hospital-acquired complications in a randomized controlled clinical trial of a geriatric consultation team. Jama 1987;257:2313-7.

27.
Allen CM, Becker PM, McVey LJ, Saltz C, Feussner JR, Cohen HJ. A randomized, controlled clinical trial of a geriatric consultation team. Compliance with recommendations. Jama 1986;255:2617-21.

28.
Saltz CC, McVey LJ, Becker PM, Feussner JR, Cohen HJ. Impact of a geriatric consultation team on discharge placement and repeat hospitalization. Gerontologist 1988;28:344-50.

29.
Reuben DB, Borok GM, Wolde-Tsadik G, Ershoff DH, Fishman LK, Ambrosini VL, Liu Y, Rubenstein LZ, Beck JC. A randomized trial of comprehensive geriatric assessment in the care of hospitalized patients. N Engl J Med 1995;332:1345-50.

30.
Stuck AE, Siu AL, Wieland GD, Adams J, Rubenstein LZ. Comprehensive geriatric assessment: a meta-analysis of controlled trials. Lancet 1993;342:1032-6.

31.
Bernabei R, Landi F, Gambassi G, Sgadari A, Zuccala G, Mor V, Rubenstein LZ, Carbonin P. Randomised trial of impact of model of integrated care and case management for older people living in the community. Bmj 1998;316:1348-51.

32.
Stuck AE, Egger M, Hammer A, Minder CE, Beck JC. Home visits to prevent nursing home admission and functional decline in elderly people: systematic review and meta-regression analysis. Jama 2002;287:1022-8.

33.
Burns R, Nichols LO, Graney MJ, Cloar FT. Impact of continued geriatric outpatient management on health outcomes of older veterans. Arch Intern Med 1995;155:1313-8.

34.
Toseland RW, O'Donnell JC, Engelhardt JB, Hendler SA, Richie JT, Jue D. Outpatient geriatric evaluation and management. Results of a randomized trial. Med Care 1996;34:624-40.

35.
Boult C, Boult LB, Morishita L, Dowd B, Kane RL, Urdangarin CF. A randomized clinical trial of outpatient geriatric evaluation and management. J Am Geriatr Soc 2001;49:351-9.

36.
Forster A, Young J, Langhorne P. Systematic review of day hospital care for elderly people. The Day Hospital Group. Bmj 1999;318:837-41.

37.
Forster A, Young J, Langhorne P. Medical day hospital care for the elderly versus alternative forms of care. Cochrane Database Syst Rev 2000:CD001730.

38.
Trentini M, Semeraro S, Motta M. Effectiveness of geriatric evaluation and care. One-year results of a multicenter randomized clinical trial. Aging (Milano) 2001;13:395-405.

39.
Engelhardt JB, Toseland RW, O'Donnell JC, Richie JT, Jue D, Banks S. The effectiveness and efficiency of outpatient geriatric evaluation and management. J Am Geriatr Soc 1996;44:847-56.

40.
Gladman J, Whynes D, Lincoln N. Cost comparison of domiciliary and hospital-based stroke rehabilitation. DOMINO Study Group. Age Ageing 1994;23:241-5.

41.
Sommers LS, Marton KI, Barbaccia JC, Randolph J. Physician, nurse, and social worker collaboration in primary care for chronically ill seniors. Arch Intern Med 2000;160:1825-33.

42.
Schraeder C, Shelton P, Sager M. The effects of a collaborative model of primary care on the mortality and hospital use of community-dwelling older adults. J Gerontol A Biol Sci Med Sci 2001;56:M106-12.

43.
Toseland RW, O'Donnell JC, Engelhardt JB, Richie J, Jue D, Banks SM. Outpatient geriatric evaluation and management: is there an investment effect? Gerontologist 1997;37:324-32.

Appendix C - Group Membership 

Name
Ainsworth, Brenda  

Facility
Blue Mountains District ANZAC Memorial Hospital


Wentworth Area Health Service

Role
Director of Nursing

Name
Broe, Tony

Facility
Prince of Wales Hospital


South Eastern Sydney Area Health Service

Role
Director of Aged Care Services

Name
Brown, Mark

Facility
Greater Metropolitan Transition Taskforce


Role
Exec Director, NSW Physiotherapy Association

Name
Brown, Tracy

Facility
Royal North Shore Hospital
 


Northern Sydney Area Health Service

Role
Geriatric Registrar

Name
Bruce, Sullen

Facility
Long Jetty Healthcare Centre


Central Coast Health Service

Role
Director of Nursing
 

Name
Bui, Triet

Facility
The Bankstown Lidcombe Hospital
 


South Western Sydney Area Health Service

Role
Geriatrician

Name
Cameron, Ian

Facility
Northern Sydney Area Health Service

Role
Director of Aged Care & Rehabilitation Services
 

Name
Campbell, Magda

Facility
General Practitioner

Name
Campbell, Terry

Facility
St Vincents Hospital


South Eastern Sydney Area Health Service

Role
Professor of Medicine/ Divisional Head Medicine

Name
Caplan, Gideon

Facility
Prince of Wales Hospital



South Eastern Sydney Area Health Service

Role
Geriatrician, Director of Post Acute Services

Name
Chan, Daniel

Facility
The Bankstown Lidcombe Hospital


South Western Sydney Area Health Service

Role
Director of Aged Care & Rehabilitation
Name
Cherry, Lesley

Facility
Royal Prince Alfred Hospital



Central Sydney Area Health Service

Role
Area Director Occupational Therapy

Name
Chua, Ben

Facility
Manly Warringah Hospital


Northern Sydney Area Health Service

Role
Director of Aged Care & Rehabilitation Services

Name
Cullen, John

Facility
Concord Repatriation Hospital


Central Sydney Area Health Service

Role
Clinical Director, GRRM, CSAHS
 

Name
Davidson, Linda

Facility
Woy Woy Hospital


Central Coast Area Health Service

Role
Director of Nursing

Name
Death, John

Facility
Central Coast Health


Role
Area Director of Aged Care Services

Name
Delohery, Jack

Facility
Mona Vale Hospital


Northern Sydney Area Health Service

Role
Director of Rehabilitation & Acute Aged Care

Name
De Neve, Renee

Facility
Greater Metropolitan Transition Taskforce


Project Manager

Name
Dwyer, John

Facility
Prince of Wales Hospital
 


South Eastern Sydney Area Health Service

Role
Professor of Medicine / Director of Medicine

Name
Giles, Chris

Facility
Blacktown Hospital
 


Western Sydney Area Health Service

Role
ASET CNC
 

Name
Glanfield, Linda

Facility
Blacktown/Mt Druitt


Western Sydney Area Health Service

Role
Nurse Manager Rehabilitation and Acute Aged Care Services
 

Name
Gonski, Peter

Facility
Sutherland Hospital & CHS


South Eastern Sydney Area Health Service

Role
Director of Aged Care Services
Name
Gorman, David

Facility
Calvary Palliative Care


South Eastern Sydney Area Health Service

Role
Medical Director

Name
Goulston, Kerry

Facility
Greater Metropolitan Transition Taskforce


Role
Chairman

Name
Gunaratnam, Marcus

Facility
Ryde Hospital & CHS


Northern Sydney Area Health Service

Role
Director of Aged Care & Rehabilitation Services


Name
Harrison, Kath

Facility
Nepean Hospital



Wentworth Area Health Service

Role
Area Stream Director - Chronic and Complex Care
 

Name
Hilmer, Sarah

Facility
Centre for Education and Research on Ageing 


Central Sydney Area Health Service

Role
Geriatrician and PhD Student

Name
Ingham, Nick


Facility
Westmead Hospital




Western Sydney Area Health Service

Role
Director Aged Care Services
Name
Johnson, Betty

Facility
Transition Care

Role
GMTT Committee Member/Consumer representative

Name
Kelly, Ann

Facility
Balmain Hospital


Central Sydney Area Health Service

Role
Acting General Manager / Director of Nursing

Name
Kempster, Jennifer

Facility
Port Kembla


Illawarra Area Health Service

Role
CNC Acute Aged Care
 

Name
Kennedy, Ray

Facility
Liverpool Hospital


South Western Sydney Area Health Service

Role
CNC Community Geriatrics

Name
Kurrle, Susan

Facility
Hornsby & Ku-ring-gai Hospital


Northern Sydney Area Health Service

Role
Director of Rehabilitation & Aged Care Services
Name
Landau, Peter

Facility
Aged Care


Westmead Hospital


Western Sydney Area Health Service

Name
Lindley, Richard

Facility
Westmead Hospital


Western Sydney Area Health Service

Role
Senior Lecturer in Geriatric Medicine


Name
Mackender, Darryl

Facility
Divisional Head Medicine


Gosford Hospital



Central Coast Area Health Service

Name
McClymont, Kim

Facility
Wentworth Area Health Service



Role
Service Planner
 

Name
Nair, Kichu

Facility
John Hunter Hospital




Hunter Area Health Service

Role
Professor of Geriatric Medicine

Name
Nicholson, Sally

Facility
Greater Metropolitan Transition Taskforce

Role
Project Manager

Name
Pond, Dimity

Facility
University of Newcastle


Professor of General Practice


Hunter Area Health Service

Name
Poole, Julia

Facility
Royal North Shore Hospital


Northern Sydney Area Health Service

Role
CNC – Acute Aged Care & Rehab

Name
Poulos, Christopher

Facility
Illawarra Area Health Service

Role
Director of Rehabilitation & Acute Aged Care Services

Name
Price, Michael

Facility
Westmead Hospital




Western Sydney Area Health Service

Role
Clinical Stream Director, Aged Care and Neurology

Name
Quinn, Clare

Facility
Prince of Wales Hospital


South Eastern Sydney Area Health Service

Role
Speech Pathologist

Name
Ralston, Hugh

Facility
Acute Aged Care

Role
GMTT Committee Member / Consumer Representative

Name
Rance, Robyn

Facility
Blacktown Hospital
 


Western Sydney Area Health Service

Role
CNC

Name
Read, Robert

Facility
Hornsby Ku-ring-gai Hospital


Northern Sydney Area Health Service

Role
General Physician
Name
Robinson, Bruce

Facility
Royal North Shore Hospital


Divisional Head of Medicine

Role
Professor of Medicine

Name
Ronald, Tracey

Facility
Royal North Shore Hospital
 


Northern Sydney Area Health Service

Role
Acute Aged Care Unit

Name
Rowland, Jeff

Facility
Liverpool Hospital


South Western Sydney Area Health Service

Role
Director of Acute Aged Care

Name
Scane, Andrew

Facility
Maitland Hospital


Hunter Area Health Service

Role
Staff Specialist/Geriatrician


 
         Name
Smerdely, Peter

Facility
St George Hospital


South Eastern Sydney Area Health Service

Role
Acute Aged Care Director

Name
Stokes, Marie-Louise

Facility
MTEC


Medical Training & Education Council

Role
Medical Advisor
 

Name
Stralow, Peter

Facility
Westmead Hospital


Western Sydney Area Health Service

Role
Nurse Manager - Acute Aged Care

Name
Sutherland, Sharon

Facility
Liverpool Hospital


South Western Sydney Area Health Service

Role
CNC Acute Aged Care Service Emergency Team

Name
Trickett, Diana

Facility
Macquarie Hospital



Northern Sydney Area Health Service

Role
Planning & Implementation Coordinator NSH Acute Aged Care & Rehabilitation

Name
Wallace, Jennifer

Facility
Liverpool Hospital


South Western Sydney Area Health Service

Role
NUM-Acute Aged Care Unit

Name
Ward, John

Facility
John Hunter Hospital



Hunter Area Health Service

Role
Director of Acute Aged Care & Rehab Services

Name
Jean Young

Facility
Mona Vale Hospital



Northern Sydney Area Health Service

Role
CNS - ACAT
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