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Inherent limitations

The findings in this report are based on a qualitative study and the reported results
reflect a perception of QIld Health but only to the extent of the sample surveyed, being
QIld Health’s approved representative sample of management and personnel.

Third-party reliance

This report has been prepared at the request of Qld Health in accordance with the
terms of KPMG's engagement letter dated 16 April 2008, and is not to be used for any
other purpose or distribution to any other party without KPMG'’s prior written comment.
Other than our responsibility to Qld Health, neither KPMG nor any member or
employee of KPMG undertakes responsibility arising in any way from reliance placed
by a third-party on this report. Any reliance placed is that party’s sole responsibility.

Electronic distribution of reports

This KPMG report was produced solely for the use and benefit of Qld Health and
cannot be relied on or distributed, in whole or in part, in any format by any other party.
The report is dated 3 June 2008, and KPMG accepts no liability for and had not
undertaken work in respect of any event subsequent to that date which may affect the
report. Any redistribution of this report requires the prior written approval of KPMG and
in any event is to be complete and unaltered version of the report and accompanied
only by such other materials as KPMG may agree.

Responsibility for the security of any electronic distribution of this report remains the

responsibility of Qld Health and KPMG accepts no liability if the report is or has been
altered in any way by any person.
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1.0 Executive summary

In April 2008, Queensland Health requested KPMG to undertake a review of corporate
and clinical governance in the Central Queensland Health Service District (CQHSD) in
order to identify:

e areas of strength of the current system; and

e opportunities for improvement.

1.1 Review process

The review was undertaken during April and May 2008. Information used in the
generation of this report came from two main sources — stakeholder interviews and
review of documentation. KPMG received positive engagement from all stakeholders
throughout the consultation process.

Interviews were conducted with a range of internal and external stakeholders; the
majority of these were undertaken face-to-face. Group consultation sessions were
conducted with the Central Highlands executive, Gladstone Executive, Gladstone
medical officers, Banana executive and the CQHSD executive.

Written submissions were also invited from staff across the CQHSD, and 17
submissions were received.

In addition, the review team was provided with documentation relevant to the District
and its performance from the Central Area Health Service, and from representatives of
the District.

1.2  Headline findings

The District has undergone significant change in the move to an amalgamated District.
This has included a number of changes to the organisation structure, and to reporting
relationships. Previously separate Districts are now working under the leadership of an
amalgamated CQHSD District Executive. The organisation structure is continuing to
evolve. Stakeholders have reported that there is a lack of clarity of reporting
relationships and accountabilities within the newly formed structure, and this has had
an impact on governance across the District.

The leadership within the District has sought to implement changes aimed at building a
sustainable health service within CQHSD, and feedback from across all stakeholders
has highlighted the importance of ensuring there is continuing effective clinical
engagement and input within the District executive team.
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KPMG’s review has highlighted a number of strengths in both corporate and clinical
governance. For example:

« there is significant capability in the reporting and analysis areas within the corporate
governance area at both District (BADS) and CAHS level; and

e some good work is being developed in risk management within the rural areas of
the District which can have broader application across the District.

However, the review has also highlighted a number of weaknesses, principally in:

« the implementation and consistent application of Queensland Health polices across
the District (in both corporate and clinical governance);

e lack of clarity of responsibilities and accountabilities for key clinical and corporate
governance activities; and

« the linkage of these responsibilities to the operation of the key governance
Committees within the District — the Clinical Governance Committee and the
Business Planning Committee — and ensuring there is compliance with decision-
making protocols which underpin the effective performance of these Committees.

These observations can best be illustrated by the significant clinical governance issues
relating to credentialing and privileging and implementation of incident investigation
recommendations. There has not been consistent compliance by the District with
Queensland Health policies in these areas, and there has not been consistent follow up
and attention paid to implementation of recommendations arising from audits
conducted on these processes.

There are also significant corporate governance issues which include the financial
overruns and budget issues which have been experienced by the District. These
issues demonstrate the need for closer integration between service planning and
decision-making regarding clinical service delivery within the available budget, and the
implementation of these decisions within corporate guidelines.

Whilst it is fair to acknowledge that the District has been undergoing significant change,
and that additional capability has been added to some key roles within the Leadership
of the District, there is now an urgent need to consolidate performance and implement
a range of improvements. Improvements need to be made in three key areas:

1. Governance;

2. Organisation and people; and

3. Leadership.
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1.3 Governance

Improvements required in the area of governance include the following:

* more effective operation of the key (and supporting) Governance Committees —
observing protocols and ensuring these Committees become decision-making
forums which monitor performance in the key clinical and corporate governance
areas and hold people accountable;

e consistent implementation and application of Queensland Health policies and
procedures — the way things are done and the way decisions are made;

« communication of the roles and responsibilities of these key Governance
Committees to ensure they are understood across the District;

e ensuring there is alignment between the role of the Committees and the
accountabilities of the key individuals in leadership roles on these Committees; and

* review of the membership of the key governance Committees to ensure the most
appropriate stakeholders are included.

Sections 4 and 5 of the report outline in more detail the observations and
recommendations in respect of corporate and clinical governance. In brief:

« Corporate governance:

- resolving the issue of management accountability and ensuring there is strong
leadership for the operation of corporate governance activities within the District;

- ensuring clear lines of responsibility within management and ensuring strong
leadership for the operation of corporate governance activities within the District;

- devolving responsibility for budget and financial management down to the
operational levels across the District;

- holding Managers accountable for their performance against, and within, their
budget;

- overseeing financial improvement initiatives in conjunction with the District
Executive and CAHS; and

- strengthening the role played by the Business Planning Committee such that
this Committee is the ‘custodian’ of all financial, budget and business planning
decisions - ensuring decisions comply with Queensland Health policy, and have
the appropriate level of rigour and underpinning analysis.

e Clinical governance:

- resolving the issue of management accountability and ensuring there is strong
leadership for the operation of clinical governance activities within the District;
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- strengthening the role of the Clinical Governance Committee and ensuring this
Committee is functioning effectively. This includes communicating expectations
regarding implementation of recommendations from incident investigations and
complaints, monitoring and holding management accountable for the
implementation of changes;

- instituting strategies to increase active participation by the community and
consumers in safety and quality improvement activities; and

- ensuring improvements in credentialing and clinical privileging are sustained
and further improvements are implemented so that both the letter and spirit of
credentialing and privileging policy is implemented.

1.4  Organisation and people

There has been concern raised by a number of stakeholders that the District Executive
is too Rockhampton-centric. Being located on the campus of Rockhampton Hospital
provides many synergies, however it creates the perception that the District Executive
may not have as great a focus on the rural operations within the District. This lack of
physical separation also means that the District Executive are easily accessible to
Rockhampton Hospital, and therefore they can be easily drawn into operational
conversations, making it harder to focus more strategically on issues affecting the
entire District. This issue needs to be considered by the District Executive.

Improvements required in the area of organisation and people include the following:

e changes to the organisation structure to facilitate improved understanding of
reporting relationships and accountabilities. Specifically these changes need to
consider:

- a senior executive charged with the responsibility of setting the strategic
direction for the District and making key decisions;

- ensuring that there is appropriate clinical leadership within the District Executive
structure;

- appropriate representation and engagement of the rural areas and all four hubs;

- the provision of clear lines of responsibility and accountability for clinical
services delivery and financial management;

- clarification of operational and professional responsibilities — with operational
reporting at hub level, and professional (education, training, accreditation)
reporting to the respective professional leader at the District executive level;

- clarification of accountabilities such that it is clear how the respective leadership
roles work together;

- ensuring there remains a sharp focus on service delivery and patient safety and
guality issues;
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* increased capability in some areas at the leadership level; and

e ensuring that any structural changes align with and reinforce the operation of the
key Governance Committees.

Recruitment and retention is a significant issue and a risk to the ongoing provision of
safe, high quality care. Staff turnover rates are higher for CQHSD than for CAHS as a
whole in all types of positions and there are critical staffing vacancies in certain areas
for specialist medical, nursing and allied health professionals. As a result, there is high
use of medical locums and agency nurses, which introduces risks related to quality of
care. A number of workforce related issues need to be addressed, including:

« there is little evidence of performance appraisal and professional development
across the organisation, including medical officers and nursing staff; and

e there are a number of education and training strategies in place, many of which
have strong support and were reported to be highly effective such as the intern
orientation program and the Graduate Nurse Program. However, there are also a
number of significant gaps and issues in education and training within the CQHSD.

Sections 3 and 6 of the report outline in more detail the observations and
recommendations in respect of organisation structure and workforce issues.

1.5 Leadership

Structural and policy change will not be sufficient to bring about improved performance
of the District. There is a need for strong leadership to bring about the consolidation of
the changes and improved performance.

Staff expect clear direction, leadership and change management support from the
District Executive. Leadership capability has been increased with the more recent
appointments of the Executive Director Rockhampton Hospital and Rural DON. These
are both important roles.

Queensland Health will need to consider a replacement for the CEO role within
CQHSD, given the impending retirement of the Clinical CEO. Queensland Health will
need to consider whether the CEO role needs to be a Clinical CEO. KPMG sees
advantages for having senior clinical leadership within the CEO role. However, KPMG
recognise that there are significant change management issues which need to be
addressed across the District.

Rather than be prescriptive in the definition of the CEO role, it is recommended that
Queensland Health appoint a person/persons to provide leadership to the District and
to guide the implementation of recommendations contained within this report.

It is recommended that Queensland Health appoint the person with the best leadership
experience to help the District to consolidate its performance, and implement the

5
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recommendations contained within this report. In the short term, there may be a
requirement to appoint more than one person to assist in the implementation of the
recommendations contained in this report.

1.6 Recommendations

The following provides a comprehensive list of the review recommendations.
Development of a prioritisation schedule is suggested, and those recommendations
considered by the review team to be critical or high priority are marked accordingly.

Structure

Review, clarify and communicate relationships and accountabilities between the
CAHS and the District and ensure that processes between the two entities are
operating as efficiently as possible. Critical

Develop, communicate and formalise the revised District structure. Ensure the
revised structure addresses the following:

- appropriate representation and engagement of the rural areas and all four hubs;

- provide clear lines of responsibility and accountability for clinical services
delivery and financial management;

- review relationships between the rural hubs and the District executive and
ensure that the formal structure supports both rural and regional services;

- remove existing ambiguity in dual professional and operational management
reporting lines;

- ensure that the structure supports strong clinical, including medical leadership
and involvement; and

- provide avenues for clinicians, consumers and community to have a voice in
planning and management of services. Critical

Remove District Executive from the day-to-day operation of the Rockhampton
Hospital so that they can focus on strategic issues, planning and governance of the
CQHSD as a whole. High

Formalise reporting lines, accountabilities, roles and responsibilities according to
the new structure. Critical

Continue to promote the role of the HCC and ensure recruitment of appropriately
skilled members. Develop effective community engagement strategies or use
strategies that have proved to be effective elsewhere. Ensure that both the CEO
and the hub operations managers (or their representatives) continue to attend HCC
meetings in their respective area.
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* That meaningful partnerships with consumers and community be supported through
clear articulation of responsibilities of executive, management and clinicians in
developing partnerships in policies and role descriptions. That executive,
management and clinicians are supported through targeted evidence based
programs. High

* That CQHSD review their committee structure, membership, reporting lines and
relationships ensuring that consumers are represented in a manner consistent with
that outlined in the Queensland Health Consumer Engagement Policy. High

* That CQHSD ensure tight business processes around committee meetings and
ensure committees are provided with the information they need to oversight, lead
and make decisions. Also ensure that key decisions are made within the committee
process. High

e That accountability, relationships and reporting lines between the key District
Executives and the Clinical and Corporate Governance Committees are clarified
and strengthened. High

e That committee structure includes key District committees with responsibility for the
following functions:

- Services planning - to oversight development of services plan in line with the
previously developed cluster plan for CQHSD.

- Identify risks and opportunities, prioritise appropriately and refer business cases
to the Business Planning Committee.

- Business Planning - to oversight development of the District business plan
based on the clinical services plan. Review business cases for enhancement or
contraction of services and make recommendation to District Executive.

- Clinical governance and risk - to oversight clinical risk management,
improvement and innovation, credentialing, scope of practice, clinical review,
consumer participation and satisfaction, complaints, compliments and
accreditation.

* That District committees have access to the information they need, including Key
Performance Indicators (KPIs), and are supported by appropriate committees at
hub and facility level and that lines of communication are in place to ensure bottom-
up and top-down information flows to support decision making and effective
implementation of strategies.

Corporate Governance

e That clear lines of responsibility and accountability for corporate governance be
established. High
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The EDCS role be clarified and be consistent with the recommendations regarding
organisational structure. This role needs to be given the authority to enforce
compliance. High

That a review be undertaken of current responsible officers holding delegations of
authority in order to clarify and standardise the use of delegated authorities for
Human Resources, Financial and Procurement practices across CQHSD. High

Update and maintain signatory lists across CQHSD and develop a systematic
process for maintaining financial, human resources and procurement systems on
an ongoing basis. High

That expectations of accountability for budgets and targets for line managers be
reintroduced in line with Queensland Health Service Agreement Business Rules.
High

That approvals process be reviewed and streamlined to ensure processes and
signoffs are efficient, responsive and add value to organisational accountability.
High

That expenditure review committees, similar to those that were in place for the
introduction of new expenditure for consumables, prosthetics, capital equipment
and technology, be reinstated at CQHSD. The committees should be chaired by a
member of the District Executive team in order to coordinate, control and improve
accountability for the introduction of new expenditure across the whole of the
organisation.

Improve the link between the CQHSD'’s overall financial targets and line manager’s
cost centre budgets, by fostering a greater level of involvement and ownership of
the whole organisation’s budget position by all line managers. High

Cease the use of negative budget line items in centralised executive-level cost
centres. Critical

Use cost centre level budgets and reports as a tool to manage realistic financial
goals. This may include the need to include all reasonable underlying costs which
are offset by the cost reductions identified in CQHSD’s savings strategies. Critical

Introduce greater rigour and regularity for budget management accountability as
part of the organisation’s performance management framework. Budget meetings
should be held at departmental, hospital and the broader organisational level
across CQHSD. High

That a business planning and budget setting framework be established for the
CQHSD with District Executive input, ownership and support.

That a more systematic approach to allocating responsibilities and savings targets
for financial improvement strategies across CQHSD line management be taken with
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the aim to return the District to a sustainable break-even budget position within the
next two to three years.

Review the structure of the Corporate Services area to enable improvements in
CQHSD’s clinical and operational performance, e.g. some services currently
coordinated through the hubs may be more effectively managed under an EDCS
role.

That the Risk Management system be re-implemented and all middle managers
receive training in the principles and processes of a functioning integrated risk
management system as well as the use of the information technology tool.

That implementation and proper use of an integrated risk management system be
incorporated into performance agreements with unit and facility managers.

That key stakeholders from Queensland Health Corporate Office, the General
Manager of CAHS and CQHSD develop a consensus agreement on the present
and future role of CQHSD and Rockhampton Hospital and communicate that role
and expectations regarding services to be delivered clearly to CQHSD staff and
other stakeholders. In doing so, this should be considered in the context of the
existing cluster plan and the service level agreements between CAHS and CQHSD.
This process should consider the population profile and health needs, available
budget, workforce availability and requirements for sustainability of services,
including service co-dependency. Critical

Service plans should be developed in line with agreed strategic plan. Service plans
should incorporate a systematic approach to demand management to ensure that
services are responsive and facilitate the delivery of evidence-based demand
management strategies.

That CQHSD reviews the current complaints management system, including
delegation of responsibility, staffing and training of those who are responsible for
managing the complaints resolution process.

That consideration be given to train all clinical staff in complaints management and
effective strategies for responding to complaints.

That CQHSD expand the complaints management process to facilitate increased
consumer participation in improving service delivery.

That members of the District Executive who require skills and knowledge

development to increase performance be offered professional development,
coaching and mentoring where appropriate.
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Clinical Governance

That clear lines of responsibility and accountability for the clinical governance
program and associated activities be established. That opportunities to build on the
structures and processes put in place to address safety, quality and risk within the
Banana hub be explored. High

That CQHSD develop strategies to address the cultural issues that are a barrier to
safe, efficient and high quality clinical care. High

That CQHSD develop the capability of middle management and executive in
effective change management methods and strategies. High

That CQHSD continue to work on developing policy that is applicable in both the
regional and rural settings as a highest priority and that all four hubs are consulted
during the development of policy. Critical

That the medical department structure within Rockhampton Hospital initiated by the
Clinical CEO be maintained and formalised so that medical department heads have
a District clinical leadership role within their speciality.

That CQHSD continue the work recently commenced in improving transfer of
patients between Rockhampton and peripheral facilities and further develop
processes to ensure a safe transfer system is in place and is not reliant on specific
individuals.

That the Clinical Governance Committee review the status of clinical review
activities across the CQHSD to ensure that all facilities and senior clinicians within
the District are linked into peer review, death review and audit activities.

That the CQHSD Clinical Governance Committee develops and strengthens
processes to support the implementation of recommendations and strategies to
ensure that implementation occurs. Critical

That the use of SAC scoring and investigation levels be reviewed and actions taken
to ensure they are being applied correctly and consistently across CQHSD.

That CQHSD develop a strategy to address accreditation across the district,
identifying opportunities to share knowledge, methods and resources to maximise
the efficiency of the process.

That CQHSD establish a schedule of information for reporting to Health Community
Councils that includes reports on incidents, risks and improvement initiatives to
support a more open dialogue with the community and consumers. High

That reporting requirements from CQHSD to CAHS be reviewed and consolidated

and that, where possible and appropriate, local reporting be aligned to reduce
duplication.

10

% & & ! % #



Queensland Health

Review of Central Queensland Health Service
District

Government

September 2008

That CQHSD undertakes regular audits of credentialing to ensure that the required
process is being followed both in letter and in spirit, which requires ensuring referee
checks occur.

Responsibilities relating to credentialing and privileging be clearly articulated in
accountabilities developed within the revised organisation structure. The structure
needs to clarify who has responsibility for credentialing and privileging and these
positions need to be held accountable for following Queensland Health guidelines.
This needs to be reinforced within the governance structure of CQHSD.

Workforce

That all executive, management and senior clinicians have their roles and
responsibilities clarified and formalised, including expectations regarding
performance that relate to CQHSD performance targets. Performance elements
should be balanced to reflect the true scope of role including quality of care, access
to services, financial performance and workforce. High

That the Queensland Health performance management system be implemented
across the CQHSD. High

That the CQHSD develops a focussed approach to addressing issues that effect
retention of staff including addressing cultural issues. Critical

That all management and vacancies in senior positions within the CQHSD are
advertised and undergo an open merit recruitment process in line with the
Queensland Health recruitment policy. High

That CQHSD review the current training program and consider increasing focus on
programs aimed to improve volume and quality of consumer input, management of

complaints, change management, human factors, teamwork, leadership and
management. High

11
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2.0 Introduction

In April 2008, the Corporate Office of Queensland Health and the Central Area Health
Service (CAHS) requested KPMG to undertake a review of corporate and clinical
governance in the Central Queensland Health Service District (CQHSD).

The impending departure of the current Clinical CEO of the District provided an
opportunity to examine corporate and clinical governance in order to identify:

e areas of strength of the current system; and
e opportunities for improvement.
A broad scope was defined to allow clinicians and staff to raise issues (relating to

corporate and clinical governance) with the review team that they considered to be
relevant.

2.1  Project governance

The project was governed via a project management group that included
representatives from:

e the Executive Director Corporate Services Queensland Health;

e the Acting General Manager, and Assistant General Manager Central Area Health
Service (CAHS); and

« KPMG.

This group met regularly throughout the project, as required by project activity.
Consultation was also undertaken with the Director General Queensland Health.

2.2 Review process

The review was undertaken during April and May 2008. Information used in the
generation of this report came from two main sources — interviews with key
stakeholders which were conducted throughout April and May, and review of relevant
planning and performance documentation provided by CAHS and the District.

2.2.1 Stakeholder consultation

A wide range of stakeholders were consulted as part of the project including
representatives from within the District, Central Area Health Service, Corporate office

12
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of Queensland Health, and relevant external stakeholders including the Chairs of the
HCCs across the District and other representative bodies.

Review team members travelled to Rockhampton, Gladstone and Biloela Hospitals and
consulted identified stakeholders in each of these locations.

In addition, written submissions were invited from staff within the District. A complete
list of stakeholders consulted during the review is included at Attachment A. The report
provides feedback on the perceptions which have been raised by the stakeholders
through this review process.

2.2.2 Document review

In addition to consulting with a range of stakeholders, the review team was provided
with documentation relevant to the District from Central Area Health Service and from
representatives of the District itself. This documentation included information related
to:

» the profile of the District;

e the organisation structure and changes which have been implemented to the
structure since 2006;

e performance;

« financial performance and position;
» workforce;

« safety and quality; and

e delegations.

All documentation was reviewed and, where appropriate, has been incorporated into
this report.

2.3 Purpose of this report

The purpose of this report is to document the findings of the review of the CQHSD, and
to provide recommendations relating to gaps in corporate and clinical governance
which have been identified from undertaking the review. Comments on structural
changes required to bring about improvements in clinical and corporate governance
across the District have been included, where appropriate.

13
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2.3.1 Structure of this report

The remainder of this report is structured as follows:

» Section 3 provides information related to the organisation structure of CQHSD.
* Section 4 provides information related to corporate governance.

e Section 5 provides information related to clinical governance.

e Section 6 provides information related to workforce.

e Section 7 provides conclusions and recommendations.

14
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3.0 Organisation structure

3.1 Overview of the Central Queensland Health Servi ce
District *

The Central Queensland Health Service District (CQHSD) is one of eight health service
districts located within the Central Area Health Service (CAHS). It comprises the local
government areas of Banana, Bauhinia, Calliope, Duaringa, Emerald, Fitzroy,
Gladstone, Livingstone, Mount Morgan, Peak Downs, Rockhampton and Woorabinda
and covers an area of approximately 101,100 square kilometres, most of which is
considered to be remote or only moderately accessible according to the Accessibility/
Remoteness Index of Australia. The area incorporates the former health service
districts of Rockhampton, Central Highlands, Gladstone and Banana (Figure 1).

Figure 1: Central Queensland Health Service District

! Information in this section has been sourced from two documents - Central Area Health Service. Health
Indicators Central Queensland Health Service District 2007. February, 2008; and Central Area Health
Service. CQ cluster — demographic and services profile, January 2008.

15
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3.1.1 Population profile
In 2006, the estimated resident population for CQHSD was 191,311 people. This

figure represents 4.7 per cent of the total population of Queensland. Almost five per
cent of the population of CQHSD is Indigenous.

In comparison with Queensland, CQHSD has:

e similar proportions of males and females;

* a higher proportion of children aged less than 15 years;

e alower proportion of adults aged 65+ years;

* a higher proportion of Aboriginal and Torres Strait Islander people;

* a higher proportion of persons who were born in Australia; and

« asmaller proportion of persons who speak a language other than English at home.
The population is expected to grow substantially over the next 20 years.

The CQHSD is relatively disadvantaged, with an average socioeconomic index for

areas (SEIFA index) of 972.6, compared with the CAHS average of 1,000 and
Queensland average of 991.5.

3.1.2 Health profile

The Health Indicators - Central Queensland Health Service District 2007 publication
highlights the following with respect to the health of the CQHSD population:

e CQHSD has a higher proportion of teenage mothers than Queensland overall,
higher preterm birth rates and higher low birth rates. In addition, there are high
rates of smoking among expectant mothers with smoking amongst Indigenous
expectant mothers more than twice the rate of non-Indigenous expectant mothers.

« CQHSD has higher rates of hospitalisation for “all causes” than Queensland overall.

e CQHSD has higher mortality rates for “all causes” than Queensland overall,
particularly in males. Total avoidable mortality (amenable and non-amenable to
health care) was higher in CQHSD than Queensland overall.

* Hospitalisation for injury and poisoning and diabetes is higher in males and females
in CQHSD than in Queensland overall.

e Hospitalisation for stroke is higher in males in CQHSD than in Queensland overall.

16
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* Hospitalisation for coronary heart disease is higher in CQHSD than in Queensland
overall.

e Mortality rates for CHD are higher in both males and females and for diabetes
mellitus, higher in males, in CQHSD than in Queensland overall.

e The incidence of melanoma is higher in CQHSD than in Queensland overall.

« Hospital separation demand in CQHSD is projected to grow strongly towards 2022.
Much of the growth is anticipated to be in day only activity.

3.1.3 Health service profile

Within CAHS, the hub and spoke model of service networking is used to formally link
services of a lower level of complexity with those of a higher level of complexity. Hub
services serve a larger catchment population to ensure there is sufficient critical mass
to sustain a specialist health workforce. Spoke services generally service smaller
catchment populations and have less supporting infrastructure, relying on hubs to
provide more complex services. Service locations within the CQHSD are shown in the
table below.

Table 1.1: Service locations within CQHSD

Hub Banana Central
Highlands

Gladstone

Rockhampton

Hospitals Biloela Emerald Gladstone Rockhampton
Moura Mount Morgan
Yeppoon
Multipurpose Health Baralaba Blackwater Woorabinda
SIS Theodore Springsure
Community Health Biloela Emerald Gladstone Rockhampton
Mount Morgan
Yeppoon
Primary Health Care Cracow Capella Boyne Valley Duaringa
Dingo (Many Peaks)
Gemfields
Oral Health Biloela Emerald Gladstone Rockhampton
Mental Health Biloela Emerald Gladstone Rockhampton
Residential & Aged Care Eventide
Gertrude E Moore Home
(Yeppoon)
North Rockhampton
Nursing Centre
Birribi (Residential
Intellectually Disabled
Facility)

Within CQHSD, Rockhampton Hospital operates as the hub (214 beds), with smaller
services, particularly hospitals located at Gladstone (55 beds), Emerald (36 beds),
Yeppoon (26 beds), Biloela (25 beds), and Mount Morgan (24 beds) operating as the
spokes. The total number of beds, bed alternatives and neonatal cots, by facility is
shown in the table below.
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Table 1.2: Beds, bed alternatives and neonatal cots, by facility

Bed alternatives Cots for normal

Hub Facility Facility type

neonates
Rockhampton Rockhampton Hospital 214 23 16
Hospital
Yeppoon Hospital 26 5
Mt Morgan Hospital 24
Woorabinda Hospital 8
MPHS
Gladstone Gladstone Hospital 55 11 12
Central Emerald Hospital 36 2
Highlands Blackwater Hospital 12
MPHS 4
Springsure Hospital 12
MPHS 10
Banana Biloela Hospital 25 2 3
Baralaba Hospital 6
MPHS 4
Moura Hospital 10
Theodore Hospital 6 3
MPHS 4

Service capabilities for the larger hospitals in CQHSD are shown in the table below.

Table 1.3: Service capability for larger hospitals in CQHSD according to Clinical
Services Capability Framework classification, February 2008 revision*

Rockhampto Gladstone Emerald Biloela

n(214 beds) (55 beds) (36 beds) (25 beds)

Emergency Services 3 2 2 1
Internal Medicine 3 2 1 1
General Surgery 3 2 2 (VS) 1
Endoscopy Services 2 1 1 -
Maternity Services 3 2 1 1
Anaesthetic Services 3 2 1 1
Coronary Care Units 2 1 - -
Diagnostic Imaging 2 2 2 (VS) 1
High Dependency Units - 1 - -
Intensive Care Units (Adult) 2 - - -
Interventional Radiology 2 2 - - -
Neonatal Services 2 1 1 1
Nuclear Medicine 1 - - -

* Sourced from Central Area Health Service. VS — Visiting service available, capability is only at designated level whilst
visiting service is present

In addition to hospitals, a number of Multipurpose Health Services are located within
CQHSD. These services incorporate acute care, aged care and primary care services
in one location. They operate under a joint State-Commonwealth funding arrangement
which enables staff and resources to be shared across health and aged care services,
thereby enabling the provision of such services in communities that would find it difficult
to sustain separate services.
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Health prevention and promotion services are provided via the CAHS Population
Health Unit which has an office in Rockhampton, and a range of primary, community
and mental health care services is provided from locations across the District.

3.2  Structure within Queensland Health

CQHSD is one of eight districts which sit within the CAHS. CAHS comprises a mix of
metropolitan, regional, rural and remote areas. The CAHS comprises a range of
functions that include clinical and corporate support across the area.

The Area Health Service is also an important link between the Corporate Office within
Queensland Health and each of the Districts - assisting in the development of strategy,
implementation of policy and monitoring of performance.

Perceptions

There appeared to be some confusion on the part of some stakeholders regarding the
role of the CAHS and its responsibilities to CQHSD with respect to governance and
support. The amalgamation into CQHSD has meant that previously autonomous
Districts are now reporting into the newly formed CQHSD, and they may also be
liaising with CAHS.

On some occasions, staff within the hubs reported that they may receive multiple
requests for the same information. Whereas the lines of reporting under the previous
District structure were very clear (i.e. staff reported locally), this is not the case under
the new CQHSD structure.

Given that requests are going directly to staff, there is not always a hub-wide view of
issues — information is not necessarily filtered back through the leadership teams within
the hubs, which means there is not necessarily an integrated response to requests for
information. This can on occasion result in inconsistencies and potential duplication of
effort.

There is a need to map the relationships between the hubs, District and CAHS to
ensure any information or reporting is streamlined and efficient.

The assistance provided by CAHS in improving credentialing was seen as positive and
a value add from CAHS, as was the quality of financial reporting and support that
CQHSD receive from CAHS.

Recommendations

* Review, clarify and communicate relationships and accountabilities between the
CAHS and the District and ensure that processes between the two entities are
operating as efficiently as possible.
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3.3 District structure

Current Situation

The CQHSD was formed in late 2006 when the four districts of Banana, Central
Highlands, Gladstone and Rockhampton were amalgamated. A series of consultation
workshops occurred early in the process to canvass stakeholder views on the new
District structure. A proposed structure for the District was circulated and put in place,
but has not yet been signed off and communicated to stakeholders.

The structure incorporates dual operational and professional reporting lines with most
of the Rockhampton District Directors taking on the CQHSD leaderships roles. Medical
leadership is split with a “coastal” EDMS covering Rockhampton and Gladstone, and a
“rural” EDMS covering Banana and Central Highlands.

Mental Health operates as a District clinical stream and also provides psychiatry
services to the Central West Health Service District.

HCCs are in place within each of the four hubs. Each HCC has a chair and meets
either monthly or bi-monthly. As much as can be accommodated, the HCC meetings
are attended by the Clinical CEO or a representative of the District or hub.

The current District structure is depicted in the figure below.

Figure 2: Current structure of CQHSD

Clinical Chief Executive Officer

[ I I I I I I 1

Executive Director General Manager
Rockhampton Hospital Operations (EDCS)

Exec Director
Primary & Community
Health (Community
Health)

Exec Director
Residential & Aged Rockhampton EDMS Rural EDMS District DON District DON Rural
Care & MPHS

Perceptions

There is a lack of clarity in a number of the reporting relationships within the
organisation structure (across District and hubs) which impacts on efficiency, decision
making and effective governance.

The evolving nature of changes within the structure has led to ambiguity and limited
understanding of responsibilities and accountabilities.

Dual professional and operational roles appear in some instances to have resulted in a
focus on local operational issues rather than a broader strategic focus. The dual
operational and professional lines of accountability generate confusion and create a
perception that there is duplication of reporting, poor communication and diminished
accountability. In addition, there is a lack of clarity for managers, especially in relation
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to reporting relationships and the separation of operational responsibilities within the
hub from accountability to respective District professional leaders (professional
leadership, training, standards).

The current District Executive incorporates key stakeholders from across the major
service delivery and geographic areas but is not the most effective decision-making
forum. The members of this group still need to be represented at the leadership level
within the District; however there is an opportunity to create a smaller senior executive
to deal with some of the strategic issues.

Rockhampton Hospital dominates the District in terms of size, activity and budget.
When considering the District structure, the challenge is to reflect the materiality of
Rockhampton Hospital, but not at the expense of the regional and rural facilities
located within CQHSD.

The role of the HCCs is evolving. The Chairs of the HCCs have reported mixed
experiences in dealing with the respective hubs. The HCCs are still seeking the
appointment of additional Committee members, and they have all expressed a wish to
develop their community engagement strategies. To do this effectively, more
promotion needs to be done to the communities regarding the role of the HCC.

Recommendations

We recommend that Queensland Health develop, communicate and formalise the
District structure. It is not within the scope of this report to recommend a specific
District structure, however we would make the following suggestions for consideration
in any new structure that the District seeks to implement. These should be considered
as key components in any decision on revising the organisation structure:

Overall District structure

e The District Executive should comprise two levels — a senior executive and a
broader Executive. The senior executive would:

- operate as the key decision making group;
- develop the strategic direction for the respective services;
- comprise Clinical and Corporate Services;
- provide oversight of services performance and planning across the District;
- regularly visit locations across the District; and
- be accountable for quality and operational efficiency across the District.
* The broader Executive would include representation across the service streams
(mental health, community health, aged care) and the hubs. This group would be

responsible for implementation of service plans for their respective area/service
based on guidance from the senior executive, and would have budget
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responsibility. Meetings of this group may occur fortnightly or monthly and would
focus on information sharing, operational issues and monitoring of performance.

Queensland Health may wish to consider how to most effectively reflect the
materiality of Rockhampton Hospital, without marginalising the regional and rural
facilities within CQHSD. One option would be to include the Rockhampton hub
leader on the senior executive, and to appoint a leader from the other hubs outside
of Rockhampton to represent these groups at the senior executive level. This has
the advantage of recognising the material nature of Rockhampton to the operation
and results of the District, but also recognising the importance of strategic input
from the facilities located outside of Rockhampton.

The role of CEO would be responsible for:

- overall responsibility for operation of CQHSD;

- development of strategy and policies for CQHSD consistent with Queensland
Health guidelines;

- overall responsibility for effective governance;

- budget management, asset management and CQHSD capital works program;
- quality and safety across CQHSD; and

- stakeholder management.

Clinical Leadership

Any future organisation structure for the District needs to ensure that there is
appropriate medical leadership within the District Executive structure.

Accountabilities and Reporting Relationships

There is a need to clarify operational and professional responsibilities — with
operational reporting at hub level, and professional (education, training,
accreditation) reporting to the respective professional leader at the District
executive level, eg DONs at the hub level should report to the District DON in a
professional sense and to the Hub Manager in an operational capacity.

Accountabilities need to be clarified such that it is clear how the respective
leadership roles work together. An accountability map should be prepared showing

the respective accountabilities of the District Executive, hubs and other senior
Managers within the structure.
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Link to Governance Committees

* There needs to be a direct link between the organisation structure for the District,
and the Committee structure for the District. The structure needs to provide clear
lines of responsibility and accountability for clinical services delivery, financial
management and corporate governance.

* The corporate governance role needs to be strengthened within the organisation
structure. Corporate governance needs to take a more active role than at present.
It should be represented at the highest level of the District structure, and be given
the legitimate authority to be the custodian of corporate governance and to ensure
that there is compliance with agreed protocols, policies and guidelines in respect of
all areas of corporate governance.

Community involvement

* There is a need to provide avenues for clinicians, consumers and community to
have a voice in the planning and management of services. The important role of
the HCCs needs to be reflected within the structure.

Other Recommendations

Other recommendations in respect of the organisation structure and District operation
include:

« Remove District Executive from the day-to-day operation of the Rockhampton
Hospital so that they can focus on strategic issues, planning and governance of the
CQHSD as a whole.

* Formalise reporting lines, accountabilities, roles and responsibilities according to
the new structure.

e Continue to promote the role of the HCC and ensure recruitment of appropriately
skilled members. CQHSD needs to work with the HCCs to develop effective
community engagement strategies and ensure that both the CEO and the hub
operations managers (or their representatives) attend HCC meetings in their
respective areas.

3.4  Relationships

Perceptions

Some stakeholders reported that they thought the CQHSD had a good working
relationship with the local community and local media; however this was not echoed by
all, particularly in the Central Highlands Hub. In this hub, there was concern that the
Clinical CEO being the central point of contact between HCCs and the health service
isolated the facilities and services from the local community.
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There were good networks with the local health community through the Central
Queensland Collaborative. This Collaborative includes the universities, Aboriginal
Medical Services, Divisions of GPs and CQHSD. The Collaborative has a number of
joint ventures and partnerships to improve health services in the region.

There are varied reports on the value of the statewide clinical networks, although
generally they were identified as a positive and important advocate for quality care and
services planning. The Critical Care Network has provided clear direction on
Rockhampton Hospital's role in the provision of intensive care services within
Queensland, given the current availability of ICU beds and existing referral and patient
flow patterns. Rockhampton Emergency Department reported that the Emergency
Clinical Network has provided access to funds to replace outdated and/or much
needed equipment. Reports on the impact of the Rehabilitation Network were less
favourable, with the perception of one clinician that it has done little to improve care for
patients.

Recommendations

e That meaningful partnerships with consumers and community be supported through
clear articulation of responsibilities of executive, management and clinicians in
developing partnerships in policies and role descriptions. That executive,
management and clinicians are supported through targeted evidence based
programs.

3.5 Committee structure

Perceptions

Most stakeholders agreed that there was a need to clarify committee structures and
their role in decision-making. There was a perception that current committee meetings
were more likely to be reporting and discussion forums, rather than decision-making
forums from which concrete actions result.

The District Executive does not function as a decision making group. On occasions,
decisions are made outside Executive meetings, the agenda for District Executive
meetings is not well developed, and papers do not get circulated well in advance. One
participant reported that no list of action items arises out of these meetings.
Recommendation

e« That CQHSD review their committee structure, membership, reporting lines and

relationships ensuring that consumers are represented in a manner consistent with
that outlined in the Queensland Health Consumer Engagement Policy.
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That CQHSD ensure tight business processes around committee meetings and
ensure committees are provided with the information they need to oversight, lead
and make decisions. Also ensure that key decisions are made within the committee
process.

That accountability, relationships and reporting lines between the key District
Executives and the Clinical and Corporate Governance Committees are clarified
and strengthened.

That committee structure includes key District committees with responsibility for the
following functions:

- Services planning - to oversight development of a services plan in line with the
previously developed cluster plan for CQHSD. Identify risks and opportunities,
prioritise appropriately and refer business cases to the Business Planning
Committee.

- Business planning - to oversight development of the District business plan
based on the clinical services plan. Review business cases for enhancement or
contraction of services and make recommendation to District executive.

- Clinical governance and risk - to oversight clinical risk management,
improvement and innovation, credentialing, scope of practice, clinical review,
consumer participation and satisfaction, complaints, compliments and
accreditation.

That District committees have access to the information they need including Key
Performance Indicators (KPIs) and are supported by appropriate committees at hub
and facility level and that lines of communication are in place to ensure bottom-up
and top-down information flows to support decision making and effective
implementation of strategies.
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4.0 Corporate governance

4.1  Delegations and Accountability

4.1.1 Use Delegations of Authority

The CQHSD Delegations of Authority are based on the instruments governed by
Queensland Health delegations. The executive management team provided a
description of the broad checks and controls in place which reflected the use of the
delegations.

Evidence of signatories is maintained within Finance and Supply and is validated prior
to processing requisitions and journals. It should be noted that this review did not
include any evidence-based assessment of the practice of validating authorities.

Current Situation

CQHSD follow the existing policy for requesting changes to the Delegations through
Director General Approval protocols which are open to Health Services every six
months. Management have confirmed that this process is being followed for any
internal changes to the delegations.

Of the two audit reports received as part of this review (Rockhampton Health Service
District Audit- 2006 and Central Queensland Health Service District- 2007), a number
of audit findings identified areas for improvement to the validation of authorities and
certifications. They included:

* instances of lack of certification by line managers of Unit Schedule reports for
payroll processing (2006);

« the need to improve tendering processes to ensure expenditure delegations are
followed appropriately (2006);

e increasing the regularity of reviews of the Finance and Materials Management
Information System (FAMMIS) system profiles and delegations by responsible
officers (2006);

» approvals of pharmaceutical purchase orders by staff at Gladstone Hospital without
the required delegated authority (2007); and

e improvements to the review and updating of release codes for financial and
procurement delegations within the FAMMIS system (2007).
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Perceptions

With regard to each of the audit report findings relating to improvements to
Delegations, District management noted that the improvements were being
implemented. The nature of our review did not allow for any testing of these audit
findings or evaluation of improvements.

Other issues raised during discussions related to the Human Resources delegations.
Examples of possible breaches of delegations protocols were identified, including the
appointment of a doctor at a significant cost over a 12-month period. The appointment
was again extended by the District in 2008.

It was noted that, currently, the Clinical CEO and the EDCS have the authority to
approve new appointments and the creation of new positions.

Recommendation

e That a review be undertaken of current responsible officers holding delegations of
authority in order to clarify and standardise the use of delegated authorities for
Human Resources, Financial and Procurement practices across CQHSD.

e Update and maintain signatory lists across CQHSD and develop a systematic
process for maintaining Financial, Human Resources and Procurement systems on
an ongoing basis.

4.1.2 Approvals and Accountability

Processes employed by CQHSD to promote financial and operational accountability
and control, particularly in the light of declining financial performance, were identified
by management.

Perceptions

It is clear that there has been considerable concern raised by the District Executive
regarding the current lack of clearly articulated accountability practices in place across
the organisation. It was noted that systems which had been employed successfully in
2003 to make middle and lower level managers accountable for meeting performance
targets have largely been dissolved since 2004 and, while the Clinical CEO had
attempted to reinstate systems to make health service managers more accountable for
meeting organisational targets, the organisation structure and culture of each of the
hub organisations had made this difficult.

Within the Rockhampton Health Service (prior to amalgamation), a system had been in
place with accountable officers agreeing and signing business plan targets as part of

the organisation’s Management Directions Agreement. This agreement outlined their
performance targets and budgets for the forthcoming year, and this process was
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described as being an important success factor for the organisation broadly achieving
its key performance targets.

However, this practice fell out of use in 2004. Also, with the release of the Davies and
Forster reports in 2005, the focus shifted away from performance and expenditure
management processes to patient safety issues. This was complicated by the
increasing demand and corresponding unbudgeted activity. The Corporate and Zonal
emphasis over this period until early 2006/2007 also reflected a lessening of focus on
tight budget management. Additional labour and equipment requests were often
approved, without sufficient regard to the available funding. The apparent lack of
emphasis on accountability towards managing the budget and targets has been
attributed to this point in time.

A high level review of resource allocation and budget management systems (the
budget management systems are explained in more detail below) demonstrates a
move away from departmental and unit based management accountability, and a shift
towards more traditional, professionally based reporting lines and decision making. It
was clear that the management of nursing resources and broad hospital operational
issues have shifted to the domain of the nursing executive and that, in most cases,
medical staff have been relieved of operational and budget responsibilities. This can be
problematic given that medical staff are the key cost drivers within the acute setting.

It was also noted that the Executive Director-Medical Services (EDMS) did not play a
major role in the operational directions and performance management responsibilities
of the organisation. It is understood that the EDMS was not engaged in managing and
maintaining control over the external medical staff profile in any substantive way.

Currently, the lack of consistency and processes across the CQHSD has not aided the
Executive’s attempts to introduce greater management accountability in meeting the
wider organisation’s performance targets. The introduction of the Business Planning
Committee which aimed to coordinate operational decision making including decisions
regarding budget and resource allocations, was a positive step towards understanding
and curbing expenditure. However, the perceived value of the committee was
diminished when some authorisations for staff and equipment requisitions bypassed
the committee process.

Recommendation

e That expectations of accountability for budgets and targets for line managers be
reintroduced in line with Queensland Health Service Agreement Business Rules.

e That approvals processes be reviewed and streamlined to ensure processes and
signoffs are efficient, responsive and add value to organisational accountability.

e That expenditure review committees, similar to those that were in place for the
introduction of new expenditure for consumables, prosthetics, capital equipment
and technology, be reinstated at CQHSD. The committees should be chaired by a
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member of the District Executive team in order to coordinate, control and improve
accountability for the introduction of new expenditure across the whole of the
organisation.

4.1.3 Budget Management systems

Current Situation

The key characteristics of the current budget build up processes have been broadly
defined as follows:

« At an organisational level, the global expense budget is reconciled back to the total
expected revenue funds (Government and non-government revenues) for the year.

e At a hub or hospital level, attempts are made to set expenditure budgets against
“funded” line items and activity. In the event that additional activity is funded
through government grants, the marginal increase in funding is apportioned across
the hub sites based on a proportion of activity (in most cases on the proportion of
WAUSs per hub). In effect, the top down budget allocation is based on previous
years’' expenditure budget allocation adjusted for any additional activity based
apportionment.

e At a department or line management level, each Hub General Manager is
responsible for approving the detailed budget allocation based on the top down
budget set by the District Executive. Where there is a difference between the top
down budget and the sum of cost centre budgets, a negative expenditure line item
is calculated and assigned to a centralised cost centre. This reflects the difference
between the inflated budgets submitted by cost centre managers and the top down
budget amount agreed for the hub by the District executive. For 2007/08, a total of
$7m was accounted for as a negative expenditure budget line item to bring the
expenditure budget in line with approved funding targets.

« Nursing budgets, which make up the largest budget expense items of CQHSD, are
developed using the Best Practice Framework (BPF) resource allocation system in
Rockhampton and Gladstone. Other nurse staffing budgets are historically based
and built locally. It is noted that the recent Enterprise Bargaining Agreement 6 has
significant implications regarding nurse staffing as it requires the BPF to be applied
across all sites.

e Overall, the expenditure budget developed at cost centre level is based on a
notional funded allocation. “Funded” staff positions are budgeted for, whereas
unfunded appointments are excluded from budget builds. This means that the
budget rarely correlates with the real underlying expenditure of the organisation.
Two significant expense items in particular are not accounted for in the budgets; the
cost of the additional 22 unfunded beds at Rockhampton Hospital and external
medical locum costs. This means that, for meaningful management reporting
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purposes, the budget systems do not provide any realistic correlation to the
underlying expenditure base.

From a monthly reporting and accountability perspective, budget management
reports reflecting actual expenditure against budget are issued to line managers on
a request basis only. Some cost centre managers are more engaged in regularly
reviewing monthly financial performance than others.

As explained in more detail below, the CQHSD executive has undertaken a review
of the total Districts’ underlying financial running rate and has identified up to 18
financial improvement strategies aimed at ameliorating the projected results. It was
not possible to identify the extent to which these financial improvement strategies,
particularly those relating to cost savings, were incorporated within line managers’
cost centre budgets for monitoring purposes.

Perceptions

Shortcomings of the current budget processes have contributed to the poor financial
performance of the organisation. Improvement to the budget process and systems will
be required to assist with delivering improved financial performance of CQHSD.

A number of issues have been raised regarding CQHSD’s budget process. These
issues devalue the use of expenditure budget reports for monitoring and accountability
purposes and compromise the ability to monitor against the organisation’s real
underlying position. The more significant concerns relate to:

expenditure budgets are unrealistic and often unrelated to the real levels of
underlying expenditure due to the significant unfunded bed capacity at
Rockhampton Hospital and the accompanying unfunded patient activity resulting;

the use of negative budget amounts held in central cost centres which overstate
line managers departmental budgets;

the disconnect between line manager expenditure budgets and the District's
financial improvement strategies; and

the lack of a process for regularly monitoring budget performance of line managers
is not assisted by the current lack of a formal budget performance and management
agreement between the CEO and Health Managers which specify approved
Budget, activity and FTE levels.

Recommendations

Improve the link between the CQHSD'’s overall financial targets and line managers’
cost centre budgets, by fostering a greater level of involvement and ownership of
the whole organisation’s budget position by all line managers.
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e Cease the use of negative budget line items in centralised executive-level cost
centres.

e Use cost centre level budgets and reports as a tool to manage to realistic financial
goals. Budgets need to include all reasonable underlying costs which are offset by
the cost reductions identified in CQHSD’s savings strategies.

« Introduce greater rigour and regularity for budget management accountability as
part of the organisation’s performance management framework. Budget meetings

should be held at departmental, hospital and the broader organisational level
across CQHSD.

4.2  Organisational performance

This section provides a high-level overview of CQHSD’s current operating performance
in terms of underlying activity, access and financial performance results.

4.2.1 Activity

Current Situation

Table 4.1 provides an overview of the trends in key activity indicators (in separations,
WAU and Emergency Department presentations) across CQHSD and, in particular the
Rockhampton Hospital as main driver of the District’s activity.
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Table 4.1: Trends in activity for CQHSD and Rockhampton Hospital

Notes to table 4.1: Figures sourced from CQHSD data. Projected data has been calculated using data up
until May 2008 divided by 11 months and times by 12 months. DSS Panorama also has some issues at
this point in time with WAU calculations. Some differences have been noted against Corporate information
systems.

The most significant trends in CQHSD activity are:

* An initial increase in patient separations activity at Rockhampton hospital in 2005
and 2006 (up four per cent and nine per cent respectively in separations and six per
cent and 12 per cent in terms of WAU throughput) which coincided with
management’s decision to open 22 additional medical, surgical and ED observation
beds to cater for demand. Separations activity has since stabilised, with
Rockhampton Hospital projections reflecting only a small estimated increase (0.8%)
in comparative separations for 2008, even though WAU figures are expected to
increase by over five per cent.

e The increase in WAU activity (also reflected by an increase in the average WAU per
separation) was predominantly the result of increased emergency presentations (up
by just over nine per cent).
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* Orthopaedic surgery activity (predominately trauma) has experienced the most
significant growth over this period, making up a considerable share of the increase
in WAU activity for the hospital (Orthopaedic surgery WAUs have increased by
33 per cent and 10 per cent in the past two years and are predicted to increase by
15 per cent in 2007-08).

¢ Continuing increase in emergency demand at Emerald, Gem Fields, Moura and
Biloela.

Other key aspects to CQHSD'’s activity performance were derived from CAHS March
2008 reports which show that, at a District level, total WAU throughput is currently
operating 18 per cent (5200 WAUS) above target. CQHSD Management expects the
WAU variance to be approximately 19 per cent over the activity target by the end of the
financial year.

Perceptions

CQHSD management indicated that the current overruns in activity and related budget
impacts, have been raised and discussed with Queensland Health at Corporate, Area
and previously at Zonal level over the past 3 years and funding has been sought on a
number of occasions to address this unfunded activity

4.2.2 Access

Current Situation

Access indicators measuring the ability of the CQHSD to respond to Emergency and
Elective demand is monitored on a monthly basis and compared to other Districts’
performance in the CAHS region. The key outcomes from March 2008 CAHS
scorecard reports show that CQHSD failed to achieve the region’s waiting times
incentives payment scheme in any of the parameters. Also, performance for the March
quarter also fell below the comparative average levels of performance across CAHS.

In terms of emergency access indicators, in May 2008:

e 75 per cent of emergency patients requiring admission were admitted within the
eight hour target (fourth highest of the region);

e 95 per cent of triage category 1 patients were seen within the required time against
a target of 100 per cent (sixth highest for the region);

e 63 per cent of triage category 2 patients were seen within the required time against
a target of 80 per cent (seventh highest for the region); and

« 59 per cent of triage category 3 patients were seen within the required time against
a target of 75 per cent (seventh highest for the region).
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For elective surgery access, in May 2008, there were 178 elective surgery category 2
patients waiting longer than clinically recommended.

Perceptions

Management stated that access to services was impacted by extraordinary increases
in winter emergency demand which affected Rockhampton Hospital in April 2005.
Since that time, demand has remained at the Rockhampton Hospital constant and this
led to the decision to open an additional 22 (unfunded) beds. While these beds have
remained opened since 2005, the expected benefits on performance indicators have
not been realised as expected.

Rockhampton Hospital recently commenced daily bed management meetings to try

and improve patient flow; however some stakeholders were of the opinion that there
were a number of opportunities to further improve the management of inpatient beds.

4.2.3 Financial performance

Financial trends to 2007

A broad analysis was undertaken of the CQHSD financial results as a trend against
prior years (Table 4.2) and also against April 2008'’s year to date budget result.

Current Situation

Table 4.2 presents a summary comparison of the financial results on a year on year
basis. This information was sourced from “Central Queensland Expenditure to budget
by Financial year”, a document provided by CQHSD.

Table 4.2: Yearly comparison of CQHSD expenditure results

Bud
var Bud
Actual % Actual Actual var % Actual

Labour Expenses 119,800,086| 1%)]126,134,975| 1%| 145,759,556| (2%)|172,611,456| (6%)
Change from previous year 4% 5% 16% 18%
Non Labour Expenses 41,072,119|(3%)| 45,632,481 1%| 52,832,404| (5%)| 56,067,812](11%)
Change from previous year 14% 11% 16% 6%
Total Expenditure 160,872,205|(0%)|171,767,456] 1%| 198,591,960| (3%)| 228,679,268| (7%)
Change from previous year % % 16% 15%

A number of key points were assessed from the yearly comparison:
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* In 2004 and 2005, prior to aggregation of the CQHSD, expenditure increased at a
steady rate of seven per cent per annum. The budget variance results reflected
minimal variance which suggests expenditure increases were anticipated and
funded.

« District expenditure levels, particularly labour costs, have increased more
substantially since 2006. In 2006 and 2007, total expenditure increased by 15 and
16 per cent respectively. These increases reflected unfavourable (unfunded) budget
variances of three per cent and seven per cent over these two years.

* Budget variance results for the District reflected a $5m unfavourable variance
against the agreed budget in 2006 and a $15m unfavourable variance against
budget in 2007.

e Labour expenditure increased by 16 per cent in 2006 and 18 per cent in 2007. The
main increases in labour expenditure were attributed to:

- medical costs increasing by 24 per cent in 2006 ($5.6m) and 58 per cent
($12.6m) in 2007;

- nursing costs increasing by 10 per cent in 2006 ($5.9m ) and 15 per cent
($9.5m) in 2007;

- managerial and clerical administration increasing by 12 per cent ($1.4m) in 2006
and 14 per cent ($1.9m ) in 2007; and

- separately, agency expenditure increased by 139 per cent ($0.2m) and 270 per
cent ($1.0m) over 2006 and 2007 respectively.

e Labour expenditure was significantly affected by the Enterprise Bargaining
agreement implementation and the premium cost of medical locums.

« Non-labour expenditure increased by 16 per cent in 2006 and six per cent in 2007
with the more significant increase experienced in patient related expenditure and
travel.

From CAHS performance reports, it was also noted that the average cost per WAU for
Rockhampton amounted to $4,217 per WAU, $271 higher than the CAHS average
($3,946) and the sixth highest cost in the area. It is, however, acknowledged that there
is considerable difference in the type and locality of the comparative health services
making up the area and that these cost comparatives do not adjust for these
differences.

Perceptions
The main contributing factors for the increased expenditure have been attributed to
increased demand and capacity of services. However, inpatient activity for the District

over this period increased by 4 per cent and 2 per cent respectively. Even the
Rockhampton hub, where most of the expenditure increases were incurred due to an
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overall increase of 22 beds over this period, experienced increases in inpatient activity
of eight per cent and two per cent over the same period, considerably lower than the
proportionate increases in costs.

Other reasons for the cost increases have been attributed to increases in locum
medical staff, particularly since the EMPSA locum consortium commenced operations.

A further, more fundamental issue arising from discussions has related to the impact of
a general change in the attitude of management and clinicians towards cost
management, particularly at Rockhampton. Since 2005, there has been a perception

that finances are less of a priority and that a more liberal approach to spending was
allowed in light of patient safety considerations.

4.2.42008 financial forecasts

Current Situation

Table 4.3 below provides a summary of the year to date results for CQHSD as at the
end of April 2008.

Table 4.3: 2008 year to date as at the end of April 2008*

2008 YTD April

Budget  Bud var
Actual Budget Variance %

Labour Expenses 167,177,302 155,033,568] (12,143,734)  (8%)
Non Labour Expenses 54,603,086 41,588,714](13,014,372) (31%)
Total Expenditure 221,780,388 196,622,282| (25,158,106) (13%)

*amounts exclude depreciation

As at the end of April, the year to date operating results for CQHSD reflected a $25m
unfavourable variance against the agreed Queensland Health budget. An analysis of
the results identified the main variances to be in:

» labour expenditure, with the most significant budget variances in medical ($13m, 58
per cent negative variance) and nursing ($4.2m, 6 per cent negative variance);

« non-labour expenditure where the greatest variances are in agency expenditure
($700k, 155 per cent unfavourable), clinical supplies ($2.4m 33 per cent
unfavourable), pathology charges ($1.4m ,32 per cent unfavourable), travel
expenditure ($1.9m, 41 per cent unfavourable); and

36

% & & ! % #



Queensland Health

Review of Central Queensland Health Service
District

Government

September 2008

« the “Other expenditure’ line item holds the negative budget used to balance the
CQHSD’s budget position back to the agreed Queensland Health budget. The
impact of the $7m negative expenditure line item variance has impacted the April
results by masking a $5.5m, 184 per cent negative variance from the monitored
budgets.

Perceptions

The unfavourable variances reflected in April's financial results have been mainly
attributed to the current overruns in unfunded patient activity (estimated at $19m) as
well as the excess in external medical locum costs (estimated at $7m ), both of which
were not budgeted for in the 2007/08 management accounts.

Based on the April results, management has forecast the end of year budget result to
be $27m unfavourable.

4.2.5CQHSD Financial improvement program

As part of the CQHSD budget review process, an assessment was made in September
2007 to determine the entity’s underlying financial operating result. Based on these
projections, it was calculated at the time that the estimated financial shortfall was
$20.3 million between the negotiated budgets provided by Queensland Health and the
CQHSD operating result. The estimate was calculated based on the operating results
of the previous year, anticipated adjustments to funding and projected cost increases
(expected to be incurred mainly from growth in activity and external medical locum
expenditure). In May 2008, the estimated shortfall increased to $26.6 million.
Projections relied on the achievement of proposed reductions in Medical and Nursing
locum costs which were being incurred at a premium cost.

Current Situation

In response, the District Executive, through advice and consultation with Queensland
Health, coordinated and prepared the CQHSD Budget strategies Action Plan — 2007/08
to ameliorate the budget result. A total of 19 strategies were identified in the plan.
Table 4.4 provides a broad outline of the strategies and an estimate of the full year
effect to be derived from them.

The strategies have been categorised according to whether they achieve benefits
through cost reduction, revenue maximisation, operational efficiency or tightening

management control. Assuming all strategies achieved their target, a total of $6.9m
was identified in quantified benefits on a full year effect basis.
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Table 4.4: Summary of CQHSD financial improvement strategies

Estimated Full
Summary of financial improvement strategies year effect of
strategies

CQHSD

reference

Cost reduction strategies

1.06 Control Clinical Support Service Charges i.e. Pharmaceuticals, Radiology, Pathology) 250,000
1.07 Extend Christmas Closure at Rockhampton Hospital tha]
1.08 Rural & Remote Nursing Relief program to be cost neutral 130,000
1.09 Decrease agency nurse utilisation across District 350,000
1.10 Decrease use of locum medical staff 2,000,000
1.11 Optimise mix of nursing staff 350,000
1.12 Decrease staff travel and conference costs 100,000
1.13 Decrease rate of growth of Patient Travel Costs tha]
1.14 Review current housing arrangements tha|
1.15 Review Inventory Levels tha]
1.16 Review Renal Costs thal

Management control strategies

No further standard FTE increases (including externals and overtime FTES) until the

1.01 district is returned to balanced budget position. i
1.04 Establish Single Point of Accountability for Rockhampton Hospital -
119 Budgets to be aligned with decision makers to ensure greater accountability for the budget 1

variance at District Executive.

Efficiency improvement strategies

1.03 Improve efficiency of Operating Theatre and Surgical Wait List 602,000

Revenue Maximisation strategies

1.02 Outsourcing of patients at Rockhampton Private Hospitals to be reduced. 1,728,000
1.05 Increase Own Source Revenue 1,385,000
1.17 Reduced occupancy of State Funded beds at District Nursing Homes and Hospitals. tha
1.18 Longer term options tha

Total identified value of strategies 6,895,000
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Perceptions

From discussions with the CQHSD Executive, the strategies which have had the
greatest impact on year to date performance relate to:

» greater controls imposed by the Clinical CEO on the use of external locum staff with
projections from the Clinical CEO that the District would move from having 33
locums in place down to only 10 by 30 June;

» the holiday period wind-down of elective activity; and
e controlling increases in FTE.

It is also noted that some of these strategies will have a negative impact on access
targets. For example, increased elective surgery shutdown will negatively impact
elective surgery performance that is already outside targets.

It was the view of management that the impact of the budget savings strategies has
started to show positively in the year to date financial results, with the projected
underlying results now reducing from the initial $30m estimate to $27m deficit on a
comparative basis. However, without an opportunity for further analysis of the financial
results, this could not be validated.

Recommendations

e That a business planning and budget setting framework be established for CQHSD
with District Executive input, ownership and support.

e That a more systematic approach to allocating responsibilities and savings targets
for financial improvement strategies across CQHSD line management be taken with
the aim to return the District to a sustainable break even budget position within the
next two to three years.

4.3  Non-clinical support services

Current Situation

Non-clinical and corporate support functions for CQHSD are principally managed by
either the Executive Director of Corporate services (EDCS), facility DONs in rural
areas, business service mangers at each of the hubs (often a dotted line responsibility
between both) or centrally as part of the Shared Services Provider model (the SSP
model is explained further in the next section).

39

% & & ! % #



Queensland Health

Review of Central Queensland Health Service
District

Government

September 2008

The EDCS role resides within the Health Service District Executive and has primary
responsibility for:

« Finance (management accounting);

« Human Resources (Industrial Relations and Human Resources strategy);
e Business Analysis and Decision Support unit (BADS);

e Health information management

e Occupational Health and Safety;

e Oversight of the Shared Services Provider arrangements;

e Capital development project office; and

e Oversight (dotted line responsibility) of non clinical District services including :
- Business Service Managers — Dotted line with Hub General Managers;
- Food services;
- Hotel, Housekeeping and Environmental services;
- Fire safety;
- Ward based patient services assistants; and
- Travel and fleet management.

- Building Engineering and Maintenance

Perceptions

With regard to the performance of corporate functions, most services were seen to be
performing well. However, a number of the corporate functions, particularly those
relating to the provision of management information (Finance and BADS), were
considered too under-resourced to provide the level of support required to assist with
management needs across the organisation. Reporting systems are being
implemented which could aid line management with improved target setting, budgeting
and performance monitoring of the District, but current staff resources are considered
to be too stretched to be able to provide this service.

Since the formation of the CQHSD, the EDCS has sought to identify opportunities to
improve the coordination and economies of scale of corporate and non clinical support
services across the hub services. It was clear from discussions that previous attempts
to centralise services had been difficult to achieve due to:

« the geographic nature and distance of services;
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« the relatively small size of a number of the functions;

e industrial relations difficulties encountered on previous attempts (an attempt to
consider centralisation of food services was met with considerable tension from
employee representatives);

» cultural differences between the hubs; and
e ageneral lack of a business imperative to consider synergies across the hubs.

As an alternative to centralising services, attempts are being made by the EDCS to
consider standardisation and process improvement strategies across the various hub
based functions.

Ultimately, the current arrangements of dotted line responsibility for non-clinical health
services between the EDCS and the Hub General Managers have the potential for
creating confusion regarding responsibility and direction for non-clinical services and
were further exacerbated by there being no clearly defined and endorsed district
structure. This is likely to impact on the service delivery and performance of these
functions.

The role of EDCS is a critical input to corporate governance across the District. There
were perceptions by some stakeholders that more needs to be done by this role to
ensure greater compliance with corporate governance protocols and Queensland
Health policies and guidelines. The EDCS also plays a critical role in budget
management and working with the Executive to bring about greater ownership by Line
Managers of the budget responsibilities that they have however there is some
resistance to this.

Some frustrations have been expressed by the EDCS about the ability to influence the
decision-making process with some decision being made outside the Committee
processes.

Recommendation

* Review the structure of the Corporate Services area to enable improvements in
CQHSD’s clinical and operational performance, e.g. some services currently
coordinated through the hubs may be more effectively managed under an EDCS
role.

« The EDCS role should be clarified, and consistent with the recommendations
regarding organisation structure. This role needs to be given the authority to
enforce compliance.

e That clear lines of responsibility and accountability for corporate governance be
established.
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4.4  Shared Services Provider (SSP)

Current Situation

The Shared Services Provider (SSP) model has been in operation across Queensland
Health since 2003 and originally included the full provision of financial, information
technology, human resource, payroll and supply and procurement services on a
centralised basis.

In the last 12 months, the structure and function of the SSP has changed, and a
number of key components of existing services have been redirected back to health
services. Functions which are now being provided at the health service level include
management accounting functions, industrial relations and human resources strategic
responsibilities.

Perceptions

The view from CQHSD was that the separation of certain components of finance and
human resources functions back to the health services has created uncertainty
regarding the delineation of roles and responsibilities of SSP and CQHSD. Any
previous goodwill that had built up with the SSP is now seen to be lost with the
tensions arising from the uncertainty of the roles.

Since 2006, a central Queensland Health Corporate Agreement has been in place with
the “Corporate Purchaser” i.e. Corporate EDCS and QHSSP. The District is unable to
have a formal local agreement as performance and KPIs are determined at State/Area
level

There was universal agreement from CQHSD staff on the poor performance of payroll

services with a variety of stakeholders providing a range of examples of inefficiencies
and errors in payroll and an apparent inability of the service to correct these errors

Recommendations

That QH initiate strategies to improve performance of SSP services and particularly
payroll services.

4.5  Capital planning

Current Situation
Capital planning for CQHSD redevelopments is managed through existing centralised
CAHS project control functions. While requests for redevelopment funding are initiated

through the submission of a standard business case by the CQHSD, most of the
activities for managing stakeholders, building companies and consultants are seen to
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be controlled through CAHS processes. CQHSD maintains a project officer position
which reports to the EDCS and is responsible for providing a central point for site
coordination, service commissioning and CQHSD representation at project control
group meetings.

Perceptions

The process for managing and coordinating capital redevelopment projects was
portrayed as operating relatively well in terms of the clear lines of responsibility
between the CAHS and CQHSD roles. However, it was pointed out that CQHSD is
often informed of issues and progress on project developments third or fourth hand,
whereas engaging them at an earlier stage of the project control process may be more
effective.

4.6  Strategic directions

Current Situation

The Clinical CEO facilitated a number of workshops early in the amalgamation process
to consult on future directions for the new CQHSD.

Perceptions

Strategic plans and ideas developed during the consultations do not appear to have
been formalised to any great extent or taken out for further consultation within the
health services and with the community. There appears to have been significant
thought and development of strategy by the Clinical CEO, some members of the
District Executive and senior medical staff; however these are not yet reflected in
service and business planning.

A Nursing Services strategic and operational plan has been developed and significant
progress made towards implementation however the plans are focussed on nursing
and do not have a service wide purview.

Recommendation

« That key stakeholders from Queensland Health Corporate Office, the General
Manager of CAHS and CQHSD develop a consensus agreement on the present
and future role of CQHSD and Rockhampton Hospital and communicate that role
and expectations regarding services to be delivered clearly to CQHSD staff and
other stakeholders. In doing so, this should be considered in the context of the
existing cluster plan and the service level agreements between CAHS and CQHSD.
This process should consider the population profile and health needs, available
budget, workforce availability and requirements for sustainability of services,
including service co-dependency.
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4.7  Health services planning

Current Situation

District Executive has been directed to develop service plans for their relevant areas by
the Clinical CEO. The District wide service planning process has commenced within
some clinical areas.

Perceptions

There does not appear to be a shared understanding of the role of Rockhampton
Health Service now and in the future within the CAHS and Queensland Health as a
whole. Until this is clearly articulated at a senior level, realistic service planning will not
necessarily address the issues at hand. Absence of a clear and shared vision
regarding the role of Rockhampton Hospital make it more challenging to balance
issues related to planning services, addressing population need and delivering services
within budget, while managing the ongoing crisis in workforce availability.

There also appears to be limited involvement of the community and consumer
perspective in the health service planning process. This was, however, difficult to
substantiate given that the planning process appeared to be in the early stages.

Recommendation

e Service plans should be developed in line with an agreed strategic plan. Service
plans should incorporate a systematic approach to demand management to ensure
that services are responsive and facilitate the delivery of evidence-based demand
management strategies.

4.8 Risk management

Current Situation

It was noted that implementation of a risk management function occurred in the
Rockhampton Health Service District in 2003/2004, and included development of
facility and District Risk registers, which remained in place until 2006. A new risk
management information system (IRM) was implemented in Rockhampton Hospital in
late 2007 with plans for it to be rolled out across the District. The IRM system provides
a technology platform for an integrated risk management system and includes work
health and safety, finance, HR and clinical risk within its scope.

When the IRM system was implemented, seven people were trained in its proper use.
There was a significant delay between the provision of training and implementation of
the system. When implementing the IRM, all risks were transferred directly from the
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previous Excel-based risk register. There are currently over 3,000 risks listed on the
IRM Risk Register, many of which have no specified owner, assessment of severity or
mitigation strategy.

There are currently 17 significant issues listed within the significant issues register.
These include workforce, infrastructure maintenance and clinical issues that present
significant risk to the organisation. These risks do not, however, appear to have been
derived from the IRM risk register.

Perceptions

There appears to be limited understanding of the underlying principles of an integrated
risk management system and how to use risk management and the IRM in day to day
management of clinical services, service planning and budgeting. Current use of the
risk register is flawed, with anecdotal evidence that risks are not managed or actioned
and timelines for action are not used appropriately. It appears that Nurse Unit
Managers or facility DONs have the greatest ownership of the Risk Register and that
they do use it. However, the risk register is not used to escalate risks, and there is a
perception among some stakeholders that use of the system is a waste of time.

Within Banana hub, it is acknowledged that the risk management systems and

reporting of risks needs to improve. In response, the Rural DON has commenced

implementation of a paper-based system as an interim measure until IT systems

become available.

It was noted that the CQHSD has arranged for an expert in the area of risk

management to assist in improving the functioning of the system.

Recommendation

e That the Risk Management system be re-implemented and all middle managers
receive training in the principles and processes of a functioning integrated risk

management system as well as the use of the information technology tool.

« That implementation and proper use of an integrated risk management system be
incorporated into performance agreements with unit and facility managers.

4.9  Complaints management

Current Situation

There is a District Complaints Manager whose role also includes the operational
management of complaints in the Rockhampton hub. Complaints are currently
managed on a hub basis with a 0.5 FTE complaints management position in the
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Gladstone and Central Highlands hubs. In Banana hub, complaints are managed by
facility DONs. A complaints management information system (PRIME CF) is currently
being implemented across the District.

Delays in acknowledgement of, and response to, complaints have on occasion caused
an escalation by complainants to local MPs, the Minister or through pursuit of medico-
legal avenues of redress.

Perceptions

There was concern among some stakeholders that there is limited understanding of the
important role of complaints in providing valuable consumer feedback on the services
provided, or the negative impact that a high volume of complaints can have on
organisational culture and the retention of staff although this may vary across the
District.

Currently the complaints management system is reactive, and it was reported that
there is little education of middle managers and clinical staff on proactive responses to
empower patients to provide feedback, and the importance of responding quickly and
appropriately to complaints. Key staff leading the response to complaints do not
always receive adequate training in complaints management, dispute resolution, or
open disclosure.

Recommendation
e That CQHSD reviews the current complaints management system, including
delegation of responsibility, staffing and training of those who are responsible for

managing the complaints resolution process.

« That consideration be given to train all clinical staff in complaints management and
effective strategies for responding to complaints.

« That CQHSD expand the complaints management process to facilitate increased
consumer participation in improving service delivery.

4.10 Leadership

Current Situation

Results of the “Better workplaces” Queensland Health Staff Opinion Survey September
2007 (QPASS) survey question relating to Trust in immediate supervisor was reported
in the desirable band for all work locations except Banana hub where it was reported in
the middle band. There have been a number of responses to this, including a program
to enhance the skills and capabilities of managers in the Banana hub was initiated by
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the Rural DON. Other initiatives to address issues identified in the QPASS survey are
being carried out through District Executive and middle management.

There has been significant improvement in medical leadership over the last two years
and improved engagement of medical staff within the management of the CQHSD. This
is particularly apparent within Rockhampton Hospital where recruitment to key
positions such as Director of Surgery, Director of Orthopaedics, Director of Emergency
Department and Director of Intensive Care has increased stability and established a
base on which to build the capacity of the medical staff to drive improvements in
service delivery and clinical care. There are continuing issues for the Departments of
Medicine and Anaesthetics where long-term incumbents have been acting in the
Director role. Challenges remain in Banana Hub with respect to medical leadership
and connection between medical staff and the executive although it should be noted
that the CCEO provided a direct access point for medical staff.

Professional leadership of nursing is provided at a district level by the District DON and
the Rural DON. At facility levels, leadership is provided by DON positions. The District
Nursing Executive comprises 17 members and includes all Nursing Directors
(responsible for divisions) and all Directors of Nursing within the District.

Formal Allied Health leadership was established by the Clinical CEO through the
development of Director positions in each of the allied health disciplines.

Perceptions

The Clinical CEO has provided leadership and vision in the development of sustainable
clinical services and the amalgamation of the four Districts. There is a view that some
members of the District Executive have not been effective in leading the cultural and
organisational change required to deliver the improvements in the quality of clinical
service delivery and efficiency. This may have been hampered by the limited
effectiveness of the District Executive as a forum for robust debate and decision-
making.

There appears to have been an improvement in medical leadership and engagement in
organisational activities that has been driven largely by the Clinical CEO and the
appointment of permanent staff to key department head positions. The continuing
shortfall in senior medical officer capacity (particularly in the areas of medicine,
emergency medicine and surgery) and heavy supervision load of Overseas Trained
Doctors (OTDs) create significant time pressure on existing permanent Senior Medical
Officers and medical department heads.

District-wide medical leadership has been hampered to some extent by the lack of
clarity and formalisation of District roles for some positions. While a District-wide
purview is implied within Rockhampton medical department heads, in most instances,
this does not seem to have been formalised and incorporated into job description roles
and responsibilities.
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A number of stakeholders commented on a lack of leadership from the both the
Rockhampton and Rural DMS. Examples include the ad hoc approach to the induction
of new SMOs, with the EDMS taking weeks to meet with the new Director of ED. It was
also understood that medical leadership was a particular issue for the Banana hub.

The Nursing Executive meetings were perceived by some members to add limited
value, particularly for some rural participants who thought meetings were Rockhampton
focussed and did not adequately address the needs of CQHSD nursing services as a
whole. Discussions and outcomes from nursing executive are not shared among key
stakeholders outside the executive, creating a perception of separation of nursing
business from the overall business of the District.

The Nursing Director of Medicine at Rockhampton Hospital has provided leadership in
establishing a process of review and improvement in services and has worked to
address nursing workforce issues through the introduction of alternate workforce
models which also appears to have assisted in recruitment and retention.

There has been a significant increase in the leadership capability within Allied Health
with the creation of the Director positions, although there appears to be some room to
further increase the input of allied health into health services management.
Representation of Allied Health at Executive level is through the Executive Director,
Mental and Allied Health Services.

Recommendations

« That members of the District Executive who require skills and knowledge
development to increase performance are offered professional development,
coaching and mentoring where appropriate. .
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5.0 Clinical governance

The review of clinical governance within CQHSD was limited due to the timeframe
available for the review. For the most part, comments from stakeholders could not be
verified, and there was no capacity to determine compliance with key Queensland
Health Policy relating to the quality and safety of care, such as the Health Quality and
Complaints Commission’s Quality of Health Services Standards, 2007.

5.1 Clinical governance committee

Current Situation

A number of safety and quality systems and processes are in place across most of the
CQHSD, including incident investigation, clinical audit and death review. There is a
District Clinical Governance Committee which has been established to oversight:

¢ clinical audits;

« clinical risk management (including incident management);

e clinical improvement; and

» staff credentialing, privileging and competency.

The Committee also has responsibility for the implementation of strategies and
recommendations from the above activities and from its sub-committees.

The Clinical CEO had developed a strategy for Clinical Governance with the creation of
a Director of Clinical Governance and Workforce Development position, however
despite two attempts; the District has been unable to recruit to this position.

A CQHSD Clinical Governance Integration plan was also developed which identified a
number of actions required to successfully integrate and manage quality and safety
activities across the CQHSD. The plan was last updated in March 2007 and, at that
time, progress had been achieved on some items, however many appeared to still be
outstanding.

Perceptions
The difficulty in recruiting to the Director of Clinical Governance position has created a
number of significant challenges for the CQHSD in implementation of its safety and

quality agenda. There were a number of issues identified with governance of safety
and quality. There was a perception that, in general, clinical governance and the
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underlying safety and quality systems are reactive, focussing on responses to clinical
incidents, rather than having a balanced reactive and proactive approach. However
there were exceptions to this which are outlined in Section 5.3.

There were barriers to key clinical governance functions operating effectively or
efficiently, including issues with the effectiveness of committees and unclear roles and
reporting lines in relation to safety and quality. In particular, documentation provided to
the review team suggests that credentialing and scope of clinical practice activities are
sub-optimal and that the response to identified safety and quality risks needs to be
improved.

Concern was expressed that the CQHSD Clinical Governance committee did not
function effectively as an oversight and assurance mechanism. The Committee was
also thought to be Rockhampton-centric and there was not true representation from the
hubs (by reason of the high proportion of Rockhampton-based participants). There also
appeared to be limited reporting down to operational managers of the outcomes of
meetings and action items. Issues with performance of the Chair of the Clinical
Governance Committee have resulted in this role being taken on by the Executive
Director Rockhampton Hospital.

There was patchy knowledge, understanding and skills in the area of patient safety and
clinical risk management, with the majority of corporate knowledge and expertise
resting in a small number of patient safety officers. Operational and professional
managers appeared to take limited ownership of quality and safety issues and risks.
This was demonstrated by delays in response to audit results and the implementation
of recommendations from incident investigations.

Recommendation

e That clear lines of responsibility and accountability for clinical governance program
and associated activities be established. That opportunities to build on the
structures and processes to address safety, quality and risk already put in place
within the Banana hub be explored.

5.2 Culture

Perceptions

One of the strengths identified by stakeholders during the review was the commitment
of staff and the executive to CQHSD and the services within which they work.
However, there also appeared to be a local culture, particularly at Rockhampton
Hospital, in which stakeholders reported that there was a resistance to change and a
lack of responsibility for issues. There was concern that there was a focus on
bureaucratic procedure and rules, rather than on patient care and support for clinicians
in providing care.
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5.2.1 Just and open culture

Current Situation

The QPASS indicated that 35 per cent of staff within CQHSD had experienced harmful
behaviour in their workplace in the past six months. Of these staff, 40 per cent did not
report the harmful behaviours. The primary reason for not reporting the behaviour was
the belief that no action would be taken (27.1 per cent of responses).

In addition, 38 per cent of QPASS respondents noted that openness of communication
most needed to improve in the workplace.

There are a relatively high number of current cases of disciplinary action within CQHSD
compared with other Districts.

Perceptions

There were notable differences in opinion as to the state of blame culture within the
District. Many stakeholders agreed that there had been a shift from a culture of blame
to an increasing awareness of the importance of system and process deficiencies in
the aetiology of clinical incidents. However, this appears to be patchy, with some health
services slower to make the change than others. It should be noted that the QPASS
survey results did not strongly support the presence of a just culture.

One stakeholder made the observation that there appears to be a “fear of getting
sacked” among many staff. This was supported by some more senior staff who stated
that they were empowered to drive change by reason of their not “needing the job”. The
option to move to other, more favourable, employment if they displease someone was
seen as an advantage in leading change. Some noted bullying, with staff in fear of
reprisals. One unit in particular had experienced difficulty recruiting and high levels of
stress leave as a consequence of bullying.

The organisational environment did not appear to support challenges to the status quo
or robust discussion about issues. This was supported by agreement among
stakeholders that committee meetings in general and executive committee meetings in
particular, were not functional and did not support healthy debate of issues.

It should be noted that there have been initiatives to address the issues raised within
the QPASS survey at District Executive and middle management level with reported
improvement.
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5.2.2 Patient/consumer focus

Current Situation

There is a consumer representative on the Clinical Governance Committee but the
effectiveness of this position in advocating for the consumer and community viewpoint
was not clear, nor was it clear if there was consumer representation on other key
committees. Generally, consumers were not involved in safety and quality improvement
activities.

Perceptions

There was a perception within some clinical areas that open and transparent
communication occurred with open disclosure of clinical incidents to patients and
carers.

In general, the focus of the organisation appeared to be a more inward looking,
professional and provider-centric approach. Little mention was made of prioritising
improvements to the patient experience, health outcomes or responding to community
and consumer need. There were, of course, exceptions to this generality. For
example, there has been consideration of family and carer needs in planning ICU
capacity and the transfer of ICU patients.

There was limited consumer input into strategic or service planning and, where this did
occur, it appeared to be done in an ad hoc fashion rather than through regular
processes of engagement and consultation. HCCs did not appear to be used as a
regular source of consumer input, although satisfaction with involvement varied
between Councils. Some management reported difficulty in knowing how to use the
HCCs effectively. One example cited was a request from HCCs to see a copy of the
QPASS survey results in order to develop an understanding of staff perceptions. This
has not been provided as yet.

5.2.3 Multidisciplinary approach

Current Situation

The current organisational structure is based on professional groups rather than patient
flow or service streams.

Almost 39 per cent of QPASS respondents noted that relationships among co-workers
most needed to improve in the workplace.
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Perceptions

Many stakeholders agreed that the presence of the Clinical CEO had significantly
improved relationships between medical staff and other parts of the organisation,
particularly management. Also the concerted recruitment of senior medical staff had
significantly improved multidisciplinary teamwork at the service delivery and patient
care level.

The organisation structure, which is based on professional groups, reinforces a siloed
approach and is less likely to support a multidisciplinary team based approach to
service delivery, patient safety and quality of care. A specific example of this was a
perception among allied health clinicians that rehabilitation “belonged” to them, which
made the establishment of a multidisciplinary team model challenging.

There was a perception that there were issues between professional groups
particularly with diminished respect for nursing leadership among medical staff. There
was real concern among many stakeholders consulted that, without strong, balanced
leadership that focussed on the delivery of safe, high quality patient care, the District
may regress back to the status prior to the commencement of the Clinical CEO where
relations between professional groups and management was poor. It was generally
accepted that the organisation functions better when senior medical staff feel as though
they are being heard, but most agreed that this did not necessitate a clinical CEO to
lead the organisation.

There was some antagonism from nursing and allied health staff regarding what they
saw as the prioritisation of filling vacant medical positions with high-cost locums while
other groups were required to “make do” to cover staff shortages and were unable to
access similar monetary incentives.

Models of care appeared to be professionally based, although clinical managers
generally described effective collaboration and a good working relationship between
professional groups at the patient care level. Nursing staff agreed that they were able
to easily access senior medical staff, for example when needed to review a patient.
Most clinical review meetings include participation by representatives from the medical,
nursing and allied health disciplines.

5.2.4 Resistance to change

Current Situation

Only 48.8 per cent of CQHSD respondents to the QPASS survey reported the
presence of participative decision making in the District. This was the lowest score of
all of the QPASS measures.
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Perceptions

Most stakeholders noted that staff, although capable within their individual role, were
resistant to change and improvement in the delivery of services.

There was perceived to be a dislocation between management and the clinicians who
are expected to implement changes at the patient care level. Stakeholders interviewed
thought that lack of consultation with clinicians, particularly medical staff and those who
are impacted by change, was the reason why many changes failed. It was also noted
that some parts of the organisation have a reputation for alienating anyone who
challenges the status quo and who is willing to try different and innovative approaches
to address problems and issues.

A small number of change leaders have been identified who appear to have instigated

improvements in the management and delivery of services, despite the difficulties
described above.

Recommendation

« That CQHSD develop strategies to address the cultural issues that are a barrier to
safe, efficient and high quality clinical care.

e That CQHSD develop the capability of middle management and executive in
effective change management methods and strategies.

5.3 Clinical risk

Current Situation

Since the amalgamation, policies from the original four Districts have been withdrawn
from use. However, only a few policies have been developed that have application
across the District. In some instances where rural areas had policies removed, they
have not been replaced or they have been replaced with Rockhampton Hospital
policies which are not appropriate for use within rural areas. Work is underway to
remedy this situation with the appointment of one person to develop District policy.

Perceptions
It was difficult to get a comprehensive view about the true state of clinical risk
management systems and the consistency of processes across the District due to the

timeframe of the review, and the lack of clarity around safety and quality reporting lines.

A number of examples were provided of activities targeted at decreasing known clinical
risks such as falls, medication error, hand hygiene and ensuring correct surgery. In
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Rockhampton Hospital, all wards have nurse champions for key clinical risks such as
infection control and falls. Champions provide leadership, management advice,
coordinate audits and report to relevant committees. The following improvement
activities were identified:

* hand hygiene improvement project;

falls prevention project;

e implementation of the ensure intended surgery policy;

e patient safety walk arounds;

« establishment of an acute pain service; and

* initiation of an external review of operating theatre and anaesthetics.

A number of specific clinical risks were identified during the review, including language
issues with International Medical Graduates, access to transport (particularly for
obstetric emergencies) and access to operating theatre out-of-hours.

There was variation in the rural services’ reported satisfaction with the process for
transfer of patients to either Rockhampton or Brisbane. Some reported it was working
well enough, while others related examples of delays that put patients at risk. The
success of the process was thought to be dependent on the individuals involved and
informal networks, i.e. dependent on getting the “right person involved”. Referring
facilities reported that there was seldom any documentation or feedback on medical
management decisions in the patient’s file when the patient returned. One centre had
undertaken an audit of this and found no feedback in 13 out of 15 cases.

Recommendations

e That CQHSD continue to work on developing policy that is applicable in both the
regional and rural settings as a highest priority and that all four hubs are consulted
during the development of policy.

e That the medical department structure within Rockhampton Hospital initiated by the
Clinical CEO be maintained and formalised so that medical department heads have
a District clinical leadership role within their specialty.

e That CQHSD continue the work recently commenced in improving transfer of

patients between Rockhampton and peripheral facilities and further develop
processes to ensure that a safe transfer system is not reliant on specific individuals.
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54 Clinical review

Perceptions

There appear to be regular clinical review meetings in most of the specialty areas
within Rockhampton Hospital. Gladstone has an established review process. Currently,
there is no medical clinical review or audit process in Banana hub because of a gap in
medical leadership and significant logistical difficulties in providing opportunities for
clinicians to get together (lack of cover for emergencies and travel distances).
Examples of clinical review meetings to discuss and review incidents, complaints and
unexpected deaths that are in place are listed in Attachment B.

There was opinion among most medical officers that a critical mass of expertise was
required to ensure robust and effective review of clinical case management, morbidity
and mortality. This creates significant problems for clinicians who are isolated, by
reason of their being either:

e sub-specialists;

e within a small department;

e within a department that has high locum use; or
* those in geographically isolated rural locations.

For those clinicians who are isolated, professional supports appear to be ad hoc and
reliant on informal networks developed by the individual rather than formalised
structures and processes built into the position.

It was reported that audits are completed to check compliance with the seven HQCC
standards including audits of death review, informed consent, medication safety,
documentation, pressure ulcers and falls. There is a view that there is an opportunity
to take a more planned, strategic and coordinated approach to audits across the
District that would allow greater support for patient safety officers and prevent
duplication of effort. Nursing audits are carried out across most services, and
outcomes of audits from all hubs are reported through the Clinical Governance
Committee.

Review of clinical indicators and benchmarking activities are in place in some services,
but not all. The Obstetrics Department submits data to relevant registries and reviews
clinical indicators (RANZCOG and ACHS indicators) once every six months.
Performance is benchmarked and, if problems are identified, these are reviewed and
discussed with the team.

The Rockhampton Hospital sends medical audit data to the Australian and New
Zealand College of Anaesthetists — Joint Faculty of Intensive Care Medicine Registry
every three months. The NUM and ICU Director review results and, where outlier
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performance is identified, charts are reviewed and changes made where required.
Patients with low APACHE (Acute Physiology and Chronic Health Evaluation) scores
who have died unexpectedly also have a chart review. One outcome of these reviews
has been the establishment of the combined surgical and ICU review meeting and
development of a shared understanding of fluid management for surgical patients.

The Surgery Department is aligned with the surgical rural craft group for clinical review
purposes and has a program of surgical audits in place with submission of data into the
relevant national database.

Banana hub has developed an audit plan and audit results are reviewed within the
newly established Banana clinical governance committee structure.

Recommendations

e That the Clinical Governance Committee reviews the status of clinical review
activities across the CQHSD to ensure that all facilities and senior clinicians within
the District are linked into peer review, death review and audit activities.

5.5 Incident management

For the purposes of this review, clinical incident management includes identification
and reporting of incidents, investigation of incidents and implementation of
recommendations to prevent their recurrence.

Current Situation

The statewide clinical incident information and reporting system is in place (PRIME CI).
Clinical incidents are reported and graded using a Severity Assessment Code (SAC)
rating according to severity of harm and likelihood of occurrence. Identification of
incidents is reliant on staff being able to identify incidents and report them via
established channels. In CQHSD this occurs either through the PRIME CI system or
reporting incidents verbally to patient safety officers or management. There was no
evidence of identification of incidents through a medical records review program.

Audits of the status of recommendations from incident investigation show that there are
long delays in implementing recommendations and limited evidence of change in
existing practices.

Perceptions

Significant progress has been made in implementation of the incident reporting and
investigation system. There is capability across the organisation to conduct Root
Cause Analysis (RCA) and Human Error and Patient Safety (HEAPS) investigations.
Generally those interviewed thought that incident reporting was occurring, although
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some medical officers were more inclined to report verbally through patient safety
officers rather than use the PRIME CI system.

There appears to be varied ownership of the outcomes of investigations and significant
delays in implementing recommendations. There is also concern in one facility that
SAC scoring is not being properly applied, leading to some incidents not being
appropriately investigated. While recommendations are discussed at the Clinical
Governance Committee, there appears to be little delegation of responsibility for
implementation or follow up to ensure this has occurred. Examples that support this
view are outlined below:

« A three month project was undertaken to progress the implementation of
recommendations from a SAC 1 incident Root Cause Analysis (RCA). The project
undertook consultation to develop policies and flow charts to facilitate improved
clinical processes. These were completed in November 2007 and were presented
to the relevant working party and Nursing Executive. A member of the Nursing
Executive has been given ownership of moving forward with this. The revised
policies and processes are yet to be implemented.

* In one case where an incident was reported, the EDMS stated that the doctor
involved had done nothing wrong (i.e. there had been no adverse outcome), even
though incidents involving three different patients had been referred to the MBQ.
While the MBQ re-registered the doctor, it is now re-investigating the individual.
Corrective action has been driven by CAHS.

< An investigation of the degree to which recommendations had been implemented
following a review of a patient death revealed limited progress in a number of areas
one year after the recommendations were made. It should be noted that significant
work has since been undertaken to ensure progress has been made on all
recommendations.

Recommendations

e That the CQHSD Clinical Governance Committee develops and strengthens
processes to support the implementation of recommendations and strategies to
ensure that implementation occurs.

* That the use of SAC scoring and investigation levels be reviewed and actions taken
to ensure they are being applied correctly and consistently across CQHSD.
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5.6 Accreditation

Current Situation

There are a number of accreditation agencies that are used in the CQHSD, including
the Australian Council on Healthcare Standards (ACHS), the Quality Improvement
Council (QIC) and the Aged Care Standards and Accreditation Agency. An overview of
the accreditation status of CQHSD services is outlined below:

* Rockhampton Community Health Services — Accredited QIC;
e Mt Morgan Health Service — Accredited QIC;
e Woorabinda — Enrolled with QIC but not accredited;

 Emerald — Not accredited. Previously was enrolled (but not accredited) with QIC.
The initial review found that the service had 109 issues to address;

e Banana — Accredited ACHS and undertaking organisation-side review in July 2008;
» Gladstone — Accredited ACHS;

« Rockhampton, Yeppoon and integrated Mental Health Services — Accredited ACHS
and postponed periodic review until October 2008; and

« All three residential aged care facilities are accredited through the Aged Care
Standards and Accreditation Agency as part of the mandatory aged care standards
accreditation process.

Perceptions

When the District first formed, there was a decision not to merge all of the facilities
under the one accreditation process because of concerns related to variations in the
systems and processes in place. It was perceived to be too high a risk because, if one
facility failed, it would cause the whole District to fail.

While this may have been an appropriate initial response, there appears to have been
little effort in working with those areas that are struggling to establish their safety and
quality systems and to gain accreditation. There is ongoing concern that some facilities
will not achieve accreditation status, in particular that Rockhampton Hospital, and
Central Highlands facilities will not achieve the level required to gain accreditation
under Equip 4.

Some good work has been undertaken within Banana hub relating to patient quality
and feedback and this has been used to drive the accreditation process. As a result,
the hub reported that it felt positive regarding its chances of achieving accreditation.
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There appears to be dissatisfaction with the direction, leadership and support in
relation to accreditation. Stakeholders spoke of a plan to move all services to ACHS
accreditation in the near future, although there was no clear strategy identified to
achieve this and there appears to be little progress towards this goal.

Recommendation

e That CQHSD develop a strategy to address accreditation across the District,
identifying opportunities to share knowledge, methods and resources to maximise
the efficiency of the process.

5.7  Reporting Quality and Safety

Current Situation

In addition to the Patient Safety Officers in each of the hubs there is a District Patient
Safety Officer position (0.5 FTE) that coordinates district level reporting of audits and
clinical incidents. Reports are extracted from the PRIME CI system and provide an
analysis which includes incident severity and incident type by facility. These reports,
analysis and issues are forwarded to the District Clinical Governance Committee for
consideration.

Nursing services report audit results and activities related to the management of known
clinical risks such as falls, medication error and pressure ulcers to relevant quality
committees.

Perceptions

Stakeholders have reported difficulty in accessing meaningful reports from PRIME CI
with patient safety officers in the hubs required to generate their own reports. There is
no facility in the Queensland Health Enterprise Reporting System (QHERS) to set up
custom-built reports. The existing template reports are not fit for CQHSD requirements
and not easily manipulated into a useful reporting format. There has been little use of
aggregated reports to date to inform priorities for safety and quality activities.

There is a strong perception that issues and activity reports are sent upwards, but little
is reported back to the hubs. Generally, no clear directions come out of the Clinical
Governance Committee or, when they do, it comes out as a directive without a
rationale for the required change.

Safety and quality reports do not appear to have been made freely available to the
HCCs. There appears to be variable levels of local health service involvement and

interaction with the HCCs. There was the perception among some that ties between
the community and health services have been weakened and that there is limited
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opportunity for consumers and the community to become involved in the local safety
and quality agenda.

Generally there appears to be a focus on reporting negative aspects of quality of care
rather than a balance between negative and positive reflecting the strong risk
management focus of the Clinical Governance Program. For example, the focus of
reporting appeared to be on complaints, incidents and risks rather than on
improvement projects.

Recommendation

e That CQHSD establish a schedule of information for reporting to HCCs that
includes reports on incidents, risks and improvement initiatives to support a more
open dialogue with the community and consumers.

e That reporting requirements from CQHSD to CAHS be reviewed and consolidated
and that, where possible and appropriate, local reporting be aligned to reduce
duplication.

5.8 Credentialing and scope of practice

Current Situation

Rockhampton Hospital has a credentialing committee chaired by the Rockhampton
EDMS which manages all aspects of the credentialing for Rockhampton.
Documentation for rural areas goes through the Central Area Rural Credentialing
Committee.

An audit of credentialing records against payroll undertaken for the period 1 July 2007
to 10 December 2007 found:

e Banana hub - 26 anomalies found, 13 accounted for (all principal house officers
(PHO), junior medical officers (JMO) or senior house officers (SHO) not required to
be credentialed).

e Gladstone - five anomalies, four accounted for (three not required to be
credentialed, one non-clinical position).

e Central Highlands — 29 anomalies, 29 accounted for (six not required to be
credentialed, 23 interim privileges).

A separate audit was conducted in Rockhampton due to concern regarding monthly
reports to CAHS which stated partial compliance with a statement that 100 per cent of

doctors were credentialed. In July 2007, a comparison of the District’'s credentialing
register to payroll records revealed that about 20 of the approximately 190 doctors
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employed at Rockhampton Hospital were not credentialed. As a result, an onsite audit
was undertaken which confirmed that there were problems with the credentialing
process.

Rural areas reported that for a high proportion of locums, credentialing documents did
not arrive prior to commencement of employment.

Perceptions

Until recently, processes for ensuring credentialing and determining the scope of
clinical practice of newly employed medical staff were not effective. This led to a
number of medical officers employed by the District being allowed to practise without
being credentialed. In addition, a humber of long-serving medical staff had not had
their credentials and scope of clinical practice reviewed within the recommended
timeframe, resulting in them practising while not credentialed. There was broad
consensus that the credentialing process has been improving following review of the
medical support unit towards end of 2007 and provision of advice and support from
CAHS. The use of a decision flow chart has assisted, however it is noted to be
administratively burdensome.

There was concern that credentialing is currently a paper exercise only and that there
was a need for peer input into ensuring the quality of applicants. Most applications
have written referee reports, but there appears to be no documentation of telephone
calls that relate to referee checks. Credentialing in Banana and Central Highlands
appears to have been driven largely by the Clinical CEO.

There is a process to ensure that surgeons practice within the scope of services
credentialed and according to hospital delineation, but this appears to be largely based
on the central process of hospital delineation and does not appear to have any local
component.? Operating lists are reviewed by bookings, nursing staff and, if required,
the Director of Surgery, to facilitate identification of inappropriate surgical procedures
during the scheduling process.

Recommendations

* That CQHSD undertakes regular audits of credentialing to ensure that the required
process is being followed both in letter and in spirit, which requires ensuring referee
checks occur.

« Responsibilities relating to credentialing and privileging be clearly articulated in
accountabilities developed within the revised organisation structure. The structure
needs to clarify who has responsibility for credentialing and privileging and these
positions need to be held accountable for following Queensland Health guidelines.
This needs to be reinforced within the governance structure of CQHSD.

2 Clinical Services Capability Framework for Public and Licensed Private Health Facilities 2005
http://www.health.gld.gov.au/legislation/reviews/legislation_list.asp
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6.0 Workforce

6.1 Performance management system

Current Situation

In the September 2007 QPASS survey, 56 per cent of respondents indicated that they
had not had a formal performance review in the past 12 months. Sixty-eight per cent of
respondents who manage other people indicated that they had not conducted formal
performance reviews with all their direct staff in the past 12 months.

Recognition for doing good work (48%), leadership and supervisory practices (39%),
relationships among co-workers (39%) and openness of communication (38%) were
identified as most needing to improve in the workplace.

The number of disciplinary cases per FTE in CQHSD is the second highest in CAHS
(0.53 per 100 FTE). Fraser Coast is highest at 0.58 per 100 FTE.

Perceptions

There is little evidence of performance appraisal and professional development across
the organisation. Lack of clarity around roles, responsibilities and accountabilities
mean that an effective performance management system is inherently difficult to
implement. Where this is not in place, it is difficult for supervisors to effectively manage
the performance of their staff.

Recommendation

« That all executive, management and senior clinicians have their roles and
responsibilities clarified and formalised, including expectations regarding
performance that relate to CQHSD performance targets. Performance elements
should be balanced to reflect the true scope of role including quality of care, access

to services, financial performance and workforce.

e That the Queensland Health performance management system be implemented
across the CQHSD.
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6.2 Recruitment and retention

From November 2006, there has been a sharp increase in the number of external
nursing staff being used within CQHSD. Use of external medical staff has been
trending upwards since around January 2006.

External medical staff are providing 18 per cent of total productive hours worked,
external nursing staff, 4.54 per cent.

Overtime expenditure has been trending upwards since 2004, particularly for Medical
Officers.

Current Situation

Results of the recent QPASS survey demonstrated the following:

< the level of workplace distress was in the undesirable upper band for Rockhampton
Hospital and Banana,

» the level of excessive work demands was reported in the undesirable upper band
for Rockhampton Hospital and Gladstone;

e recognition for doing good work (48 per cent), most needed to improve in the
workplace; and

» forty per cent of respondents are thinking of leaving CQHSD, 25 per cent are
looking for a new job and 18 per cent will leave as soon as they find another job.

CQHSD has the second highest number of staff incidents per FTE in CAHS. Gladstone
Hospital has second highest proportion of sick leave of CAHS hospitals.

There are a high number of staffing vacancies (Table 6.1); however anomalies in the
budgeted establishment (2071 FTE for 2007/08) versus actual staffing (actual FTE in
March 2008 was 2197) mean that these vacancies are above budgeted FTE.
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Table 6.1: Staffing vacancies QHSD

FTE vacant  Critical FTE vacant

Allied Health 38.15 37
Medical 49 23
Nursing 106.6 64
Grand Total 193.75 124

Staff turnover rates are higher for CQHSD than for CAHS as a whole in all types of
positions, as shown below. It should be noted that this is not a recent phenomenon,
with turnover rates being higher in CQHSD than the Area in most position
classifications since 2004. Most of the turnover occurs with staff employed for less
than four years.

Table 6.2: Staff turn over rates- comparison with all CAHS

Classification CQHSD YTD 2008 CAHS 2008
Managerial and Clerical 16.3% 9.4%
Medical incl VMOs 13.4% 11.4%
Nursing 7.1% 5.7%
Operational 10.2% 8.0%
Professional and Technical 16.0% 11.9%
Trade and Artisans 16.5% 8.1%

Total 10.4% 8.0%

Perceptions

A number of stakeholders expressed concern at the level of recruitment activity that
was occurring. Many did not believe that enough was being done by CAHS and
Corporate Office and that recruitment strategies could be improved. It was widely
acknowledged that there is a need to attract and retain staff through the identification of
lifestyle benefits and through offering training, education and professional
development; however doubt was expressed in the ability of the centralised
Queensland Health recruitment process to deliver on this.

It appeared that much of the medical recruitment activity that occurs is through the
Clinical CEO or through informal networks of existing SMOs. Some stakeholders
thought that recruitment activities would benefit from someone from the region being
involved in the process so that they could expound the advantages of the region.

There were a number of factors identified that caused delays in recruiting critical
staffing, including multiple signoffs, the requirement for recruitment requests to go
through the Director General and delays in Medical Support Service Unit processes. It
should be noted that the requirement for Director General sign-off has only been in
place for two months and expires on 30 June 2008. Barriers to recruitment included:
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* Jack of access to incentives for rural areas;

* shortage and cost of housing in rural and particularly mining areas;
* |imited leave relief for recreational and education leave; and

« limited professional development opportunities.

Rural facility DONs reported that a large proportion of their time was taken in
recruitment or securing agency staff to cover staffing gaps.

There appear to be a variety of strategies in place to facilitate staff taking leave. For
medical staff in Banana hub, there is one registrar to cover medical officer leave in
Woorabinda, Moura, Theodore, Biloela and Baralaba. Within Rockhampton, specialty
services such as Obstetrics and Surgery and locum services are usually able to be
accessed from semi-retired specialists who regularly provide locum services to the
hospital.

Concern was expressed regarding the appointment process for District positions that
occurred as part of the amalgamation with a perception that Rockhampton incumbents
were immediately put into CQHSD positions without a competitive, transparent
selection process and due consideration to those in those in similar positions from
Gladstone, Central Highlands and Banana hubs.

Recommendation

e That the CQHSD develops a focussed approach to addressing issues that affect
retention of staff including addressing cultural issues.

« That all management and vacancies in senior positions within the CQHSD be

advertised and undergo an open merit recruitment process in line with Queensland
Health recruitment policy.

6.4  Education and Training

Current Situation

There has been an increase in formal education activities at Rockhampton Hospital
since the amalgamation of the CQHSD.

A number of induction, orientation and medical education activities occur within
CQHSD, including Rockhampton Hospital grand rounds (quarterly), intern induction,
specialty based education sessions and radiology review meetings and workshops for
region around emergency care. The Nursing and Midwifery Education Service at
Rockhampton Hospital offers an extensive array of workshops and training programs
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as well as a Graduate Nurse Program. There are also nurse educators located at
Central Highlands, Gladstone and Banana Hubs.

The Nurse Educator establishment at Rockhampton Hospital has increased from 4.5
FTE in 2006 to 5.5 FTE in November 2007. At Gladstone there has also been an
increase in nurse educators of 2 FTE.

Perceptions

There are a number of education and training strategies in place many of which have
strong support and were reported to be highly effective such as the intern orientation
program and the Graduate Nurse Program. There was also a strong commitment to
medical trainees and the University of Queensland and anecdotal evidence supported
the position that there was good supervision of trainees.

In Gladstone, there was a perception that education of junior medical staff was good
with the recent appointment of the Medical Education Officer being effective in
decreasing the administrative burden on clinicians. In response to the QPASS survey,
the Rural DON has been working with DONS to develop their business knowledge and
management skills.

However, there are a number of significant gaps and issues in relation to education and
training within the CQHSD. These include:

« With the exception of the nurse educator delivered programs, education programs
focus on, and are delivered almost exclusively at, Rockhampton.

e There is an expectation that rural hub staff will travel to Rockhampton to attend
sessions (although a small number of stakeholders indicated that this was starting
to change).

e There is no organised induction program for Senior Medical Officers.

e The induction of agency nurses is variable.

e There is a perception that the Workforce, Education and Training department is
focussed almost exclusively on nursing and that allied health, administration,
medical and other operational staff do not have adequate education and training

support from this department.

e There is a need for more structured training and professional development
opportunities, particularly in light of its critical role in staff retention.
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Recommendation

That CQHSD review current training programs and consider increasing focus on
programs aimed at improving the volume and quality of consumer input,

management of complaints, change management, human factors, teamwork,
leadership and management.
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7.0 Conclusion and recommendations

The CQHSD has been undergoing a process of change over the past 18 months as
four districts were amalgamated into one. Significant progress has been made in many
areas under the leadership of the Clinical CEO and involvement of executive,
management and clinicians. There are a number of areas where more progress is
required.

A number of issues and opportunities have been identified that require attention to
enable the District to move forward and further enhance its capacity to respond to the
health needs of the central Queensland community.

Since the amalgamation, there appears to have been significant progress in developing
sustainable clinical services through recruitment of permanent senior medical officer
positions to provide clinical leadership and ensure supervision requirements of OTDs
are met. There have also been successful workforce initiatives to address nurse
staffing shortages. Even with these achievements, workforce retention and recruitment
remains a significant ongoing challenge for CQHSD.

In moving forward, there are a number of issues that need to be addressed:

* Need for a formal finalised structure with relevant changes to individual roles and
responsibilities.

e Lack of clarity in a number of the reporting relationships within the organisation
structure (across District and hubs).

* Accountabilities of members of the District Executive need to be reviewed and
reaffirmed and some District Executive members removed from the day to day
operation of the Rockhampton Hospital.

« Financial results have deteriorated dramatically since 2003 - financial forecasts for
2008 financial year estimated at a $26m deficit (over 12 per cent variance). WAU
activity is also forecast to be at 18 per cent above allocated targets at the end of
this financial year.

e Shortcomings of the current budget processes whereby budget systems do not
provide any realistic correlation to the underlying expenditure base and negative
budget amounts in central cost centres overstate line manager’'s departmental
budgets. This has a deleterious effect on the use of expenditure budget reports for
monitoring and accountability purposes.

< Disconnect between line manager expenditure budgets and the District’s financial
improvement strategies.
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Responsibility for corporate governance needs to be strengthened within the District
structure, and relationships and responsibilities between the key District Executives
and the Clinical and Corporate Governance Committees need to be clarified and
strengthened. Relationships between the rural hubs and the District need to be
reviewed to ensure there is appropriate representation and engagement of all
stakeholders. Relationships between the CAHS and the District need to be reviewed
and communicated to ensure that efficiency is maximised.

Progress has been made in establishing incident reporting and investigation systems.
Also the increase in permanent senior medical staff has significantly improved the
capability of the services to provide supervision of junior medical staff and OTDs. The
most significant issues that represent a risk to the effective governance of clinical
service delivery in CQHSD are:

e Limited leadership, and ownership of clinical governance, including a largely
ineffective District Clinical Governance Committee. This has been exacerbated by
issues related to the inability to recruit to the Director of Clinical Governance
position and to EDMS performance.

e Cultural barriers to consumer focus, improvement, multidisciplinary teamwork and
change.

e Lack of responsibility and accountability for the implementation of recommendations
from incident and complaints investigation.

* Limited expertise in relation to key activities such as risk management, incident and
complaints management, human factors and process redesign.

* Lack of policy direction at District level and withdrawal of locally applicable policy at
hub and facility level.

e Ability to recruit medical generalists and specialists to CQHSD and to retain
experienced clinical staff.

* Ambiguity around budgeted staffing establishment and critical mass required for a
safe, sustainable service.

e Variable credentialing process, issues with referee checks, commencement of
employment of some locum medical officers prior to completion of the credentialing
process and concern that credentialing is a “paper exercise”.

A full list of recommendations made by the review team is recorded in the Executive
Summary of this report. In moving forward, the CQHSD will need to prioritise major
recommendations to ensure maximum impact is achieved from their implementation.
Focus should initially be on clarification of CQHSD structure, roles and responsibilities
of District Executive and managers. There is also a need to establish a realistic and
strategic view of Rockhampton's role in service provision within Central Queensland
now and in the future. This needs to be agreed and communicated through all levels of
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Queensland Health and the District and steps taken to ensure resource allocation,

service plans, workforce profiles and existing services are aligned strategically and
operationally.
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Attachment A - Stakeholders consulted
District Executive
Bill Beresford — Clinical Chief Executive Officer, CQHSD
Monica Seth — Executive Director, Rockhampton Hospital
Ellen Palmer — Director of Nursing, Rural
David Yule — Chief Operations Officer, CQHSD
Rod Boddice — Executive Director Primary & Community Health, CQHSD
Christine Mummery — Executive Director Mental and Allied Health, CQHSD
Lex Oliver — Executive Director of Nursing, CQHSD
Rod Brennan —Manager Business Support Services, Gladstone Hub
Andy Cummings — Acting Executive Director Medical Services
Health Community Councils
Meeting with Gladstone Health Community Council members
Lorna Moxham — Chair, Rockhampton Health Community Council
Di Morris — Chair, Banana Health Community Council
Gail Nixon — Chair, Central Highlands Health Community Council
Biloela
Biloela Executive including the DONs of each of the facilities within the hub
Louise Duffy — Quality and Risk Officer, Banana Hub
Jenny Vakararawa — Patient Safety Officer, Banana Hub/CQHSD
Sarah Rafferty — Director of Corporate Services, Banana Hub
Yvonne — Support Services, Banana Hub
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Gladstone
Group discussion with Gladstone Executive
Sandy Munro — Director of Nursing, Gladstone

Ross Duncan — Acting Medical Superintendent, Gladstone Hub

Workshop with a group of Doctors from across the Gladstone Hospital

Central Highlands

Group discussion with Central Highlands Executive (teleconference)

Lynette Zeller — Director of Nursing, Emerald

Medical officers

Llew Davies — Acting Director of Medicine CQHSD

Kim Bullwinkle — Director of Orthopaedics CQHSD

Neil Scholes — Director of Surgery CQHSD

Jim O’Connor — Director of Obstetrics and Gynaecology CQHSD
Beres Joyner — Director of Aged Care and Rehabilitation CQHSD
Bruce Chater — Medical Superintendent, Theodore

Other CQHSD Stakeholders

Brenda Stockall — Director, Human Resources

Grant Searles — Business Manager, Rockhampton

Helen Knowles — Nursing Director Medicine, Rockhampton

Andrew Godsmark — Acting Nursing Director Surgery, Rockhampton

Colin Bartlem — Finance
Rhylla Webb — Director of Nursing, Yeppoon
Lynn Jamieson — Director, Nursing Education and Research

Naomi Devine — Acting Quality Manager, CQHSD
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Tanya Marshall — Acting Complaints Manager, CQHSD

Rod Hutcheon — Oral health Services Manager, CQHSD

Jan Randall — Nurse Unit Manager Emergency, Rockhampton

Karen Smith — Nurse Unit Manager ICU, Rockhampton

Anne Kitchiner — Acting Nurse Unit Manager Surgery, Rockhampton
Sherryl Heath — Manager, BADS Unit

Central Area Health Service (CAHS)

Kevin Hegarty — Acting General Manager CAHS

Michael Kissane — Assistant General Manager, Corporate Services CAHS
Susan Mahon — Assistant General Manager, Clinical Services CAHS
Scott McMullen — Clinical Governance, Patient Safety and Quality Unit CAHS
External Stakeholders

Beth Mohle — Queensland Nurses Union

Don Kane — President Salaried Doctors Association Queensland

Written Submissions

Written submissions were invited — 17 were received
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Attachment B - Clinical review examples

Examples of clinical review meetings to discuss and review incidents, complaints and
unexpected deaths that are in place are listed below:

* Obstetrics - there is a multidisciplinary clinical meeting at Rockhampton Hospital
which reviews cases and provides education sessions. A perinatal mortality
meeting which is combined with staff from the Mater Hospital occurs every six
months.

¢ Residential aged care - there is a residential management committee which
includes the three DONs, Nurse Educator and Executive Director that reviews
indicator data, benchmarking and clinical risks.

e Surgery - there are combined multidisciplinary Morbidity and Mortality meetings with
allied health, nursing and hospital surgeons. Local private surgeons are also
invited. In addition there are weekly department meetings with surgeons, registrars
and junior medical officers to discuss cases.

e Intensive care and surgery - hold combined monthly review meetings to improve
patient management. There is open communication with Surgery, however it was
noted that many issues raised were due to locum staff and could not be managed
with current processes.

e Intensive care - also undertakes morning multidisciplinary rounds to review
patients.

+ Banana - has started to undertake death reviews, review of cases where there are
birthing issues and uses case reviews to investigate incidents.
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