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Recommendations

The Review notes that the existing system appears to adequately address the needs of 
uncomplicated patients. The need to better meet the demands of complex patients has been 
acknowledged by the establishment of programs such as Complex Needs Coordination Team 
(CoNeCT). In exploring future options, the value of and lessons from current arrangements 
need to be appreciated and a novel approach must seek to improve upon existing practice. 
The Review observed no consistency in referral practice between and within hospitals and a 
cacophony of community based providers, both public and private. Recommendations were 
formulated to streamline these approaches. 

It should also be noted that the Review saw no cause to consider present clinical pathways to 
be inappropriate. The number of patients whose discharge from emergency departments could 
be further expedited is low and thus the impact upon consumption of emergency beds may 
be marginal. The Review did however observe the impact of chronic disease, especially when 
coupled with complex medical and social needs, upon patients and the health system. It is with 
the latter in mind that many recommendations below were formulated. 

Options
1.	 Maintain the existing system with refinements to ensure all suitable patients are referred 

from emergency to Hospital in the Home (HITH) and Silver Chain’s Hospital at the Home 
(HATH) and staff are appropriately informed on availability of community services. 

2.	 Create a two-tiered system whereby patients requiring short term interventions for non-
complex care are referred to Silver Chain’s HATH service and patients with chronic 
disease and complex medical and social needs are managed by North Metropolitan Area 
Health Service (NMAHS) and South Metropolitan Area Health Service (SMAHS) HITHs in 
conjunction with specialist staff and general practitioners. 

In either option one or two, a central service operating from one tertiary site may be established 
to coordinate ambulatory adult care across the metropolitan area.

The principal recommendation from this Review is implementation of Option 2.

As the outcomes of the national reforms crystallise; and Medicare Locals (MLs) mature, the 
roles and responsibilities of these and the Commonwealth in the care of patients outside of 
hospitals need to be explored and pathways for patient transitions established.

Operation of emergency departments
It is recommended that:

1.	 Additional resource be allocated to Care Coordination Teams based in Emergency 
Departments so expansion of the nature of the cohort seen to address the needs of 
patients across a larger age range and socio-demographic group. 

2.	 An assessment of the need for, and costs and benefits, of expanding after-hours access 
from ED to diagnostic services, especially imaging, as this has been cited as a reason for 
ED to admit patients to short stay units.

3.	 Criteria for referral of low acuity patients and clinical pathways for ongoing care should  
be developed.

4.	 Residential Care Line staff members, ED discharge coordinators and CCT Social Workers 
continue to work closely with low care Residential Aged Care Facilities to ensure they are 
in a position to accept patients back into their facility after hours.



x

The relationship with Silver Chain
It is recommended that:

5.	 Structures are established to permit increased collaboration between hospital staff and 
Silver Chain to address current concerns regarding the robustness of clinical governance 
structures within Silver Chain. Specifically, the current medical directors of HITHs should 
formally be engaged in the clinical governance activities of Silver Chain’s activities in these 
programs. In this way, shared care protocols for common patient presentations may be 
developed.

6.	 healthdirect Australia’s protocols should be updated to include referral to Silver Chain’s 
Priority Response Assessment service.

7.	 WA Health explore safety and quality mechanisms to ensure Silver Chain participates in 
WA Health’s sentinel events reporting program.

Operation of Hospital in the Home programs
It is recommended that:

8.	 Emergency departments, outpatient and in-patient services refer patients with ambulatory 
care sensitive conditions (such as cellulitis, deep vein thromboses, pyelonephritis) to Silver 
Chain’s HATH.

9.	 HITHs provide only specialist services not appropriate for referral to Silver Chain’s HATH 
i.e. patients with complex care needs or patients with chronic diseases.

10.	 HITH teams should refer patients enrolled in one HITH but living within the catchment of 
another HITH team to the latter. To facilitate this:

§	 patient care, referral and communication protocols are developed
§	 the geographical boundaries of the various HITHs are re-assessed and agreed 

between AHS.
11.	 Secondary hospitals which currently do not have a HITH should use Silver Chain’s HATH 

for low acuity patients and a tertiary HITH for complex patients.

The relationship with primary care
It is recommended that:

12.	 The location of after hours and extended hours general practices, particularly when co-
located, should be readily accessible for patients awaiting care in emergency departments.

13.	 Where triage staff suggest to patients that they may wish to consult a GPAH or GPEH or 
other community provider, patient details (demographic and clinical data consistent with the 
detail usually obtained at triage) should be documented.

14.	 Information programs on the availability of alternate services are developed for both 
patients and healthcare professionals.

15.	 The feasibility and benefits of allocating reserved outpatient appointments for urgent 
referrals are examined.

16.   The chronic disease health network, NMAHS planning teams and SMAHS clinical clusters     
    develop protocols and clinical pathways for the referral of patients between primary care        
    and hospital services, to avoid unnecessary emergency presentations.



xi

Establishment of care teams and pathways to ensure continuity of care for chronic 
disease management:
It is recommended that:

17.   Hospital based HITHs, RITHs and CoNeCT teams amalgamate their FTE and resources  
        such that medical, allied health and other support structures to patients are delivered by 
        a single unified team operating over the AHS. A current model exists in the NMAHS Home      
        Link structure.
18.	 Health services work with local primary care providers (MLs, General Practice 			 
	 divisions or networks) to develop referral and discharge pathways for chronic 			 
	 diseases including mental health. These pathways should incorporate continuity of care 		
	 models which see engagement of hospital specialist nursing services with at risk patients 		
	 who frequently require hospital admission while in the community.
19.	 Development of these pathways may be enhanced by a common membership across 		
	 chronic disease health network, NMAHS planning teams and SMAHS clinical clusters, 		
	 clinical lead forums in LHNs and MLs.
20.	 Current paradigms for the funding of inpatient and outpatient care will need to be 			 
	 examined to ensure that no disincentives prevent continuity of care and that care provided 	
	 to patients following the acute admission is recognised.
21.	 The Health Information Network continues to explore all options to improve 				 
	 communications between WA Health hospital sites and General Practice to ensure that 		
	 exchange of clinical information is safe, timely and seamless, consistent with national 		
	 e-health standards and aligned to the implementation of e-health capability by  
	 General Practice.
This report should be read in conjunction with the Glossary of Service Provision across 
metropolitan Perth (see next page).
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FHHS RPH SCGH AKDH SDH RGH JHC PHC

Attendances 13,989 18,626 15,448 13,130 10,114 11,575 18,664 10,020

Disposition* 
in 4 hours 78% 80% 68.6% 76.5% 69.8% 79.8% 68.6% 82.5%

Admitted in  
4 hours 57.8% 63.1% 53.8% 49.9% 36.6% 40.5% 26.1% 73.5%

Transferred  
in 4 hours 66% 62.9% 37.6% 50.6% 56.6% 53.5% 52.2% 41.5%

Departed  
in 4 hours 93.1% 94.3% 88.8% 84.5% 75.5% 87.4% 84% 87.7%
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FHHS RPH SCGH AKDH SDH RGH JHC PHC

14.1% 12.7% 10.4% 14.1% 10.9% 1.1% 14.2% 6.4%
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2.	 The Operation of Emergency Departments
Emergency departments are oriented to deliver short-lived episodes of unplanned time-
critical diagnosis and care over a 24 hour, 7-day a week cycle. Patients presenting to the ED 
may require many different interventions to complete their care and the ED operates on a 
multidisciplinary basis. Patients are triaged upon presentation and thereupon transferred to 
a cubicle in the ED either directly or via the waiting room for assessment, investigation and 
initiation of treatment by nursing and medical staff. During this time, they may also be assessed 
by allied health staff. Patients are then discharged home, referred to another inpatient or 
outpatient service, or admitted to the hospital. For many patients, it is their first contact with 
the hospital and perhaps the broader health system. Therefore, the ED represents a significant 
opportunity to establish linkages to facilitate the flow of patients through the ED/hospital and 
continuity of care. 

Both KEMH and PMH are to be acknowledged for the specialised role they play in providing 
emergency care to obstetric, gynaecological and paediatric patients, though it is not uncommon 
for women with an acute gynaecological complaint to present to a tertiary or general hospital 
emergency. The data below does not capture these hospitals.

Friend in Need - Emergency (FINE)
Friend in Need – Emergency (FINE) scheme is a $132 million Election Commitment program 
which aims to facilitate partnership working between health and community care organisations 
to help older and chronically-ill patients and give them an alternative to hospitalisation. 
Programs funded from the FINE program include:
§	Residential Care Line (RCL); 
§	Complex Needs Coordination Team (CoNeCT);
§	Silver Chain Home Hospital Program; and 
§	Care Coordination Teams (CCT) within ED.

Further details on each of the programs will follow.

From where do patients come?
The Emergency Department Information System (EDIS) database captures the demographic 
and clinical information of patients attending ED. This data is maintained by hospitals and 
collated as Emergency Department Data Collection (EDDC) data by the Health System 
Improvement Unit in the WA Department of Health. Data from EDIS indicates that in the 12 
month interval between 2009/2010, 403,960 patients presented to the metropolitan public 
emergency departments captured within the Terms of Reference of this Review. 

Of the 77 per cent of patients who attended as emergency presentations of their own accord 
or upon behest of a relative, 4.7 per cent presented with a written GP referral and 0.5 per cent 
presented following GP advice but without a referral letter. A further 17 patients (0.004 per cent) 
are recorded upon EDIS as having been advised to attend an ED by healthdirect Australia. In 
the 2008-2009 calendar year, 45 patients (0.01 per cent) were recorded as having presented to 
ED following healthdirect Australia advice. A further 541 (0.14 per cent) and 373 (0.09 per cent) 
patients are noted as been referred by a nursing home in 2008/9 and 2009/2010 respectively. 
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The pre-hospital context merits discussion as it is from this setting that patients are referred 
to (or otherwise present to) emergency departments. This setting includes providers such as 
Silver Chain’s Priority Response Assessment Service (PRA), Residential Care Line, healthdirect 
Australia and St John Ambulance. 

healthdirect Australia
healthdirect Australia is the collective trading name for the National Health Call Centre Network 
Limited and its contractors who provide nationwide access 24 hour a day to healthcare triage, 
advice and information. It is provided by Medibank Health Solutions. 

healthdirect Australia is a nurse-operated telephone triage and information helpline. Registered 
nurses are supported by computerised decision support systems. From July 2011, nurses are able 
to refer selected patients to medical staff for telephone consultations. Governance is provided 
by the National Health Call Centre Network executive, which oversees the Clinical Governance 
Advisory Group; Finance, Risk Management and Audit Committee; and Corporate Governance. 

Funding is derived by federal, state and territory governments. The contract between governments 
and healthdirect Australia includes indices for referral rates, caller compliance with healthdirect 
Australia instructions and a requirement to audit the appropriateness of advice and referrals. 

Data from healthdirect Australia’s latest quarterly report, covering the period October-December 
2010, indicates a total of 186,479 calls in this period. Of these, 55,625 were from WA. Sundays 
were the busiest day of the week followed by Saturday and Monday. For any day of the week, 
the busiest time was 6.00pm-10.00pm followed by 10.00am-12.00pm. Average call lengths were 
approximately 9.2 minutes. 

The age group most represented is 1-4 years of age followed by patients aged less than 1 
year of age. The most common age group for adults is 30-34 years of age. Female callers 
represented 75.15 per cent of calls while 21.66 per cent were male. 

The proportion of healthdirect Australia calls that terminate with a referral to further medical care 
from a GP (within 24 hours) was 46.8 per cent. A further 12.5 per cent of calls end with advice 
to attend an ED, with 3.1 per cent of callers advised to request an ambulance. 25.7 per cent 
of patients are provided advice to enable self-care at home. Currently, healthdirect Australia 
protocols do not allow referrals to Silver Chain’s PRA service. These protocols are determined 
nationally and the PRA is limited to WA. Nevertheless, there is potential for this option to be 
included. Given that the PRA staff members have access to GP advice and point of care testing 
this may substitute for GP or ED attendance. 

Of concern was the issue of patient compliance on the advice provided. In a recent study of 
ED attendances at RPH, it was identified that patients stated that they had been advised by 
healthdirect Australia to attend the ED when the opposite had actually been advised.

“There’s a lot of people that said that Health Direct referred them and in fact 
we hadn’t. We might have said to them, “You need to stay at home or see your 
GP,” and they decided, “Oh, I’m going to rock up anyway.” So I mean that is 
an interesting one because we actually have to work on those people that, you 
know, say that they’re going to stay home and then they don’t end up complying, 
so there is an element of non-compliance that we need to work on.”
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As noted previously, the contract between Governments and healthdirect Australia does include 
efforts to increase caller compliance with instructions. 

Residential Care Line
The Residential Care Line (RCL) program commenced in 2004 and aims to prevent avoidable 
ED presentations and hospital admissions from nursing home patients. There are two 
components to this program: 

§	 the RCL call centre
§	RCL Outreach Services.

The RCL program is coordinated by the WA Department of Health and funded under the Friend 
In Need –Emergency (FINE) program. 

The RCL call centre is staffed by and co-located with healthdirect Australia. Although sharing 
the same host (Medibank Health Solutions), the RCL call line has a separate line and phone 
number to healthdirect Australia. It offers 24 hour, 7-day a week telephone triage service to staff 
in RACFs and a single point of access to outreach services. 

The RCL Outreach service provides clinical nursing assessment and interventions to residential 
aged care facilities between 8.00am-4.00pm, 7 days a week. The RCL outreach service is 
staffed by registered nurses working within WA Health hospitals. There are RCL coordinators at 
SCGH, RPH and FHHS (which also service SDH and RGH). 

The RCL also provides additional services such as access to specialist support including:

§	geriatrician advice
§	 case by case education for facility staff
§	evidence based best practice information and education e.g. regarding wound 

management, as requested
§	 coordinated range of multidisciplinary services in collaboration with general practitioners. 

In addition, RCL may liaise with staff from WA hospitals to facilitate safe and effective discharge 
to residential aged care facilities. 

Outside of the hours of operation of the RCL Outreach service, RCL refers patients requiring 
assessment to Silver Chain’s PRA service. Interviews with RCL staff indicate that while this is 
a satisfactory arrangement, the quality of the service provided to residential aged care facilities 
may be enhanced by greater understanding of these environments. 

In the 2009/10 financial year RCL Outreach Service delivered 5856 episodes of care. Over 
the six month period from July to December 2010 the RCL Outreach Service delivered 2,974 
episodes of care, preventing 857 avoidable ED presentations (based on clinical judgement).

Silver Chain Nursing Association Priority Response Assessment Service (PRA)
The Silver Chain Home Hospital program includes the PRA service which provides community 
based clinical assessments of patients within four hours leading to the provision of short term 
interventions or referral for ongoing care. A more detailed discussion of the role of Silver Chain 
in the delivery of ambulatory and pre-hospital care is provided in section 3.1.
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2009-2010

Injury, poisoning, certain other consequences of external causes 112,321

Symptoms, signs, abnormal clinical and laboratory findings not elsewhere classified 52,290

Factors influencing health status and contact with health services 29,257

Diseases of the respiratory system 28,975

Diseases of the digestive system 24,090

Diseases of the circulatory system 18,693

Certain infectious and parasitic diseases 16,391

Diseases of the genitourinary system 15,135

Mental and behavioural disorders 13,700

Diseases of the skin and subcutaneous tissues 11,803

Diseases of the musculoskeletal system and connective tissues 12,003

Diseases of the nervous system 6,873

Diseases of the eye and adnexae 4,458

Diseases of the ear and mastoid process 3,896

Pregnancy, childbirth and the puerperium 2,931

Endocrine, nutritional and metabolic diseases 2,646

Diseases of the blood, blood forming organs and immune system 1,766

Neoplasms 1,447

External causes of morbidity and mortality 490
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Management of patients and issues arising within emergency departments
Upon triage, patients are “streamed” according to clinical need and urgency. Although the 
specifics vary between sites, generally, patients are allocated as those who are low acuity and 
may be “fast-tracked” towards discharge, and high acuity patients who are likely to be admitted. 
A variety of clinical staff are involved in the care of patients including medical, nursing (including 
nurse practitioners), allied health, care coordination teams and discharge coordinators. This 
interplay is necessary to ensure all the patient’s needs are addressed. As a consequence of the 
Four Hour Rule program, new roles such as the Navigator1 or Director of Patient Flow2 have 
been introduced. 

1	  Navigator - FHHS
2	  Director of Patient Flow - SCGH 
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Care Coordination Teams
In this environment, the Care Coordination Teams are invaluable. A variety of staff undertake 
the role of patient discharge or care coordination. Since 2001, in all metropolitan general and 
tertiary hospital emergency departments, these roles have tended to coalesced into CCT. 
Funding for these teams are derived from the COAG Older Person initiative (50%) and the FINE 
program (50%). The Commonwealth component of the funding totalled $1.7million for 2011-
12. The FINE component was distributed across metropolitan Perth for 2011-12 as follows:  
NMAHS - $711,289 and SMAHS -$1,050,803.

These interdisciplinary teams typically comprise social work, physiotherapy, occupational 
therapy and nursing expertise. Nevertheless, each member of staff is expected to adopt the 
same generic role in assessing patients and facilitating discharge. These teams aim to screen 
complex patients aged over 65 years (or Aboriginal1 patients aged over 45 years) who present 
to ED  with a view of identifying non-medical factors which impact upon discharge home, safe 
transition and re-presentation. CCT members select patients on the basis of age and medical 
diagnosis for review. Factors determining likelihood of discharge and rebound to emergency 
department are identified. Allied health and community support interventions are configured to 
enable the patient to be smoothly discharged. The CCT is therefore paramount to supporting 
the needs of complex patients and the contribution of these teams to smooth discharge was 
noted by staff.

Appendix D provides an overview of Care Coordination Teams by site.

Patients presenting after hours and who are admitted to short-stay units are reviewed the 
following morning. Nevertheless, the CCTs are unable to review all patients within the criteria 
described above. 

As previously identified, there are numerous providers of care within the community and it is 
unlikely that medical and nursing staff engaged in patient assessment and care would otherwise 
be able to negotiate the numerous providers and identify the most appropriate for the patient 
without the CCT. 

“They work very hard and they provide a good service for the elderly. They get 
the good packages for our sort of overnight ED admissions to get them out the 
next day, they work hard on them, so I think they’re valuable service.”

Consequently, the Review recommends increasing the resources allocated to CCTs to enhance 
the brokerage of care to facilitate prompt discharge from emergency departments and increase 
the proportion of patients reviewed by CCTs. 

Caring for patients with complex medical and social needs
WA’s emergency departments are facing increasing numbers of patients, many of whom 
are complex patients with chronic disease, physical frailties and inadequate social supports. 
The acute needs of particular patient groups, including people with mental health issues, 
patients under the influence of drugs or alcohol, patients from RACFs and the homeless, were 
specifically discussed. 

3	  Aboriginal – term includes Torres Strait Islanders
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Diagnosis Number Percentage of Total (n=77)

Lower limb cellulitis 8 10.4%

Uncoded cases 6 7.8%

Cutaneous abscess 6 7.8%

Case involving rehabilitation 4 5.2%

Type 2 DM w foot ulcer 4 5.2%

Diagnosis Number Percentage of Total (n=426)

Fracture, any body part 26 6.1%

Drug related, mood or behaviour disorder 17 4.0%

Cellulitis, any body part 15 3.5%

Uncoded cases 15 3.5%

Acute appendicitis, other not specified 14 3.3%

Urinary tract infection, site unspecified 14 3.3%

Acute subendocardial MI 11 2.6%

Chest pain unspecified 11 2.6%

Spontaneous delivery 11 2.6%

Atrial fibrillation 7 1.6%

Unstable angina 7 1.6%

Diabetes related 6 1.4%

Thromboembolic event 2 0.5%

A variety of options are available for discharge to community care from ED. This includes Silver 
Chain Home Hospital, HITH and RITH which are described in greater detail in later sections. 
Discharges to Silver Chain Home Hospital, HITH or RITH1 accounted for 302 patients.  
The figure below provides greater detail on the disposition of these patients

To illustrate the characteristics of patients referred to HITH/RITH or Silver Chain Home Hospital, 
the Review was provided with a fortnight’s snapshot of discharges from SMAHS EDs. 

In the fortnight spanning 1-14 February 2011, 77 patients were discharged from a SMAHS 
emergency department to HITH/RITH or Silver Chain. The associated diagnoses are as follows:

Table 4: Diagnoses associated with cohort of patients discharged to HITH/RITH or HATH

As suggested below, a number of factors including clinical diagnosis determine fitness for 
discharge. The following data from SMAHS captures the diagnoses associated with patients 
who were retained in ED (or its short-stay units) for 24-48 hours. 

Table 5:	 Diagnoses associated with cohort of patients admitted to ED for 24-48 hours

4	  RITH – Please refer to section 3.2
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These data highlight that a clinical diagnosis alone does not determine fitness for discharge. 
Notwithstanding a diagnosis of an ambulatory care sensitive condition, social factors, age 
and co-morbidities may conspire to require prolonged observation of the patient. The Review 
considers such practices to be appropriate. 

The Review noted that there were no referrals to Silver Chain Home Hospital from a SMAHS 
ED in the above period. At this point, the Review observed the following:

	 There are a large number of community services who may provide nursing or allied health 
care to the patient following discharge from ED.

	 In addition, AHS provide HITH and RITH services to which patients may be admitted  
from ED.

	 There is no consistent discharge pathway from an ED to either of the above. 

In low-acuity patients, there is potential to streamline this practice and potentially introduce 
consistency in referral pathways across WA’s public hospitals. In more complex cases, a lack of 
consistency may result in missed opportunities to address the sum of a patient’s needs. Therefore, 
there is a need to refine the referral pathways from emergency departments. It is frequently 
the CCT who refers patients for further care. The Review recommends that the CCT across 
metropolitan public emergency departments are adequately resourced to enable this task across 
a wider breadth of patients than is currently possible. Additionally, in relation to low-acuity patients, 
clinical pathways and criteria for referral to a single provider should be developed. 

Recommendations
It is recommended that:

1.	 Additional resource be allocated to Care Coordination Teams based in Emergency 
Departments so expansion of the nature of the cohort seen to address the needs of patients 
across a larger age range and socio-demographic group. 

2.	 An assessment of the need for and costs and benefits of expanding after-hours access from 
ED to diagnostic services, especially imaging, as this has been cited as a reason for ED to 
admit patients to short stay units.

3.	 Criteria for referral of low acuity patients and clinical pathways for ongoing care should be 
developed.

4.	 Residential Care Line staff members, ED discharge coordinators and CCT Social Workers 
continue to work closely with low care Residential Aged Care Facilities to ensure they are in 
a position to accept patients back into their facility after hours.
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Components of Silver Chain Home Hospital
Hospital at the Home
Hospital at the Home (HATH) provides care for clinically stable patients who would otherwise 
require hospitalisation and 24 hour medical governance. Prior discussions between the Aged 
Care Directorate and Silver Chain have determined the following interventions are provided by 
Silver Chain’s hospital in the home under the FINE contract:

Figure 4: Overview of common conditions and interventions under Silver Chain HATH

Exclusion criteria for hospital in the home include unstable (medical or psychiatric) patients, 
current intravenous drug use, and adverse social circumstances which may render the 
environment unsafe for Silver Chain staff and non-consenting patients. 

Priority Response Assessment 
The Priority Response Assessment (PRA) service provides community based non-emergency 
clinical assessments of patients by registered nurses within four hours leading to the provision 
of short-term interventions to address an immediate need or referral or admission for ongoing 
care. Assessments and interventions may be provided in the patient’s home (or residential aged 
care facility). This service is available 24 hours, seven days a week and staff have point of care 
testing (e.g. routine blood tests) capability. Referrals from medical staff and registered nurses 
only are accepted (thus allied health and enrolled nurses are unable to refer to PRA). 
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Total for period Average per month

Number of clients 1,589 227

Length of stay 11,225 -

Average length of stay 62 -
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Recommendations
It is recommended that:

5. Structures are established to permit increased collaboration between hospital staff and 
Silver Chain to address current concerns regarding the robustness of clinical governance 
structures within Silver Chain. Specifically, the current medical directors of HITHs should 
formally be engaged in the clinical governance activities of Silver Chain’s activities in 
these programs. In this way, shared care protocols for common patient presentations 
may be developed.

6. healthdirect Australia’s protocols should be updated to include referral to Silver Chain’s 
Priority Response Assessment service.

7. WA Health explore safety and quality mechanisms to ensure Silver Chain participates in 
WA Health’s sentinel events reporting program.
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Complex Needs Coordination Team
More recently, the Complex Needs Coordination Team (CoNeCT) service was established. 
Adopting the NMAHS approach which defines CoNeCT teams as a unit within the HomeLink1 
umbrella, the Review will discuss CoNeCT in this section of the report.

This is an initiative of the WA Government’s FINE scheme. It was jointly established in SMAHS 
and NMAHS in November 2010 with a budget of $1.13 million (NMAHS) and $1.7 million 
(SMAHS) for the 2011/2012 financial year. This program is designed to respond to the needs 
of complex patients who are frequent presenters to the acute hospital setting and often have 
extensive hospital admissions. Eligible patients are characterised by frequent acute care usage 
(> 3 ED presentations or admissions in a 12 month period); prolonged (>10 days) hospital 
admission and exhibiting any one or a combination of physical, cognitive, medical or other 
impairments. Additionally, ED CCTs may refer a patient deemed at high risk of readmission. The 
program provides individually tailored service linkage, advocacy and support in the community 
to reduce avoidable ED presentations and hospital admissions and improve continuity of care. 

Intuitively, one would postulate that by coordinating care and brokering services, CoNeCT 
provides an invaluable support to patients, families and healthcare professionals. However, no 
data are yet available regarding the efficacy of CoNeCT. 

Governance of Hospital in the Home
Where the key reason for HITH referral is a requirement for intravenous antibiotics, medical 
governance of the patient falls to the infectious disease consultant. Where a patient is referred 
to HITH for other reasons, medical governance sits either with the on-call medical team or the 
patient’s referral specialty team. The significance of this cannot be underestimated. The ability 
of specialty teams to refer to a consultant working within their hospital and known to them 
provides a measure of reassurance which is not replicated in the existing relationship with Silver 
Chain. 

Occasionally, patients may be referred from HITH to Silver Chain’s Home Hospital program or 
other community ambulatory care provider. This may occur when the patient progresses from 
requiring post-acute to sub-acute or chronic care. In such instances, the HITHs have tended 
to devolve responsibility for ongoing routine care to these agencies. Referral to Silver Chain’s 
Home Hospital may also occur where a patient lives outside the catchment of a metropolitan 
HITH service but requires post-acute care. In such instances, the referring HITH clinician has 
tended to maintain governance of the patient’s care.

Funding and resourcing of Hospital in the Home programs
Funding is provided entirely by the WA Health budget and distributed via NMAHS and SMAHS. 
By way of a snapshot, cost and activity data have been provided by NMAHS (see figure13).

5	  Home Link
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Hospital Separartions Average LOS Average HITH LOS

SCGH 2078 16.9 days 11.5 days

Swan/Kalamunda 68 30.6 days 19.6 days

Fremantle/Kaleeya 2130 17.7 days 11.7 days

RPH Wellington St 2497 16.1 days 12.2 days

Rockingham 450 10.8 days 8.8 days

Hospital Elective 
waitlist

Elective not  
from waitlist

Emergency 
direct 

admission

Emergency 
ED 

admission

Emergency 
not further 
specified

SCGH 408 632 126 656 256

Swan/Kalamunda - 54 8 6 -

Fremantle/Kaleeya 485 743 140 638 124

RPH Wellington St 301 1255 144 403 394

Rockingham 92 62 335 1200 616

Figure 12: Activity Levels of NMAHS HITH 2010-11

Use of the Hospital in the Home program by metropolitan public hospitals
The number of separations and length of stay within HITH programs are captured below. 

Table 7: HITH separations and length of stay, by site, Jan-Dec 2010

Referral patterns to HITHs from the above sites are as follows. 

Table 8: HITH admissions, by original location, for each site Jan-Dec 2010

Table notes:
1.	 Data obtained from Performance Activity and Quality Division.
2.	 Emergency direct admission is defined as referral requiring HITH admission within 24 hours without an ED admission.
3.	 Emergency ED admission is defined as requiring HITH admission within 24 hours via the hospital’s own ED. 
4.	 Elective waitlist is care that is necessary but admission may be delayed for at least 24 hours. 
5.	 Elective not from waitlist may include non-urgent obstetric cases, repeat admissions for renal dialysis, chemotherapy, 

check cystoscopy and follow up endoscopy. 

Separations
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but few have been sustained or propagated in a systematic manner. The following section 
will address the interface of primary care with WA’s public hospitals and seek to develop a 
discussion on a global response to addressing the needs to patients with chronic disease and 
complex needs. 

A striking feature in the Review has been the diverse approaches to the management of low-
acuity patients across WA’s metropolitan public hospitals. Where RPH emergency would refer a 
patient with cellulitis to HATH, SCGH emergency would tend to refer the same patient to HITH. 
This suggests a redundancy in the system and no functional differentiation between these two 
services in relation to the care of non-complex patients. Therefore, the Review recommends 
that low-acuity patients with ambulatory care sensitive conditions who require defined episodic 
interventions are not managed by HITHs but instead referred to Silver Chain’s HATH. 

To achieve this, it is imperative that both hospital staff and Silver Chain work in closer 
collaboration to:
	 address the concerns raised regarding the clinical governance of Silver Chain
	 develop shared care and referral protocols which define the roles and responsibilities of 

hospital and Silver Chain staff and the patient’s GP
	 define the clinical conditions and exclusion criteria for referral of low-acuity patients to  

Silver Chain
	 define communication pathways to “close the loop” when the patient’s episode of care within 

Silver Chain has been completed.

By doing this, it is intended that there be:
	 increased clarity in the referral mechanisms from both emergency and inpatient departments
	 improved relationships between hospital and Silver Chain staff
	 consistency in the clinical management of patients with ambulatory care sensitive conditions 

irrespective of the care provider
	 increased opportunity for HITH staff to focus upon the needs of complex patients
	 increased opportunity for HITH staff to address the longer term needs of patients with  

chronic disease.

Recommendations:
It is recommended that:

8.   Emergency departments, outpatient and in-patient services refer patients with ambulatory 
care sensitive conditions (such as cellulitis, deep vein thromboses, pyelonephritis) to Silver 
Chain’s HATH.

9.   HITHs provide only specialist services not appropriate for referral to Silver Chain’s HATH 
i.e. patients with complex care needs or patients with chronic diseases.

10. HITH teams should refer patients enrolled in one HITH but living within the catchment of 
another HITH team to the latter. To facilitate this:

§	patient care, referral and communication protocols are developed
§	 the geographical boundaries of the various HITHs are re-assessed and agreed 

between AHS.
11. Secondary hospitals which currently do not have a HITH should use Silver Chain’s HATH 

for low acuity patients and a tertiary HITH for complex patients.
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4.	 The Primary Care Interface
After-hours and extended hours GP services merit consideration as alternative providers who 
may either reduce the demand on ED services, represent a referral option from ED or refer 
patients to ED themselves. 

Additionally, it is now recognised internationally that integration between hospital services and 
healthcare delivered by community-based primary health care providers is critical to improving 
population health, reducing inequalities in health, and creating a seamless care pathway 
for health consumers. A number of reviews have now demonstrated that stronger primary 
care systems lead to better health outcomes. These are in keeping with the recognition that 
the patient journey traverses both primary care and hospital environments and addressing 
the patient’s needs in one domain alone fails to deliver long term improvements in patient 
outcomes. Additionally, numerous examples show that lower rates of hospitalisation for many 
ambulatory care sensitive conditions (ACSCs) are associated with receiving good primary 
health care and not inconsistent with favourable patient outcomes. WA Health’s Primary Care 
Strategy endeavours to influence and build the capacity of the Primary Health Care sector in 
order to address the issues pertinent to the care of patients and to take alleviate pressure off 
our secondary and tertiary services where appropriate. 

In considering interventions to alleviate pressures upon ED, it is therefore necessary to 
understand the drivers for their use. 

Why do patients use emergency departments?
Patients seeking after hours medical advice or attention have several alternatives including 
healthdirect Australia, RCL1, an after or extended hours GP service and deputising locum 
services. Frequently, patients attend an emergency department due to lack of awareness or 
trust in the alternatives. There are however, other instances where it does not appear that 
patients have a preference between providers.

Indeed, the Review was informed that in some cases, patients will “queue” at both the 
emergency department and the GPAH. Potentially, ED staff could inform low-acuity patients 
of GPAH or GPEH services in their proximity at the point of triage. The extent to which 
emergency staff already do this is unknown. Triage staff do not record the occasions on which 
such information is provided to patients nor the outcome of these conversations. Thus, it is not 
possible to report either the frequency nor the nature nor the timing of such presentations. 

The discrepancy between the cost of GP attendance and treatment at an emergency 
department was also raised as a factor determining patient choice between GP and ED. 
Notably, of the eleven GPEH practices funded by WA Health, only three fully bulk-bill. The 
GPAH services offer bulk-billing services to concession card holders and under 16s. The 
socioeconomic profile of the populations living adjacent to many metropolitan emergency 
departments would suggest that this may be a significant factor determining place of 
presentation. As access to care is key to patient outcomes, options which increase affordability 
of primary care should be considered. For example, in the GP after hours services located at 
RGH and AKDH patients referred from emergency are bulk billed. 

6	  Residential Care Line may be accessed by healthcare professionals working within residential aged care 		
	  facilities. There is no direct access for the general public to Residential Care Line.  
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Referral Type

Total Attendances 
June 2010-May 

2011

Self/Walk 
Ins From ED Back to ED Walk-in to 

ED

health 
direct 

Australia

GPAH Swan 
District Hospital 20192 17,157 2,845 98 423 190

Joondalup 
Health Campus 18183 16,426 595 1162

Fremantle 
Hospital 7331 6,625 592 16 429 114

Royal Perth 
Hospital 11313 9,335 1,764 63 290 214

Rockingham 
and Kwinana 9112 8,032 1,024 40 280 59

GP After Hours Program (GPAH)
Five GP After Hours clinics are contracted by the Department of Health WA to operate across 
the metropolitan area at SDH, JHC, RPH, FHHS and RGH. All services operate weeknights 
and at weekends. Opening times vary, with all sites operating to at least 10.00pm weeknights 
and 9.00pm on a weekend. All sites offer bulk billing services (under 16 year olds and Health 
Care Card holders) with bulk billing rates of patients varying from 55 per cent of all attendees at 
GPAH Royal Perth Hospital to 74 per cent of all those who attended GPAH at SDH1.

Table 9:	 WA Health funded GPAH attendances and referral types during  
June 2010-May 2011.

Data provided by Performance and Reporting Branch June 2011

The majority of attendees at GPAH services are self referrals/walk-ins, with ED referring a 
minority of patients – less than 3 percent at some sites.   

General Practice Extended Hours program (GPEH)
The ‘Grants to After Hours General Practice Program’ is a State Government commitment 
of $8.4 million over four years to encourage GPs to extend their opening hours to include 
weeknights and weekends. The Program provides grants to assist with the viability of those 
General Practice services wishing to extend their hours of operation into the after hours period 
(GPEH). 

Now in its third year, the Program has funded eleven general practices to help give families 
greater flexibility about when and where they can see a GP. In addition $1.1 million has been 
used to boost three innovative primary care programs to help reach homeless and marginalised 
people. A further two programs are to commence mid 2011 to support the Primary Care sector. 

Five practices offer services across the metro area, operating to at least 10.00pm on 
weeknights, and opening Saturday afternoons and Sunday mornings. Monthly attendances are 
each site varies and are captured below. 

7	  Bulk billing rates based on June 2010-June 2011 figures provided by WA Health Performance and Quality Division 
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Nov 2010 Dec 2010 Jan 2011 Feb 2011 Mar 2011 Apr 2011

Canning Division  
of GP 858 982 1100 861 995 970

GP After Hours Clinic 
& MDS Ellenbrook 588 495 519 492 569 508

Rockingham Kwinana 
Division of GP 193 217 184 132 148 170

Scarborough Beach 
Medical Centre 372 393 506 354 446 491

Sonseeker Medical 
Centre* 159 130 * * * *

Grants to General Practice After Hours Program – targeting marginalised groups
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Nov 2010 Dec 2010 Jan 2011 Feb 2011 Mar 2011 Apr 2011

ALMS 1354 1380 1235 944 1200 1457

Perth Mobile GP 285 146 209 227 334 273

Freo Street 
Doctor * 20 21 25 24 24 18
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Triage Category Out of Pocket 
Expenses

ATS 1 Full Rebate

ATS 2 $360

ATS 3 $290

ATS 4 $230

ATS 5 $175

	 Triaged and entered EDIS then removed: one site described a process whereby at triage all 
data would be inputted into EDIS. Upon referral to the GPAH service, the patient’s details 
would be removed from the system. 

	 Logged onto EDIS as a Did Not Wait: one site described how the patients are all placed onto 
EDIS at triage. If they were referred onto GPAH they would be left onto the system and then 
there would be a follow up phone call to the GPAH service after a period of time to ensure 
that the patient has been assessed. As there is no template within EDIS for ‘attends GPAH 
service’ the patient would be listed as a Did Not Wait and staff members would sometimes 
enter on the clinical comments as ‘attended GPAH’.

Irrespective of this Review, it is necessary that the details of all patients presenting to any ED 
are recorded. The documentation needs also capture the reason for presentation, any advice 
provided to the patient and the person from whom this advice was received. Where the patient 
chooses to use a GPAH in lieu of ED, this too, needs to be recorded. This is necessary to 
ensure clinical governance of triage processes and would also permit better analysis of the 
workload of EDs. 

The availability of private hospital facilities in the pre-hospital environment
Private hospitals, such as Mercy Hospital, Hollywood Hospital, and St John of God (SJOG) 
Murdoch and Subiaco offer GPAH services and an additional choice of health care provider for 
those patients willing to pay on weeknights and at weekends. In addition SJOG Murdoch also 
offers those patients willing to pay access to an Emergency Department 24 hours a day, seven 
days a week.1 Out of pocket costs are based on the triage category assigned upon registration 
to the emergency department. Out of pocket fees are charged and not refundable from private 
health insurance or Medicare.

Table 12: St John of God Murdoch, Emergency Department Fees  
(Figures provided by SJOG Murdoch 30 June 2011)

Data analysis and discussions with SJOG staff has indicated that the private sector ED caters 
for nearly 23,000 patients per annum, with approximately 20 per cent of those admitted and 
80 per cent discharged home. The majority hold private health insurance. The ED caters for 
patients with all levels of acuity, with figures indicating that the numbers of higher acuity patients 
are increasing – according to SJOG staff - a factor influenced in part by capacity within the 
public sector environment.

8	  The out-of-pocket fee is based on the triage score covers: triage assessment; nursing care; facilities and 		
	  equipment access; pharmaceutical and surgical supplies used.
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Midland GP Super Clinic has indicated that they will fully bulk-bill all general practice patients, 
with Wanneroo GP Super Clinic indicating that under 16s and Health Care Card holders will be 
bulk-billed when accessing their services. Cockburn GP Super Clinic is currently advertising for 
the provider of GP Services.

Thus there is opportunity for these GP super clinics to

	 undertake greater multidisciplinary support of patients following hospital discharge
	 provide more diagnostic support which may alleviate some ED attendances.

It is important that these GP super clinics operate in a coordinated manner with hospitals and 
AHS. Further work is therefore required to define the services which each will provide and 
relationships with SMAHS and NMAHS. There may be scope in contracts with GP super clinics to 
define outcomes in relation to ED diversion, integration with local hospitals, provision of chronic 
disease management support to patients and collaboration in management of hospital demand.

Recommendations:
It is recommended that:

12. The location of after hours and extended hours general practices, particularly when  
co-located, should be readily accessible for patients awaiting care in emergency 
departments.

13. Where triage staff suggest to patients that they may wish to consult a GPAH or GPEH or 
other community provider, patient details (demographic and clinical data consistent with 
the detail usually obtained at triage) should be documented.

14. Information programs on the availability of alternate services are developed for both 
patients and healthcare professionals.

15. The feasibility and benefits of allocating reserved outpatient appointments for urgent 
referrals are examined.

16. The chronic disease health network, NMAHS planning teams and SMAHS clinical clusters 
develop protocols and clinical pathways for the referral of patients between primary care 
and hospital services, to avoid unnecessary emergency presentations.
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Recommendations:
It is recommended that:

17.	 Hospital based HITHs, RITHs and CoNeCT teams amalgamate their FTE and resources 
such that medical, allied health and other support structures to patients are delivered by a 
single unified team operating over the AHS. A current model exists in the NMAHS Home 
Link structure.

18.	 Health services work with local primary care providers (MLs, General Practice divisions 
or networks) to develop referral and discharge pathways for chronic diseases including 
mental health. These pathways should incorporate continuity of care models which see 
engagement of hospital specialist nursing services with at risk patients who frequently 
require hospital admission while in the community.

19.	 Development of these pathways may be enhanced by a common membership across 
chronic disease health network, NMAHS planning teams and SMAHS clinical clusters, 
clinical lead forums in LHNs and MLs.

20.	 Current paradigms for the funding of inpatient and outpatient care will need to be examined 
to ensure that no disincentives prevent continuity of care and that care provided to patients 
following the acute admission is recognised.

21.	 The Health Information Network continues to explore all options to improve 
communications between WA Health hospital sites and General Practice to ensure that 
exchange of clinical information is safe, timely and seamless, consistent with national 
e-health standards and aligned to the implementation of e-health capability by  
General Practice.
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Postcode Area Distance from hospitals Ambulance Destinations

6000, 6003, 6004, 6005, 
6006, 6007 Central Perth RPH 54%, SCGH 26%, SDH 8.2%, 

FH 3%, JHC 1.6%, AKDH 1.1%, 

6008, 6009, 6010, 6011, 
6012, 6014, 6015

Floreat to:  
SCGH 4km RPH 7km

SCGH 63%, FH 9.5%,  
RPH 8%, JHC 4.8%, 

6016, 6017, 6018, 6019, 
6020, 6021, 6022, 6023, 6024

Churchlands to: 
RPH 7km, SCGH 4km, JHC 29km

SCGH 69%, JHC 13.9%,  
RPH 8.8%

6025, 6026, 6027, 6028, 
6029, 6030, 6031, 6032, 
6034, 6035

Joondalup
JHC 64.5%,  
SCGH23.9%,  
RPH 5.4%

6050, 6051, 6052, 6053, 6054 Mount Lawley to: 
RPH 2.2km, SCGH 6km, SDH 14km

RPH 62.8%, SDH 12.1%,  
SCGH 18.9%

6055, 6056, 6057, 6058 Greenmount to:
RPH 18km, SDH 5km, SCGH 23km

RPH 35.4%, SDH 46.8%, 
SCGH 10%

6059, 6060, 6061, 6062, 
6063, 6064, 6065, 6066

Darch to:
SCGH 17km, 
RPH 16km, JHC 13km

SCGH 40.1%, RPH 25.6%,  
JHC 22.6%, SDH 59.8%,  
RPH 21.8%, SCGH 8.2% 
JHC 4.5%, AKDH 1.3%

6067, 6068, 6069, 6070,6071, 
6072, 6073, 6074, 6076, 
6077, 6078, 6079, 6081, 
6082, 6083, 6084, 6090

Kalamunda to: 
RPH 18km, 
SDH 12km, 
SCGH 23km

SDH 59.8%, RPH 21.8%,  
SCGH 8.2% JHC 4.5%,  
AKDH 1.3%

6100, 6101, 6102, 6103, 
6104, 6105, 6106

Bentley to:
RPH 7km, 
SCGH 10.5km

RPH 74.3%, SCGH 16.1%,  
FH 2.2%, AKDH 53.1%, 
RPH 20.8%, FH 14.0%,  
SCGH 4.9%

6107, 6108, 6109, 6110, 6111, 
6112, 6121, 6122, 6123, 
6124, 6125, 6126

Armadale and environs

AKDH 53.1%, RPH 20.8%, 
FH 14.0%, SCGH 4.9%, FH 60.9%, 
RPH 16.6%, SCGH 11.6%,  
AKDH 3.1%

6147, 6148, 6149, 6150, 
6151, 6152, 6153, 6154, 
6155, 6156, 6157, 6158, 
6159, 6160, 6162, 6163

Murdoch to: 
SCGH 11km,  
FH 9km,  
RPH 12km

FH 60.9%, 
RPH 16.6%, 
SCGH 11.6%,  
AKDH 3.1%

6165, 6166, 6167, 6168, 
6169, 6170, 6171, 6172, 
6173, 6174, 6175, 6176, 6180

Rockingham and environs 
RPH 38km, SCGH 35km, FH 24km, 
PHC 36km

RGH 57.5%, FH 29.5%,  
RPH 3.4%,  
SCGH 2.2%

6181, 6182, 6207, 6208, 
6209, 6210, 6211, 6213, 
6214, 6215, 6230

Mandurah and environs 
To RPH 72km, FH 53km 
To PHC 2km, RGH 30km,  
SCGH  64km

PHC 72.2%,  
FH 18.4%,  
RPH 2.8%,  
SCGH 2.6%
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Appendix C: List of interviewees
Site Name and Position

Department of Health

Department of Health 
(Royal Street)

1.	 Dr Rowan Davidson, Chief Psychiatrist
2.	 Dr Hannah Seymour, Clinical Advisor, Aged Care Policy Directorate
3.	 Dr Simon Towler, Chief Medical Officer
4.	 Ms Gail Milner, Acting Executive Director, Innovation and Health 

System Reform (I&HSR)
5.	 Mr Kingsley Burton, Director, Health System Improvement Unit 

(HSIU)
6.	 Dr Dorothy Jones, Executive Director, Performance Activity and 

Quality (PAQ)
7.	 Dr Amanda Ling, Clinical Lead, PAQ
8.	 Ms Grace Yun, Senior Research Analyst GIS, Epidemiology
9.	 Ms Margo O’Neill, Principal Analyst, HSIU
10.	 Ms Sam Green, Manager, Information Analysis SMAHS
11.	 Ms Elizabeth Rohwedder, Senior Project Manager, HSIU
12.	 Mr Rob Willday, Acting Director, Aged & Continuing Care Directive, 

I&HSR
13.	 Mr Brian Piercy, Senior Policy Officer, Aged Care Assessment 

Program, I&HSR
14.	 Ms Marea Gent, Project Coordinator, I&HSR
15.	 Ms Anne Riordan, Senior Planning Officer, Aged & Continuing Care 

Directorate, I&HSR
16.	 Mr Luke Hays, Aged Care Policy, Health Policy & Clinical Reform
17.	 Ms Sally Skevington, Manager, Strategic System  Support, I&HSR
18.	 Ms Francis Downey, Acting Manager, Strategic System Support, 

I&HSR
19.	 Ms Jaynie Kirkpatrick, Senior Policy Officer, Director Generals 

Division

North Metropolitan 
Area Health Service 
(NMAHS)

20.	 Dr David Russell-Weisz, Chief Executive
21.	 Ms Roslyn Elmes, Executive Director, Public Health and Ambulatory 

Care

South Metropolitan 
Area Health Service 
(SMAHS)

22.	 Ms Nicole Feely, Chief Executive
23.	 Dr Paul Mark, Area Director of Clinical Services
24.	 Ms Karen Banks, Acting Executive Director, South Metropolitan 

Public Health Unit
25.	 Ms Kerryn Barton,  Health Services Planner, Ambulatory Care and 

Hospital in the Home, Health Services Planning Unit
26.	 Dr Jim Codde, Director Planning, Strategy & Development
27.	 Ms Roslyn Jones, Acting Area Manager, Rehabilitation in the Home 

SMAHS

WA Country Health 
Service (WACHS)

28.	 Mr Ian Smith, Chief Executive
29.	 Dr Tim Williams, Executive Director of Medical Services
30.	 Dr John Van Der Post, Accident and Emergency Specialist, Albany 

Regional Hospital

Child and Adolescent 
Area Health Service 
(CAHS)

31.	 Mr Philip Aylward, Chief Executive
32.	 Dr Mark Salmon, Executive Director of Medical Services, PMH
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Tertiary Hospital Sites
Royal Perth Hospital 
(RPH)

33.	 Ms Maha  Rajagopal, Acting Chief Operations Officer
34.	 Dr James Cooper, Head of Emergency Department
35.	 Dr Jacqui Garton-Smith, Hospital Liaison GP 
36.	 Ms Sarah Moyes, Acting Clinical Nurse Specialist, Emergency 

Department
37.	 Ms Caroline Hale, Nursing Operational Manager, Emergency 

Department 
38.	 Ms Justine Payne, Nursing Discharge Coordinator, Emergency 

Department
39.	 Ms Hilda Tansley, Clinical Nurse Consultant, Hospital in the Home 

(HITH)
40.	 Dr Laurens Manning, Consultant, Micro and Infectious Diseases 

(HITH)
41.	 Dr Hannah Seymour, Consultant Geriatrician, Rehabilitation in the 

Home (RITH)
42.	 Dr Peter Goldswain, Consultant Geriatrician RPH and DoH 

Residential Care Line Supervision 
43.	 Ms Gail King, Clinical Nurse Consultant, Residential Care Line
44.	 A/Professor Yuben Moodley, Respiratory Medicine/COPD Linkage 

Consultant

Fremantle Hospital 
(FH)

45.	 Dr Shirley Bowen, Acting Executive Director
46.	 Dr Mark Monaghan, Co-Director of Emergency Services
47.	 Dr Ian Dey, Co-Director of Emergency Services
48.	 Dr Monica Lacey, GP Hospital Liaison Consultant
49.	 Ms Sarah Leppard, Clinical Nurse Specialist, Emergency 

Department
50.	 Ms Julie Duthie, Acting Clinical Nurse Specialist (Aged Care), 

Emergency Department
51.	 Ms Jane Osborne, physiotherapist and  Acting Lead Care 

Coordination Team
52.	 Ms Penelope Mogridge, Head of Department, Social Work
53.	 Chris Perriam, Social Work Team Leader
54.	 Louise Carman, Navigator Patient Flow
55.	 Ms Joan Micale, Clinical Nurse Manager, Hospital in the Home 
56.	 Dr John Dyer, Director, Infectious Diseases Consultant
57.	 Ms Rochelle Hoggan, Acting Coordinator, Rehabilitation in the 

Home
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Sir Charles Gairdner 
Hospital (SCGH)

58.	 Dr Robyn Lawrence, Chief Executive Officer
59.	 Dr Debra O’Brien, Director of Emergency Medicine
60.	 Dr David Oldham, GP Liaison Officer
61.	 Ms Lisa Gray, Coordinator of Nursing, Emergency Department
62.	 Ms Nicole Hoskins, Acting Clinical Nurse Specialist, Emergency 

Department
63.	 Ms Penny Richmond, Discharge Coordinator, Emergency 

Department
64.	 Ms Halena Halton, Nurse Practitioner, Emergency Department
65.	 Ms Annette Barton, Occupational Therapist, Lead of Care 

Coordination Team
66.	 Ms Katie Kyle, Acting Program Manager, Home Link
67.	 Ms Carolyne Wood, Project Lead, CoNeCT 
68.	 Ms Helen Loveridge, Nurse Manager, Home Link Projects
69.	 Ms Carol Douglas,  Nurse Practitioner, Residential Care Line
70.	 Dr James Williamson, Consultant, General Medicine

Secondary Hospital 
Sites
Rockingham Kwinana 
Hospital (RKH)

71.	 Mr Alex Smith, Acting Executive Director
72.	 Dr Geoffrey Williamson, Director Clinical Services
73.	 Dr Liz Patterson, Director of Emergency Medicine 
74.	 Ms Gaye McCulloch, Clinical Nurse Specialist -Discharge 

Facilitator, Emergency Department
75.	 Ms Kelly Cousins, Acting Clinical Nurse Manager, Emergency 

Department
76.	 Fran Goodlich, Clinical Nurse, Emergency Department
77.	 Michelle Lloyd, Nurse Practitioner, Emergency Department
78.	 Maria Anunciada, Occupational Therapist, Care Coordination Team, 

Emergency Department
79.	 Angela Ascough, Acting Clinical Nurse Manager of HITH

Peel Health Campus 
(PHC)

80.	 Dr Aled Williams, Director of Clinical Services
81.	 Ms Lyn Standley, HITH Coordinator 
82.	 Ms Catherine McKinley, Director of Nursing
83.	 Ms Karen Jane, Nurse Unit Manager, Emergency Department 
84.	 Ms Victoria Holmes, Director of Nurse Operations

Armadale Kelmscott 
District Hospital 
(AKDH)

85.	 Mr Chris Bone, Acting Executive Director
86.	 Dr Reg Andrews, Acting Director of Clinical Services
87.	 Dr Vida Wardhana, Co-Head of Emergency Services
88.	 Ms Jo Egerton, Acting Clinical Nurse Manager
89.	 Ms Karen Singleton, Care Coordination Team Leader/Senior Social 

Worker
90.	 Ms Annabelle Pearcey, Clinical Nurse Specialist, Emergency 

Department
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Swan District Hospital 
(SDH)

91.	 Dr Peter Wynn-Owen, Chief Executive Officer
92.	 Dr John Keenan - Director of Clinical Services
93.	 Dr Amanda Stafford, Co-Head of Department, Emergency 

Department
94.	 Dr Daniel Ng, Co-Head of Department, Emergency Department
95.	 Dr Amanda Boudville, Head of Aged Care & Rehabilitation Services
96.	 Ms Rachel Resuggan,  Manager Allied Health Care/ Social Work 

coordinator
97.	 Ms Kerry Sidney Coordinator of Nursing, Emergency Department
98.	 Ms Gretta Wallis  Acting Director of Nursing
99.	 Dr Susanne Bellasario, GP Hospital Liaison
100.	 Janet Jones, Facility Co-Lead, Four Hour Rule Program/Discharge 

Coordinator, Emergency Department 
101.	 Dr Helen Bell, Respiratory Physician

Joondalup Health 
Campus (JHC)

102.	 Mr Kempton Cowan, Chief Executive Officer
103.	 Richard Saker, Director of Medical Services
104.	 Dr Simon Wood, Director, Emergency Medicine
105.	 Ms Sue Fox, Discharge coordinator, Emergency Department
106.	 Ms Sarah Davis, Clinical Nurse, Emergency Department
107.	 Ms Tulip Jones, Registered Nurse, Triage and Emergency 

Department
108.	 Ms Rebecca Andrews, physiotherapist, Care Coordination Team, 

Emergency Department
109.	 Ms David Hennessy, physiotherapist, Care Coordination Team, 

Emergency Department

Primary Care Sector
Primary Care Health 
Network

110.	 Dr Scott Blackwell, Clinical Lead

WA Division of General 
Practice

111.	 Ms Debra Salway, Chief Executive Officer
112.	 Dr Alistair Vickery, Chair Osborne GP Network (North Metropolitan 

Medicare Local)

GP After Hours, 
Hospital Located 
Providers

113.	 Dr Chris Carter, Chief Executive Officer, Perth Primary Care 
Network

114.	 Dr Christa Reiglar, Chief Executive Officer, Fremantle GP Network
115.	 Mr Peter Cook, Chief Executive Officer, Rockingham/Kwinana 

Division of General Practice
116.	 Dr Rodney Redmond, Chief Executive Officer, Canning Division of 

General Practice

GP After Hours 
Extended hours

117.	 Dr Jack Fagenbaum, Scarborough Beach Medical Centre
118.	 Dr Sam Bada, Ellenbrook Medical Centre (Deceased)
119.	 Mr Nic Richardson, Chief Executive Officer, Australian Locum 

Medical Service

GP Clinics 120.	 Dr Stephen Wilson, Practice Principal, Bassendean Total 
Health Care

Other Organisations
Alcidion 121.	 Dr Malcolm Panham, Co-owner and Co-founder.
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Australian Government 
Department of Health 
and Ageing

122.	 Ms Nicole O’Keefe, State Manager, WA State Office
123.	 Professor Chris Baggoley, Acting Chief Medical Officer 
124.	 Dr Andrew Singer, Principal Medical Adviser, Acute Care and Health 

Workforce Divisions 

Australian Medical 
Association

125.	 Dr David Mountain, President, WA Branch

Health Consumers 
Council

126.	 Ms Michele Kosky AM, Executive Director
127.	 Mr Gio Terni, Health Consumer Advocate
128.	 Mr Bill Fox, Health Consumer Advocate
129.	 Ms Chrissy Ryan, Health Consumer Advocate

Medibank Health 
Solutions  
(Health Direct)

130.	 Ms Bernadette Kenny, Relationship Director

St John Ambulance 131.	 Mr Tony Ahern, Chief Executive Officer
132.	 Professor Ian Jacobs, Clinical Services Director
133.	 Mr Len Fiori, Ambulance Service Director

St John of God 
Hospital, Murdoch

134.	 Dr Tony Robbins, Director of Medical Services
135.	 Mr Stephen Hall, Health Choices Chief Executive Officer
136.	 Mr Michael Stanford, Group Chief Executive Officer

Silver Chain 137.	 Mr Chris McGowan, Chief Executive Officer
138.	 Dr Roslyn Carbon, Home Hospital Director
139.	 Mr Stephen Carmody, General Manager Health
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Appendix D: Overview of Care Coordination Teams, by site

Nursing Staff Occupational 
Therapy (OT)

Physiotherapy 
(PT) Social Work Other services 

and notes

SCGH 1 Discharge 
Coordinator 
(SRN 3) per shift 

365 days a year

7:30am-4pm  

1 OT or PT  
per shift

7 days per 
week, including 
public holidays

8am-9pm

1 OT or PT per 
shift

7 days per 
week, including 
public holidays

8am-9pm

0.5 FTE for 
CCT only  
(2.9 total FTE 
for ED)

M-F: 8am-6pm

W/ends: 9am-
6pm 

Public holidays: 
9am-5pm

Sunday nights 
& alternate 
Tuesdays 
operate until 
9pm 

(OT/PT operate 
on a trans-
disciplinary 
model)

Pharmacist: M-F 
for ED & then on 
call access over 
W/ends (covers 
whole hospital)

SDH Nurse works 
across CCT 
alongside other 
duties.

0.4 FTE 0.5 FTE 0.4 FTE 0.8 FTE CCT 
leader, 1.2 FTE 
rest of team 
(integrated team 
approach)

7 day coverage 
with minimum 
FTE

(often working 
beyond funded 
hours)

Funding may 
finish in July.

JHC No mention 2 OT  
(1 per shift)

M-F: 8am-8pm

W/Ends:  
9am-12 noon 
casual cover

2 PT  
(1 per shift)

M-F: 8am-8pm

W/Ends:  
9am-12 noon 
casual cover

2 Social 
workers, (1 per 
shift)

M-F 8am-
4:30pm

W/Ends: 9am-
12 noon casual 
cover

1 Speech 
Therapist, on 
call, 8am-4pm

1 Dietician, on 
call, 8am-4pm

After hours, no 
access. Refer 
to outpatients if 
suitable or admit 
overnight for 
assessment next 
day.

Not funded for  
w/ends or public 
holidays
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RPH 1.6 FTE  
Discharge nurse 
(SRN 3)

Not funded by 
CCT but integral 
component

2.4 FTE

M-F:  
7:30am-9pm

W/ends & 
public holidays: 
8am-5:30pm

2.4 FTE

M-F  
7:30am-9pm

W/ends & public 
holidays:  
8am-5:30pm

1.4FTE

M-F:  
7:30am-9pm

W/ends & 
public holidays: 
8am-5:30pm

Start times 
staggered to 
reflect the need 
of the patients in 
ED. 

Access to 
general 
pharmacist in ED 
(not part of CCT)

Other allied 
health (e.g. 
Speech, 
Dieticians) not 
in ED, use on 
a consultation 
basis only and 
not part of CCT.

FH Aged Care CNS 7 Days

M-F until 6pm

7 Days 

M-F until 7pm

On call M-F until 
1am, w/ends 
until 12am

1FTE, 7 days 

M-F until 7pm

Speech 
pathology M-F

Dietetics M-F

RGH 1.0 Discharge 
Coordinator 
(CNS) in  
ED/CCT

1.0 FTE  
(team leader)

1.0 FTE  
(job shared)

1.0 FTE 7 days per week

8am-4pm or  
9am-5pm

Screen people 
from previous 
night.

PHC N/A N/A N/A N/A Outside scope of 
contract

AKDH No Discharge 
Coordinator

7 Days

8am-4:30pm

7 Days

8am-4:30pm

2 half days per 
week there is no 
PT cover

7 Day

8am-4:30pm

2 half days per 
week no SW 
cover

2.8FTE in total 
for whole CCT

7 Days:  
8am-4:30pm

After hours 
there is no on 
call.  Attempt to 
screen/follow up  
next day.

CNS: Clinical Nurse Specialist; FTE: Full Time Equivalent; M-F: Monday to Friday; OT: Occupational 
Therapist; PT: Physiotherapist; SRN3: Senior Registered Nurse, Level 3; W/ends: Weekends
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Appendix E: Sir Charles Gairdner Hospital referral service list

Community
Silver Chain PEP 0r HIP (Personal Enablement Program /Home Independence Program)
Silver Chain HaTH (Hospital at Home Service)
Silver Chain Palliative Care
Silver Chain CMAS (Continence Management Advisory Services)
Community Physiotherapy Services
HACC (Home and Community Care) Commonwealth funded longer stay
EACH (Extended Aged Care at Home)
CACP ( Community Aged Care Package)
DVA (Department of Veteran Affairs)
Residential Care line Nurse
Emergency Crisis respite ie CCRC and PHC/DVA accommodation 
General  Residential / In home Respite
Transition Care 
CCT 2 Home

Hospital
HCP (Home Care Packages)/Settling service ( State funded short term)
DRAC (Department Community and Geriatric Medicine)
ACAT (Aged Care Assessment Team)
RAILS (Rapid Ax ILS)
Falls Clinic
Day Hospital general/medical
Day Hospital  Parkinson
Day Hospital  memory
Day Hospital  Osteoporosis
Continence clinic
Allied Health out patient OT 
Allied Health outpatient, PT
Allied Health outpatient, SP
Allied Health oupatient, SW
Allied Health outpatient Diet
Allied Health outpatient, Pod
Allied Health outpatient, Pharmacy.
Other hospital services outpatient- Aboriginal Liaison Ns
Other hospital services outpatient- Continence Ns
Other hospital services outpatient-  Diabetes Ed.
Other hospital services outpatient-  PsychGeris 
Other hospital services outpatient-  Psych Liaison
Other hospital services outpatient- Acute Care Ns
Other hospital services outpatient- Drug & ETOH Ns 
Liaison, Acute Care Ns, Drug & ETOH Ns

Referrals to Hospital in the Home (HITH)

Referrals to Rehabilitation in the Home (RITH)
CoNeCT: Complex Needs Coordination Team
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in alternative formats on request for  

a person with a disability.
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