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Chapter 1: Executive Summary

The purpose of this seeding grant was to investigate the feasibility of a nurse telephone triage service to provide the first point of patient contact for after-hours primary medical care in the Macedon Ranges Shire. 

1.1
The need for an after-hours service

Local statistics on after-hours care reveal that the demand for services is numerically quite low but on a par with demand in other country towns. The key issues are that there are relatively few doctors and those available for after-hours care rosters are even fewer. For those who staff the rosters the consequence is that they are frequently on duty (as often as one night in three in some cases) and are unable to take time off the next day. Problems of exhaustion, concerns about safety for patients and doctors, demoralisation and finally problems for the area with recruitment and retention of doctors ensue. So this project is being driven by a need to alleviate the after-hours care burden on those doctors who presently provide the after-hours services and also by the need to encourage recruitment of new doctors to the area.

When this study began there were three after-hours care services operating in the Shire and a key task was to integrate them in the interests of a unified approach to after-hours care. Unfortunately, the largest service was forced to close during the course of the project.

The Dr Now after-hours care service was based at Sunbury Private Hospital and had a roster of 30 GPs from the towns of Sunbury, Gisborne, Romsey and Riddells Creek. Unlike the other towns, Sunbury is on the urban fringe and between December 2001 and February 2002 Sunbury doctors were able, for the first time, to use the Melbourne Locum Service. The result was that half the doctors withdrew from the Dr Now roster ensuring that it was no longer viable and it closed its doors on March 4. The demise of Dr Now affected both the course of the project and the final proposal.

While Dr Now existed many of the participating GPs felt that a nurse triage service would affect its viability—in fact the numbers were sufficient to suggest that the Division would not be able to support a triage proposal. Since the collapse of Dr Now, the practices in the country towns have each reverted to providing their own after-hours care and they are frequently on call. The consequence is that the GPs concerned and the Division now seek support not only for a nurse triage service but also for the development of a rural GP cooperative. 

1.2
A local nurse triage service

The Central Highlands nurse triage proposal is modelled on that of WestVic. For a number of reasons it emphasises the use of local facilities, local staff and local knowledge. Hence it suggests a telephone service that is based firmly within the area (at Kyneton Hospital) rather than on a telephone service provided from afar. The proposal favours paper-based protocols rather than computerised protocols for reasons of cost and flexibility. It also draws heavily on the WestVic approach to quality assurance as a way of maintaining the highest possible standards of care and doing as much as possible to guarantee patient safety.

1.2.1
Attention to patient safety

The steps proposed for ensuring patient safety involve rigorous preparation of protocols, strict limitations in the interpretation of protocols, quality assurance systems, the recruitment of highly experienced nurses and the provision of specific training in telephone triage techniques. These are standard safety provisions for telephone triage systems. A spokesman for HealthDirect in Western Australia told us that their Crown Solicitor described such safety practices as much more rigorous than those typically applied in the delivery of health services – an important point for legal liability.  

Even so, the Advisory Committee members were concerned that safety be closely monitored in the proposed service. They argued that attention to high standards combined with a rigorous evaluation focusing on the safety issues would alleviate any concerns and make a valuable contribution to our knowledge about the effectiveness of different methods of providing after-hours care. 

1.2.2
Service Links

Apart from the characteristics of the WestVic model another key feature of the Central Highlands submission is the proposal to promote the integration of the Nurse Telephone Triage service with other health services in the region. The aim is to ensure that emergency links work effectively, not just with Ambulance services and emergency departments but also with emergency services for mental health. Secondly, an important part of the proposal is to ensure that GPs on after-hours duty can readily refer to appropriate non-emergency services in the region. 

1.2.3
Support of stakeholders

Before developing the proposal, the consultants interviewed all GP practices in the Shire including the Sunbury practices that have employed the Melbourne Locum Service. Also interviewed were the key stakeholders including representatives from the Ambulance Service, pharmacy, hospitals, locum services, the Primary Care Partnership, Community Health Centres, and neighbouring Divisions of General Practice. Community consultation took the form of representation on the Advisory Group, consultation through the Division’s Consultation Strategy Group and advertisement in local papers calling for community comment. The outcome is widespread interest in and support for the proposal as well as valuable guidance on issues and strategies.

1.3
A new GP cooperative

The other element of the proposal is that of a new GP cooperative. The cooperative is a particular concern of those GPs who were formerly part of the Dr Now service and whose patients live beyond the boundaries attended by the Melbourne Locum Service. While the nurse triage proposal will ensure that GPs receive fewer calls when they are on duty, a GP cooperative would ensure that they have less occasions of after-hours duty – the priority need for some. This proposal began with the assumption that Dr Now was an ongoing and viable concern and the Seeding Grant did not have a budget (or time) to investigate acceptable and viable models for a replacement cooperative. Hence, to ensure a total after-hours care system that meets the needs of doctors and the community the Division proposes to explore new models of GP cooperation. The focus will be on finding a model that addresses doctors’ safety concerns, that reduces the number of occasions of after-hours duty and which could complement the nurse triage service. 

1.4
Terms of Reference

1.4.1
Aims and objectives

The project’s aims and objectives as defined in the Seeding Grant application were:

· Development of a financially viable & accessible after hours General Practice Service.

· Improved after hours services from a GP, consumer and hospital perspective for the region.

· A reduction in calls to GPs after-hours, yet immediate accurate telephone advice for health problem management provided by an experienced and qualified triage nurse.

· Integration of three existing stand-alone groups of after-hours care into one service that still meets the specific needs of the different communities and GPs.

· Development of a regional nurse triage service for after-hours care.

Given the closure of the largest after-hours service, the objective of serve integration could not be met and instead much of the energy of this project was diverted into (a) attempts to maintain the Dr Now cooperative and (b) attempts to find an alternative.

1.4.2
Reporting requirements

The terms of the contract specified that the project report on the following:

· Data on existing after-hours services in the region

· Views of relevant stakeholders

· The establishment of a board of management.

· Special requirements of the service (legal, financial, barriers to sustainability)

· Detailed implementation plan

Chapter 2: Needs Analysis

2.1
Overview

The purpose of this Seeding Grant was to investigate the feasibility of establishing a nurse telephone triage service in the Macedon Ranges Shire and Sunbury. ‘Feasibility’ depends first and foremost on whether a need for the proposed service can be established. The needs assessment focuses on:

· the community’s expressed demand for services as indicated by the number of after-hours consultations 

· comparative data on need for after-hours services 

· the current frequency with which GPs are on after-hours duty

· issues in the recruitment and retention of GPs

· GP views on current and future arrangements 

The proposed service covers the Macedon Ranges Shire and includes the towns of Macedon, Mt Macedon, Gisborne, Kyneton, Lancefield, Riddells Creek, Romsey, Woodend, Hanging Rock, Carlsruhe, Lauriston, Trentham and surrounding areas. The population of the Macedon Ranges Shire in 2001 was 36367. All these towns have a RRMA ranking of 5.

2.2
Local demand for after-hours primary medical care

Local demand for after-hours primary medical care is measured by the following statistics:

· A snapshot of demand for the Dr Now service for the year 2001

· The use of after-hours care items for the years 2000 and 2001 for Woodend and Kyneton, towns which were not part of the Dr Now service. 

· A two-month monitoring of after-hours calls at the Woodend practice.

2.2.1
Gisborne, Romsey and Riddells Creek

The statistics on demand for services by patients from Gisborne, Romsey and Riddells Creek are extracted from the data collected by the Dr Now Service. The Dr Now service, as a dedicated after-hours service, was not able to use the MBS after-hours care item numbers. Instead, the service kept detailed and meticulous records on the use of after-hours services noting time of consultation, patient’s age, reason for presentation, follow-up procedures, insurance status, patient’s geographic area, and the patient’s usual GP. 

Some of the categories of data are available for the total service only while others are identified by the relevant areas for the new proposed service. It must be stressed that these figures do not give a complete picture of demand as many of the patients from these towns used Kyneton Hospital rather than Dr Now for after-hours services. Anecdotal reports also suggest that some patients from these areas attend the emergency department at Western Health (especially Sunshine Hospital) after hours. The nurse telephone service also encouraged a measure of self triage. Dr Now did not have an official triage service but patients could call the nurse at the service reception and through discussion might make a decision to see a doctor the next day or alternatively visit an emergency department. Although the statistics for these calls are not available it is estimated that there were several such calls per evening which would now be taken by the doctors on duty in the respective practices. Finally, the category “Other’, in the table on Geographic Attendance could well be a further source of calls to the Macedon Ranges although many the calls in this category would now be taken by the Melbourne Locum Service for Sunbury patients.

Some of the conclusions from the pattern of consultations in the Dr Now service are:

· The pattern of attendance is reasonably consistent month by month with the lowest number of consultations (262) in May and the highest (346) in October;

· 22% of calls were from parents of children 0 – 5. This was by far the highest percentage of any age group and reflects the common pattern for after-hours demand;

· 80% of calls took place before 11pm;

· 54% of consultations were with patients who had private health insurance suggesting that there may some issues associated with financial access to services.

Consultations Dr Now After-hours Care Service 2001

Table 1: Patient attendance (total service)

	Jan
	Feb
	March
	April
	May
	June
	July
	Aug
	Sept
	Oct
	Nov
	Dec
	Total

	
	
	
	
	
	
	
	
	
	
	
	
	

	305
	301
	293
	303
	262
	321
	286
	362
	303
	280
	280
	346
	3642


Table 2: Geographical attendance

	
	Jan
	Feb
	March
	April
	May
	June
	July
	Aug
	Sep
	Oct
	Nov
	Dec
	Total

	Gisborne
	32
	31
	37
	35
	18
	38
	23
	38
	36
	31
	28
	40
	387

	Riddell
	12
	13
	9
	13
	11
	15
	16
	21
	26
	21
	12
	18
	187

	Romsey
	19
	25
	16
	17
	17
	14
	20
	25
	13
	22
	15
	22
	225

	Macedon
	11
	9
	23
	12
	5
	7
	8
	17
	12
	9
	15
	11
	139

	Other
	26
	27
	28
	10
	17
	24
	20
	21
	25
	20
	32
	32
	297


Table 3: Age group (total service)

	
	Jan
	Feb
	March
	Apr
	May
	Jun
	Jul
	Aug
	Sep
	Oct
	Nov
	Dec
	Total

	0-5
	46
	56
	68
	60
	68
	71
	86
	87
	71
	52
	58
	74
	797

	6-10
	23
	35
	30
	25
	16
	38
	22
	37
	26
	14
	26
	33
	325

	11-20
	53
	52
	46
	47
	45
	50
	45
	69
	56
	46
	46
	56
	611

	21-30
	37
	38
	46
	44
	30
	42
	25
	40
	31
	34
	41
	39
	447

	31-40
	57
	46
	41
	46
	39
	48
	44
	35
	43
	50
	44
	54
	547

	41-50
	45
	37
	25
	33
	25
	36
	29
	51
	36
	50
	34
	36
	437

	51-60
	20
	16
	25
	21
	16
	17
	24
	17
	16
	15
	16
	31
	234

	60+
	24
	21
	12
	27
	23
	19
	11
	26
	24
	19
	15
	23
	244

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	305
	301
	293
	303
	262
	321
	286
	362
	303
	280
	280
	346
	3642


Table 4: Clinic summary

	
	Jan
	Feb
	Mar
	Apr
	May
	Jun
	Jul
	Aug
	Sep
	Oct
	Nov
	Dec
	Total

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Gisborne MC
	25
	29
	29
	29
	19
	27
	21
	29
	34
	29
	22
	31
	324

	Romsey MC
	13
	19
	14
	19
	16
	17
	19
	25
	16
	19
	8
	20
	205

	Linton
	4
	2
	5
	3
	6
	6
	3
	7
	4
	4
	6
	3
	53

	Conron
	5
	8
	9
	6
	3
	9
	7
	12
	5
	5
	3
	13
	85

	Riddell
	22
	22
	21
	17
	22
	25
	30
	29
	27
	24
	25
	19
	283

	No clinic
	15
	30
	28
	36
	25
	25
	18
	20
	19
	23
	30
	30
	299

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	


Table 5: Patient attendance statistics (total service)

	
	Jan
	Feb
	Mar
	Apr
	May
	Jun
	Jul
	Aug
	Sep
	Oct
	Nov
	Dec
	Total

	Discount con
	106
	97
	96
	115
	95
	138
	109
	133
	133
	100
	108
	115
	1345

	Standard cons
	197
	201
	195
	184
	167
	176
	172
	224
	168
	178
	171
	227
	2260

	Ambo trans
	11
	6
	4
	2
	5
	13
	6
	6
	5
	1
	2
	3
	64

	ECG
	6
	8
	14
	12
	6
	8
	4
	14
	9
	7
	5
	10
	316

	ADD’n proced
	27
	30
	33
	31
	28
	22
	20
	13
	19
	23
	31
	39
	316

	New pts
	190
	212
	217
	223
	167
	209
	175
	230
	182
	179
	187
	239
	2410

	Former pts
	115
	89
	76
	80
	95
	112
	111
	132
	121
	101
	93
	107
	1232

	Priv ins
	169
	165
	164
	171
	136
	177
	159
	216
	182
	163
	141
	197
	2040

	
	
	
	
	
	
	
	
	
	
	
	
	
	


Table 6: Patient attendance times (total service)

	
	Jan
	Feb
	Mar
	Apr
	May
	Jun
	Jul
	Aug
	Sep
	Oct
	Nov
	Dec
	Total

	5pm-8pm
	92
	66
	95
	111
	66
	102
	87
	102
	97
	53
	102
	138
	1111

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	8pm-11pm
	154
	165
	148
	136
	131
	143
	168
	169
	129
	159
	115
	200
	1617

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	11pm-8am
	79
	90
	90
	56
	65
	96
	99
	91
	77
	78
	93
	88
	914

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	3642


2.2.2
 Demand for services: Kyneton

For the Kyneton practices the data source on patient demand is based on the number of consultations for each of the after-hours MBS items. These data are limited in that they do not cover extended hours clinics, only home visits and one-off return visits to the clinic out of hours. Kyneton GPs are often called to see a patient in the hospital setting after hours and sometimes may see more than one patient but may only use the after-hours item for the first consultation. Consequently the MBS figures are likely to give an underestimation of local demand. 

A further limitation is placed on these figures when we take into account the fact that although Kyneton Hospital does not have an emergency department there is a nurse on duty 24 hours a day who may triage phone calls as well as seeing patients who arrive at the hospital. The hospital records for 2001 on numbers of calls were unavailable due to systems changes but for the year 2000 averaged 3 per night. In a formal triage service in which strict triage protocols are followed it is unclear how many of these calls may be result in a call to the GP.

Table 7: Use of after-hours items—Kyneton

	Medicare Item No
	MarQ 2000
	JunQ 2000
	SepQ 2000
	DecQ 2000
	MarQ 2001
	JunQ 2001
	SepQ 2001
	DecQ 2001

	1
	179
	137
	142
	130
	275
	211
	176
	284

	601
	21
	37
	42
	39
	59
	39
	45
	43


2.2.3
Demand for services: Woodend

The statistics for Woodend are also based on MBS records of use of after-hours items and the same limitations on the interpretation of the figures apply.

Table 8: Use of after-hours items—Woodend

	Medicare Item No
	MarQ 2000
	JunQ 2000
	SepQ 2000
	DecQ 2000
	MarQ 2001
	JunQ 2001
	SepQ 2001
	DecQ 2001

	1
	28
	34
	35
	19
	20
	26
	27
	38

	2
	58
	65
	58
	46
	51
	49
	46
	54

	601
	12
	21
	14
	7
	11
	10
	18
	18

	602
	14
	8
	8
	nfp
	7
	7
	nfp
	11


Woodend provided further data by monitoring its calls for a period of two months (January and February 2002) in order to assess which calls could have been handled successfully by a triage nurse and hence not forwarded on to a doctor. The participants in this exercise estimated that over 30 per cent of calls could have been handled by a triage nurse without reference to a GP.

Table 9: Woodend after-hours calls 23/12/01– 25/2/02

	
	Total patient calls
	Patients not seen
	Total patients seen
	Nurse could avoid call out

	Jan
	51
	22
	29
	18

	Feb
	43
	11
	32
	12

	Total
	94
	33
	61
	30


Secondly, the data illustrate that the HIC figures significantly underestimate the after-hours burden on GPs. Over the two-month period the Woodend GPs registered 94 calls. Of these, 61 were seen which means that doctors received 33 calls after hours for which they could not claim a fee and therefore which would not be registered on any formal statistical database.

2.2.4
Conclusion – total demand for after-hours services

The table below provides the total of recorded consultations for the year 2001 in all of the postcodes within the boundaries of the proposed service. As noted above the actual number of calls to Woodend shows that the patient demand and therefore the impact on doctors could well be 54% higher. For different reasons as noted above, the Kyneton and Dr Now data are also conservative figures. Given these cautions we can estimate that on last year’s figures the after-hours demand for primary medical care in the Macedon Ranges Shire is a minimum of 2775 calls or 7.6 calls per night and the real estimate is more likely to be 11.7 calls per night. Almost 80 per cent of calls/consultations take place before 11pm.

Table 10: 2001 after-hours consultations—Macedon Ranges

	
	Before 11pm
	After 11 pm
	Total
	Average per month
	Average per month before 11pm
	Average per month after 11pm

	Kyneton
	946
	186
	1132
	94
	79
	15

	Woodend
	311
	82
	393
	33
	26
	7

	G. RR M & RC
	936
	314
	1250
	104
	78
	26

	Total
	2193
	582
	2775
	231
	182
	49

	
	
	
	
	
	
	


2.3
Relevant comparisons of demand for services

The review of the literature in the Carson Report suggests that on average a registered population of 1000 patients will generate approximately 160 out-of-hours calls per annum ‘though it should be noted these estimates are normally based on the number of calls received by service providers and do not take account of abandoned calls. In any year, out-of-hours contacts are likely to be made by approximately 10% of the registered population and, although the majority of callers will make only one contact, some patients need to use the service more frequently.’

Following this estimate we would predict that the Macedon Ranges would generate approximately 5817 calls per annum.

The population of the Macedon Ranges for 2001 was estimated to be 36367.  The conservative estimate of calls that would be expected (based on recorded consultations) is 7.6 per night which would be 78 calls per 1000 people. Our more realistic estimate (based on the Woodend sample data) would suggest that there could have been 11.7 calls per night, which on an annual basis would translate to 4272 calls or 118 calls per 1000 registered population. 

Finally, as Central Highlands is modelling the proposed service on that developed by WestVic, a brief comparison of the demand for services in both regions is presented.

The WestVic trial covered a geographic area slightly smaller than that of the Macedon Ranges and involved 17 GPs. (Size of community in trial area is not specified in the report but the Stawell Hospital website estimates its catchment area to be about 10000 and the population of Ararat is estimated to be approximately 7000). In the year Oct 1999 to Sept 2000 WestVic recorded 1743 calls giving an average of 4.7 calls per night or approximately 103 calls per 1000 people. However, WestVic would have expected a lower rate of calls due to several factors: Ararat was included for six months not 12 months. Secondly,  patients only those patients whose calls were diverted from a GP phone to the triage nurse were counted in the WestVic trial. Those who called the hospital directly were not included in the trial data.

2.4
The after-hours care arrangements of GPs in Macedon Ranges Shire 

The primary rationale for the proposed Nurse Triage Service and GP cooperative is to reduce the burden of after-hours services on GPs within the area and, as a corollary, improve recruitment and retention of GPs. Consequently, the assessment of need for the proposed services is based to a large extent on an assessment of the current burden of after-hours work experienced by GPs in the Macedon Ranges Shire. All practices within the Shire provide their own after-hours care, all are accredited and receive PIP payments for the provision of AHMPC. 

2.4.1
Gisborne, Romsey, Riddells Creek

When this project began there were 18 general practices within the boundaries of the proposed service. 10 of these practices participated in the roster for the Dr Now after-hours care service based at Sunbury Private Hospital. Over a period of three months five practices progressively signed up with the Melbourne Locum Service, which agreed for the first time to extend its services as far as Sunbury. Sunbury is no longer part of the defined area for the proposed after-hours services, which focus solely on country towns and not on the urban fringe.

There are now five general practices within country towns that formerly used the Dr Now service. Each of these practices has reverted to providing its own after-hours care and so the burden of after-hours care has substantially increased on most of them since March 4 when Dr Now closed its doors.

The following table illustrates the current after-hours arrangements of each of these practices. Two of the practices have made arrangements for the Melbourne Locum Service to triage calls after 11.00pm.

Table 11: After-hours arrangements since the closing of Dr Now

	Practice
	No of doctors in practice
	No of doctors on after-hours roster
	After-hours services until 11.00
	After-hours services after 11.00
	Weekend roster

	Gisborne Medical

Centre
	12
	6
	Doctors on roster one night in 6
	Melbourne Locum Service takes calls and triages to doctors if necessary.
	Doctors on duty one weekend in 6

	Central Highlands MC 

Gisborne Medical Clinic 

(These two practices share a roster).
	2

1
	3
	Doctor on call one night in three
	Doctor on call one night in three
	Doctor on call one weekend in three

	Romsey
	4 


	4
	Dr on call one night in four
	Dr on call one night in four
	Dr on call one weekend in four

	Riddells Creek
	4
	4
	Dr on call one night in four
	Melbourne Locum Service takes calls and triages to doctors if necessary.
	Dr on call one weekend in four


This roster includes overseas trained doctors and GP registrars. It also offers an unrealistic picture of availability for after-hours care as several doctors who would not normally participate are assisting with the roster in the gap between the closure of Dr Now and the establishment of a new service. 

2.4.2
GP after-hours arrangements: Kyneton

The three practices in Kyneton cooperatively participate in an after-hours GP roster based at the Kyneton Hospital. The GPs generally work one night in six or seven and one weekend in six or seven. After hours the practices have a telephone message that refers the patient to the GP who is on call or to the hospital. When patients call the hospital the nursing staff screen the call and if necessary contact the rostered GP; if necessary they call an ambulance and may also contact the GP. 

2.4.3
GP after-hours arrangements: Woodend

The Brooke Street Medical Centre currently operates a 24-hour on-call roster. Patients needing care telephone the rostered doctor. After hours the patients hear an answering machine that gives the mobile phone number of the doctor on call. Usually GP recruits are willing to cooperate but the Principals take main responsibility for after-hours care working one night in seven and a 24-hour on-call period once every month. The doctors meet patients at the surgery after hours & provide home visits when necessary. 

2.5
GPs views of current after-hours care arrangements

Macedon Ranges GPs typically provide the traditional country doctor service in which doctors from small practices provide all their own after-hours care as well as undertaking a much wider range of responsibilities than do their city counterparts. In general GPs valued the capacity to provide a high-quality local service but in interviews they also expressed concerns about the level of after-hours duty required. Where there was the availability of a hospital clinic (as in Kyneton and also in Sunbury until March 4) doctors valued the fact that hospital nurses provided a certain amount of triage which reduces calls to doctors. They also valued the hospital as a safe location for after-hours consultation. However, there were a number concerns consistently expressed in GP interviews.

· Some of those who were formerly part of Dr Now (where the doctor stayed over night) are concerned about safety issues now that they must travel through the dark on country roads and meet patients at a practice where there is no hospital back-up and no security.

· Some expressed the view that while nurse triage would help to reduce the number of calls after hours, the single most important need is for a new cooperative as only one call per night can ruin the capacity for further sleep. This not only affects mood and sense of well being but also the capacity to work effectively the next day. It is also a safety issue if long night drives are involved.

· Some of the doctors participating in the after-hours roster do not wish to participate at all and if there were a better arrangement available they would not feel obliged to continue their participation.

· While those working with a local hospital appreciated the availability of a hospital clinic and the support of nursing staff they were also concerned that not all nursing staff asked to triage have formal triage training.

· Cost to patients and bad debts. When doctors are to see patients at the hospital, patients often assume the service will be free. Doctors often find it difficult to charge the high after-hours fee. There are still some patients who will abuse the service and there are some bad debts that the GPs have to absorb.

· Lifestyle: Tiredness due to working during the nights, then the next morning.

· Cost to doctor: To compensate for night work, doctors take an afternoon off but do not earn as much in the night as they would for the afternoon

· Cost to patient: The fees were not set to act as a disincentive to patients but some patients are unhappy with the cost. 

· Burden on practice principals. The practice principals do more shifts while some of the other GPs share a rostered day.

The issues raised by GPs in the Macedon Ranges are consistent with the findings of many other studies. For example, the Final Report of the WestVic trial states:

From a GPs’ perspective, providing their own after-hours care can lead to fatigue, sleep deprivation, increased stress and disruption to their home life (Cragg et al. 1994; Livingstone et al; 1989; Dale et al; 1996; Hallam, 1994; Pitts & Whitby, 1990; Foster et al; 1996). In a UK study, GPs describe out of hours work as being ‘the most important stress in their professional lives’ (Dale et al. 1996)….

2.6
Recruitment and retention of GPs

In April 2002 the Macedon Ranges had 31 equivalent full-time GPs to serve a population of 36 367. The 31 GPs included 6 registrars—worth noting because they do not in general see as many patients as other GPs. There were 4 Rural Locum Relief Practitioners and 4 GPs who have filled approved vacancies on the Victorian Overseas Trained Doctors Scheme. These figures show that the region depends for almost half its GP workforce on rural workforce initiatives—a dependence which highlights the significance of recruitment and retention issues in this region.

Further, the existing GP workforce has a number of characteristics which affect the availability of GPs for after-hours care: 50 per cent of the GP workforce is female. For women GPs family commitments and/or issues of safety mean that their capacity for contribution to the after-hours roster is less than that of male GPs. Registrars require a substantial component of one-to-one support from GP supervisors, thus placing a strain on available resources and secondly, they are studying to gain qualifications and have less time available for after-hours roster.

Finally, the requirement to undertake after-hours care plays a role in the decision of OTDs and others to take up a position, with some accepting their employment on condition that they will not be required to participate in the after-hours care roster. Practice principals also confirm that they bear the brunt of after-hours rosters as it is difficult to recruit assistants who will agree to participation in after-hours care. (Table 11 above gives a false indication of usual participation in after-hours rosters as some of those who would not normally participate are helping to alleviate the burden in the interim between the closure of Dr Now and the establishment of an alternative.)

The problems experienced in the Macedon Ranges are consistent with the findings in WestVic Division. A recruitment and retention project undertaken by the WestVic Division of General Practice found that issues associated with after-hours care were among the top four reasons for GPs leaving the region.

These local experiences are reinforced by the Access Economics’ recent report on the gap between community need and the availability of GP services. In analysing the deficits in rural and remote areas the authors noted that the most significant perceived disadvantage of rural practice was work intensity. ‘ They view the long hours, especially after-hours, on-call hours and lack of holidays….as a fundamental difficulty, causing stress and burnout.’ 

2.7
Conclusion: the need for new after-hours services

On 2001 figures it would appear that the current rate of demand for after-hours primary medical care in the Macedon Ranges Shire is such that a nurse triage service could expect 7.6 to 11.7 calls per night. The current pattern of service provision is such that across the Shire, to meet this demand, there are six doctors on call on any given night. In addition, there is the unofficial provision of nurse triage at the Kyneton Hospital and the provision of non-clinical triage after 11.00pm for two practices.

At face value, the provision of services could look like oversupply but if a patient needs a face-to-face consultation the distances are too great to allow for the substitution of one or two doctors for the current six. In the absence of a central after-hours clinic that provides for the doctor to stay overnight there is no alternative to the current arrangement. The consequence is that too many of the doctors are suffering sleep disturbance when some reorganisation of services could ensure a high-quality medical service with substantial reduction of the demand for GPs.

The GP interviews in this Division, as with the views recorded in the major workforce reports, show intense feelings of stress in relation to the burden of after-hours care and highlight the urgent need to find local solutions.

Ch 3 
Consultation on proposed model

3.1
Overview

GPs and other service providers were interviewed using the Interview Schedule in Appendix 4. Interviews were conducted with representatives from each practice within the boundaries of the proposed service. At the time the interviews were conducted this meant that all practices within Sunbury were interviewed as well as those within the Macedon Ranges Shire. Other stakeholders who were interviewed were the two main hospitals (Kyneton Health and Sunbury Private Hospital), the Community Health Centres, the Ambulance Service, and the Primary Care Partnership (as representative of the range of other health services within the region) and the Division’s pharmacist. Discussions were also held with neighbouring services including WestVic Division of General Practice, Western Health and the Melbourne Locum Service. 

There were three levels of consultation with the community: representation on the project’s Advisory Committee, consultation with the members of the Division’s Community Consultation Group and placement of advertisements in the local papers calling for community comment. 

3.2
Consultation on current & proposed AHPMC arrangements

Most stakeholders interviewed did not provide any after-hours services themselves, the main exceptions being hospitals and ambulance services. 

3.2.1
Hospitals

The Kyneton Hospital is actively involved in the provision of AHPMC. Although it does not have an officially funded Accident and Emergency Department, the hospital provides a form of nurse triage with access to local GPs if a doctor is required. No doctor is located in the hospital but a doctor is on call to provide after-hours primary medical services, when and if required. When patients call the hospital the nurse makes an assessment of the clinical urgency and if a person needs to see or speak to a GP the nurse contacts the on-call GP and/or an ambulance. 

The CEO and DON of the Kyneton Hospital were members of the Advisory Committee for the development of this application. They stressed that the establishment of a nurse triage service would strengthen and systematise some informal arrangements which operate at present.

An issue in the present arrangements—and one noted by hospital, GPs and other service providers—is that nurses are not all formally trained in triage, which means there is some variability in experience and training that may impact on the quality of the service.

3.2.2
Ambulance Service

The Ambulance Service noted that there was a very positive working relationship between GPs and ambulance in most parts of the Shire but that the proposed model could assist in addressing some ongoing issues. The positive working relationship was reflected in the cooperation between GPs and ambulance in emergencies. Further, in some parts of the Shire the ambulance service is advised of contact details of the on-call doctors.

The key improvements the ambulance would like to see are: 

(a) consistent provision to ambulance of the contact details of on-call doctors. Some parts of the Shire consistently provide this information at present but according to the Ambulance spokesman a consistent approach across the Shire would be helpful. If there are problems identifying and contacting the on-call doctors in these areas then it is more difficult to get timely help to a patient. A nurse telephone triage service is ideally placed to communicate such information to the ambulance.

(b) capacity for reduction in the number of non-urgent calls to the service after-hours. In the after-hours period the ambulance service is meant to deal with emergency calls only but in fact they often deal with non-urgent calls as well and the accumulation of extra demands places a substantial burden on the service. The introduction of a telephone triage service may assist with patient education and more appropriate use of all forms of after-hours care. 

3.2.3 Other health providers

Other health service providers, notably pharmacists, community health centres and the primary Care Partnership, were supportive of the proposal, seeing opportunities for improvements in access and service integration.

3.3
Opportunities in the introduction of a nurse triage service

3.3.1
Strengthening triage skills

GPs in Kyneton considered that they already had a local form of nurse triage but saw value in a nurse telephone triage proposal especially if it built on and upgraded the existing service at the Kyneton Hospital. They noted in particular that a formal NTT system should have a higher level of nurse training and validated protocols.

3.3.2
Service coordination

Lisa Delaney, representing the Primary Care Partnership, was positive about a nurse triage model, focusing in particular on the potential for service coordination. She suggested its value would be greatly enhanced if it were used as the basis for a more integrated system for the provision of services including after hours in the local catchment area. If people who have situational crises (domestic violence, alcohol and drug, mental health) called the After hours service it should be possible to identify and send information to the relevant service provider, linking the person in need in a timely and responsive way.

Community Health Centres also saw service coordination between AHPMC and other health services as a significant issue. Alan Taylor of Cobaw CHC argued for improved organisational linkages between services such as the hospital/GPs and mental health and community health services. For example, could the triage nurse provide feedback to other services about patients who have used the after-hours services?

3.3.3
Local knowledge

A recurring theme in the consultation was the importance of maintaining local knowledge, local staff and local services. Interviewees most commonly felt that a triage service based on a remote call centre would create serious risks for the local population as it is notoriously difficult for someone outside an area to effectively link a caller to appropriate local services. Many of those consulted raised concerns about the potential loss of local knowledge if a telephone service was not implemented in the right way. Several people suggested that local knowledge about GPs and people in the community was very valuable when operating a telephone triage system. 

3.4
Issues to address

3.4.1
Distance from services

As in any rural area, distance from required services (or lack of needed services within certain areas) is an issue. A key problem in this category is pharmacy. Many of the pharmacists in the catchment area of the Division do not open for extended hours and community members may have to drive to Sunbury to get a script filled. Distance from an emergency department and distance from a GP practice or other after-hours setting are also issues. For safety reasons, some GPs will not provide home visits after hours especially if they do not know the patient. If the consultation is to take place then it must take place in a GP practice or hospital setting, which may involve driving considerable distances. As noted in the discussion of ambulance services above, some patients may not be in a position to travel at night, especially across long distances.

3.4.2
Financial access

The financial issues were raised by GPs, community members and other health service providers. The Dr Now service had some problems with financial access because the dedicated after-hours items were not available. In order to ensure the service was financially viable the service charged fees suitable for after-hours consultation but GPs could only use Item 23 (the standard consultation) and so patients could only reclaim $24.45, a low rebate for a high fee.  Health card holders were charged at a lower rate. The attendance rates for Dr Now show that 54% of users in 2001 had private health insurance compared with 44.5% of the Victorian population. Although private health insurance does not help with claims for AHPMC, PHI status does indicate a level of financial wellbeing and so the findings suggest that those of lower income were less likely to use the service.

In all parts of the Division the current arrangements now mean that patients have access to the higher rebate but the after-hours fees are such that some patients cannot access the services. According to practice principals the fee is not set as a deterrent but other health providers commented on behalf of their own clientele that financial access was an issue for some. GPs have commented that even with high fees and receipt of the PIP incentive payment for after-hours care they do not cover the losses incurred by the time they must take off in day-time hours to recover from the after-hours duty. 

Financial access problems will not be solved by a nurse triage service if a consultation is required but the service may save a considerable number of people the cost and time of a consultation that in fact could have waited until regular hours. 

3.4.3
Safety

Those who are familiar with the provision of medical telephone advice (Ambulance service, pharmacist, nurses and GPs) all commented that it is very difficult to assess a patient’s condition over the phone and that is especially difficult to assess ‘clinical urgency’.  They stressed the importance of recruiting at the right level, of specific training in telephone triage techniques and of appropriate protocols. It was also suggested that back-up is very important and this means that the service should be located at a hospital where there is access to appropriate equipment, facilities and trained staff.

3.4.4
Financial viability

Senior nurses noted that it might be difficult to attract highly qualified staff to this service unless paid appropriately. 

GPs are concerned that after the funded Service Development Phase the cost of maintaining the service might fall to them if it is to survive. They were uncertain of its long-term viability. Some also expressed concerns about the requirement of GPs to maintain a public service that can never be financially viable. 

Other stakeholders were anxious about the possibility that financial resources might be diverted from other services to a nurse triage service.

3.4.5
Limitations of protocols

All those interviewed, GPs and other health service providers, argued that the quality of protocols is vital to the effectiveness and safety of the service. Senior nurses noted the limitations of protocols arguing that the experience and knowledge of the person making the clinical assessment are equally important.

3.5
Likely impact on other existing services

The purpose of the proposal is to have a substantial impact on utilisation of GP services and the evidence suggests that the service should reduce calls to GPs by at least 30 per cent. The Ambulance Service would like to see improved coordination with GPs in the provision of after-hours care but does not expect a substantial impact on the utilisation of ambulance services. Even so documenting base-line figures and any changes will form part of the evaluation. Other local services interviewed, with the exception of the Kyneton Hospital, believed that the introduction of a nurse telephone triage service would have little or no impact on their own services. This applied to the community health centres, pharmacy and the range of services represented by the Primary Care Partnership. 

3.6
How could it work in practice?

All those interviewed were asked a series of questions about the practical organisation of a nurse telephone triage service. Location, ownership and management were the key questions.

3.6.1
Location

Within the context of a nurse triage proposal, GPs and other health service providers considered a range of options. Views on how to meet the need changed over the course of the feasibility study due to the changing circumstances of local services. Several possibilities were considered:

Option 1

Employ the Melbourne Locum Service to provide triage for the areas beyond Sunbury

Lengthy discussions were held with the Melbourne Locum Service in an attempt to maintain the viability of Dr Now. Once the service collapsed the MMLS provided options to the remaining practices. One option was that of providing a telephone triage service to the ex-Dr Now practices located beyond Sunbury in which telephone triage but not home visits are provided after 11.00 pm. This option has been adopted by two practices which are in a position to monitor its viability while a decision is made about the Nurse Telephone Triage submission. However, it must be noted that most GPs in the Shire strongly oppose this option as they are not comfortable with non-medical triage. The Carson Report noted that while nurse triage has been shown to be at least as safe and effective as usual care….there is no published evidence of the safety and effectiveness of receptionist and call handler triage.’ (p52)

Option 2 

Establish a Central Highlands branch of the Central Grampians service

Another option considered was that of piggy-backing onto the Central Grampians After-hours service based at Stawell. Central Grampians were approached about this option but felt they were not ready to involve practices beyond WestVic Division until such time that

This option would have gone against the expressed value of retaining local knowledge. Furthermore, there can be no doubt that any option that strengthens local workforce and local services has a flow-on effect to other services within the region. There is very strong justification for ensuring that if the region develops nurse telephone triage that it should be based firmly within local boundaries.

Option 3

Establish the service proposed in the Seeding Grant as an independent service based at Kyneton Hospital

This was the only local option once the Sunbury services withdrew from the proposal. It met the criteria of being based at a service that had substantial resources and back-up. It ensures that triage nurses will have local knowledge and it meets the important community requirement of supporting and maintaining local health workforce. This option was unanimously supported by the Advisory Committee.

Option 4

Establish a Central Highlands branch of Western Health service’s Health Advice Line

Western Health is the nearest metropolitan emergency service to the area and there is evidence that some patients in Woodend and Gisborne use the Sunshine Hospital (the closest to the Macedon Ranges) for after-hours care. Western Health recently launched Health Advice Line, a nurse telephone triage service and there was some local concern that the proposed Kyneton service would represent duplication. As with the Central Grampians model, however, the Western Health Service does not have the resources to extend beyond its boundaries. In particular, the senior triage nurse acting as spokesperson suggested that it would be difficult to address issues of local knowledge if they were asked to triage beyond their own border. On the other hand, they consider it vital that the services work together to ensure consistency in protocols, evaluation systems and other resources. 

3.6.2
Organisation and management

Options for participation in the board of management included:

· A board with representatives from key local services

· A board comprising GPs, hospital representatives and community members only

The first option was considered in the light of the fact that (a) service links in an after-hours care service are very important in ensuring its success; and (b) as the model must be self-sustaining in two years there might be advantages in having broad representation on the Committee. A broader base might lead to a more diverse range of ideas about ongoing funding and a wider community commitment to supporting the continuity of the service after the funded Service Development phase.

The advisory Committee took the view that committees of management are decision-making bodies and do not function well if they involve more than six people. Consequently the second option was adopted on the proviso that strong service links are built into the implementation plan. 

3.6.3
Choice of type of protocol

The two models considered were:

Model One: The paper-based model developed by WestVic.

Costs: 

the books on which the protocols are based.

Project manager time to adapt protocols to local needs

GP time on protocol committee

Nurse time on protocol committee

Other issues:

If the system operates on the WestVic model of dedicated triage nurse until 11.00pm and the Supervising Nurse taking the triage calls after 11.00 pm then it is essential to have a paper-based model so the nurse can walk around with the protocols in hand.

Model Two: the McKesson system used by Health Direct

Costs

Leasing the system from McKesson

GP time to review protocols and adapt them to local needs (WA employs one FTE GP)

McKesson is preparing a quote for Central Highlands but advice from WA Dept of Health is that the service would need to take 100000 calls per annum to justify the cost of the software.

Other issues:

Model Two is much more expensive but possibly more protective in medico-legal terms as the protocols are conservative and do not allow for nurse judgment. 

3.7
A GP co-operative

Finally, the triage model cannot address the problem of frequency of on-call duty. One of the objectives of the Seeding Grant was to investigate options for integration of the existing after-hours services. As the largest service closed during the course of this project this objective could not be met. The need for a replacement cooperative within the country towns concerned is urgent but it was beyond the scope of the project to explore such options in depth let alone develop a replacement. Yet such a replacement is vital to overall after-hours program in the region and so part of the outcome is a proposal to test options for a new cooperative.

3.8
Community consultation

A community representative attended all the Advisory Committee meetings and supported the proposal as a positive contribution to the provision of services in the area.

The Community Consultative Group were all invited to comment. Five members responded after consulting their own constituencies.

Finally, prominent advertisements were placed in the key local newspapers in the Shire inviting public comment. Responses were received from six individuals and one response was sent following consultation at a senior citizens meeting of approximately 100 participants.

All but one respondent supported the need for the service.  Two respondents stated they have travelled to Sunshine after hours and it would have helped to have had advice beforehand as to whether they actually needed a consultation. One respondent commenting on behalf of senior citizens supported the service but was concerned that nurses (who do not know the patients) may not recognise and properly respond to the concerns of older people. 

In general the comments received provide a good indication of the concerns of community members while still supporting the need for the service. The statements of concern will help with the design of service characteristics. They also help with the education and marketing plan as they indicate the nature of concerns that communication about the service must address.

3.9
Summary of consultation

There is widespread interest in and support for the proposed triage service. GPs look forward to the benefits that the service will offer and other service providers are keen to participate. The latter see it as opportunity to address existing issues in service coordination and access in the provision of out-of-hours service. The proposed service is also seen as an important contribution to local service provision and there was no expressed support for a service operated from outside the boundaries of the area. Finally, the proposed service is not able to address all the problems raised by the closure of Dr Now and consequently local GPs are very keen to explore options for a new rural cooperative.

Chapter 4 The Nurse Telephone Triage proposal

4.1
Description of the proposed after-hours service

The Central Highlands Division of General Practice is seeking funding under the Commonwealth’s After-Hours Primary Medical Care Program (AHPMC) to set up a new after-hours care service using a nurse as the first point of contact. Called a Nurse Telephone Triage (NTT) service, it would provide telephone assessment by a nurse as the first step in selecting the right course of action for someone with a medical problem after hours.

4.1.1
How will the service work?

Medical practices switch their after-hours phone through to a dedicated after-hours phone at the Kyneton Hospital for the defined hours (see below). When a patient calls the practice after hours, the call is diverted automatically to Kyneton Hospital where a trained triage nurse answers “After-hours Medical Service”. The nurse takes the patient’s details and, via a set of protocols, assesses whether the patient needs nursing advice, a medical appointment the next day, a referral to another type of health service (eg mental health) or advice/treatment from the doctor on call.

The telephone system permits calls to be transferred from the triage nurse to the on call doctor or for the nurse to put the patient on hold, speak to the doctor and then relay the patient’s advice to the doctor.

There would be no extra costs associated with this service. The after-hours fees the doctor currently charges would still apply. 

Not all practices will switch through to the nurse telephone service at the same time. For example, if a GP always works until 8pm then in that case the phones would be switched through to the nurse telephone service at 8pm rather than 6pm.

4.1.2
Why is the service being proposed?

The Central Highlands Division wants to maintain patient access and safety at the same time as reducing the after-hours burden on GPs who must still practice the next day after being on call during the night. At present some GPs in the region are on call one night in three and are called out several times during the night. This service should reduce the number of times an on-duty GP will actually receive a call – thus reducing the interruption to sleep.

A central telephone service for the region can also help with patient access as it is easy to set the nurse up with a service directory system to enable easy referral either to other emergency services such as mental health or to non-GP health services in normal hours.

4.1.3
How will it work in practice?

1. Hours of service

6.00 pm to 8.30 am Monday to Friday

1 pm Saturday – 8.30 am Monday

5 pm – 8.30 am Public holidays

2. From 6 pm (Monday to Friday) and 1 pm (Saturday & public holidays) each participating practice switches its phone through to a dedicated 1800 after hours telephone number. 

3. Patient calls practice and is automatically diverted to a trained triage nurse located at the Kyneton Hospital.

4. The nurse takes the call:

· identifies the service as ‘After Hours Medical Service’;

· takes  patient’s details; 

· assesses the patient’s needs using a set of agreed evidence-based protocols. 

5. If the nurse assesses that the patient does not need a doctor during the night the after-hours period, the nurse’s options are:

· nursing advice

· a medical appointment the next day

· direct patient to the hospital for face-to-face triage 

· ambulance

Triage nurse does not make diagnosis. The doctor may be called following the last two options above.

6. After taking the call, if the nurse assesses that the patient does need a doctor the options are:

· nurse transfers call to the on-call doctor in the appropriate area

· nurse puts the patient on hold, speaks to the doctor and relays the doctor’s advice to the patient.

7. If the doctor takes the call and decides that the patient needs a face-to-face consultation then the options depend on the available arrangements for each participating practice.

8. Following each call the nurse sends a copy of the Phone Advice Form by fax to the patient’s usual GP.

4.2
Governance of service

As the Fundholder, the Board of CHDGP will have overall responsibility for ensuring the achievement of the goals of the after-hours service.

4.2.1
The CHDGP Board will be responsible for 

· Ensuring that the Service Development grant is spent according to the terms of the funding agreement

· Ensuring that service expenditure is within budget targets

· Approving a service agreement between the Division (as Fundholder) and the Kyneton Hospital as service delivery agent.

· Ensuring that the delivery of service is in accordance with relevant Federal, State, and Local Government laws and regulations.

· Establishing a committee of management to oversee the development, implementation and evaluation of the service.

4.2.2
The Committee of Management will include

3 GPs

2 representatives from Kyneton Hospital

1 community representative

The Committee of Management is responsible for 

Defining the overall end goals of the service in terms of the following categories

· quality of care 

· access to services

· financial management

· sustainability

· medico-legal protection

Monitoring the service development phase to ensure the service meets the goals of each of the above categories 

Recommending to the Board of CHDGP the terms of the service agreement between the Kyneton Hospital and the Division of General Practice

Monitoring the service delivery phase in accordance with defined objectives and standards

Reporting to the CHDGP Board on progress against defined targets (financial, quality, access, sustainability & medico-legal).

4.3
Detailed implementation plan

4.3.1
Day-to-day management

There are two levels to the day-to-day management in the Service Development phase.

Level One: Division of General Practice

As the fundholder, the Division is responsible for the day-to-day management of the total service development phase. The Division will employ a Project Manager whose key responsibilities would be to develop and manage:

Service Agreements

Administrative procedures

Systems & resources

Service links with key stakeholders

Community links

Data collection and evaluation

Reporting & accountability

Strategy for sustainability of service

Oversee assessment of feasibility of GP cooperative

Level Two: Kyneton Hospital

As the service provider, Kyneton Hospital would be responsible for the day-to-day management of the triage service. Key tasks will include: 

Recruit triage nurses

Provide ongoing training & performance review for nurses

Participate on committee of management

Participate on clinical governance committees

Ensure provision of indemnity insurance

Maintain agreed records

Provide service in accordance with service agreement

4.3.2
Accountability structures

Reporting arrangements

The Committee of Management will provide reports for the CHDGP Board on progress against the key service targets.

The Project Manager will provide regular reports for the Committee of Management on the development & delivery of the service 

(frequency of both levels of reporting to be negotiated in the service development phase)

Contractual agreements between service providers

A service agreement will be developed between CHDGP and the Kyneton Hospital. 

Contracts will also be developed for the Triage Nurses, GPs, and Medical clinics.

Triage nurse contracts will ensure the requirement to meet shift times, to follow clinical and administrative protocols and to follow quality assurance processes.

GP contracts will ensure that participating GPs undertake to be contactable at all times after hours should they be on call. The contract should also specify that they are willing to take calls from the triage nurse.

Medical clinic contracts are required to ensure that they agree to transfer the calls to and from the service at dedicated times.

4.4
Clinical protocols

4.4.1
Type of protocol

The triage service will use paper-based protocols following the Westvic model (the Central Grampians service). 

WestVic Division identified 26 clinical protocols that cover the most common calls received. The protocols were developed in America on the basis of evidence and best practice. They have been adapted by participants in the Central Grampians service. Assuming these will be available to others once the Division receives legal advice, then Central Highlands plans to review and adapt these protocols for the proposed telephone triage service. The Division expects to be able to use the protocols without making substantial changes but believes that some time and funding must be made available to ensure that local GPs and nurses have confidence on them. 

In addition, the Division has an undertaking with Western Hospital that every attempt will be made to ensure consistency between the Central Highlands protocols and those used by Western Health in its Health Advice Line.

To develop the protocols CHDGP will follow the WestVic model of appointing 

(a) a GP QA representative to oversee the review and adaptation of clinical protocols for local use.

(b) A protocol sub-committee—At the commencement of the Service Development phase, a sub-committee of GPs and a nurse will review the available protocols and assess and, if necessary, make modifications. 

4.4.2
Links with neighbouring triage services

The protocol sub-committee will arrange quarterly meetings with neighbouring telephone triage services, notably WestVic and Western Health, to ensure that there is some consistency in the protocols and hence the type of decision that a nurse is likely to make.

4.5
Operational Guidelines

4.5.1
Guidelines for Administration

Detailed protocols will be developed to ensure smooth operations in the following key areas:

Communication between practices and triage service

Information re GP on duty

Faxback to GPs re patients who use the After-hours service

Administration

Telephone triage record quality assurance process

Local information database

Records management

The Project Manager will ensure that a record system is established which meets medico-legal, privacy and quality assurance requirements

Telephone policy

Protocols will be developed to ensure that the technical aspects of the service are of a high standard and can guarantee that patients will have access to the agreed levels of care. 

In order to achieve this the following will be developed:

· an agreement between the practices and the hospital to ensure that the phones are always switched through at the right time and that the duty nurse knows who is on duty in each practice.

· Minimum requirements from Telstra

· Procedures for operating the phones.

4.5.2
Guidelines for Clinical Governance & Quality control

Clinical governance means the framework to assist all clinicians to continue to improve quality and to safeguard standards of care.

The Central Highlands Nurse Telephone Triage Service will establish the following systems and processes to ensure a high quality service and to safeguard standards of care.

Designated positions to focus on quality issues

Quality assurance GP

One of the GPs on the Committee of Management will also oversee the quality assurance process. In particular, this person will ensure that the protocols are acceptable to local GPs. A considerable amount of the groundwork has already been done by the WestVic Division and the expectation is that Central Highlands will be able to work with WestVic protocols. However, it is vital that participating GPs have confidence in and ownership of the protocols and so there is a need for a GP to oversee the review of protocols for local application.

Once the protocols are in place and the service delivery phase begins, the role of the QA GP will be to:

Assist in the design and review of triage records for quality assurance process;

Provide practical directions for implementing changes in triage recommendations or protocols as required;

Supervise and consult regularly with the QA nurse monitor on protocol usage;

Recommend and/or endorse additional protocol development as required;

Maintain contact with the WestVic GP QA rep to ensure that there duplication of effort is minimized.

QA Nurse monitor (.1 EFT i.e. 3.5 hrs in a 35-hour week)

This role will be the key to the daily maintenance of quality assurance processes. The key tasks are to:

Review triage records and triage process monthly for quality assurance processes;

Assess whether triage protocols are being followed;

Provide practical directions for implementing change in triage recommendations or protocols as required;

Actively assist triage nurses to implement any changes to the triage process;

Recommend additional protocol development as required;

Monitor, assess and evaluate implementation processes and results;

Represent triage nurses on the Committee of Management.

Triage Nurse QA sub-committee

In addition to the individual positions there will be Triage Nurse QA sub-committee. This committee (to meet once every three months) will involve the participating nurses in a review of the use of protocols and discussion of any issues arising from the random review of triage records and from each triage nurse’s experience of the service.

Other quality assurance processes include:

Telephone Triage Record Review (WestVic model)

25% sample of all triage records & records of patients who have called the service more than once per night will be reviewed monthly by the QA Nurse monitor

Clinical incident reporting

Triage nurses can be encouraged to report areas of potential concern that require discussion and/or protocol development. They can also request that records are reviewed by ticking the review section at the end of the triage record. 

General practitioner reporting

As GPs (not the QA GP) recognise issues or patient concerns, they may use a quality reporting form to detail their concerns. All these forms are to be reviewed by the QA nurse monitor to be raised with the Telephone Triage Nurse Committee and GP QA Committee if necessary. The QA nurse will also need to make a formal response to the concerned GP outlining the action taken.

Patient satisfaction 

As part of the evaluation process focus groups will be conducted with community members to monitor community issues. There will also be a formal complaints process so that any patient with a complaint can register thei concerns with the triage service, their regular GP or to the Kyneton Hospital.

Potential event analysis and action

When it has been ascertained that the potential for an adverse event is high, a number of preventive actions can be taken. These include review of the relevant protocol (whether clinical or administrative), discussion with the staff involved, formal education.

Clinical and administrative protocol maintenance

If the QA process leads to the need to change a protocol amendments must be recognised and accepted by the QA nurse monitor and GP /QA representative before being implemented. The must be reported to the Committee of Management but do not have to await Committee of Management approval.

Training Program

All telephone triage nurses need to undertake specialised training in telephone triage techniques. WestVic Division accessed training through Bendigo Health’s Collaborative Health, Education and Research Centre. The Central Highlands Division proposes to use the same training centre. This Centre conducts one-day training programs for organisations on request. 

Regular in-house education sessions relevant to telephone triage should be conducted at three-monthly intervals.

Storage of quality documentation

The following quality assurance documents should be stored for a minimum of 25 years from the date of approval or updating either in hard copy, on disk or electronically:

· Records of complaint

· Telephone Triage Record book

· Telephone minutes

· Clinical and administrative protocols

4.6
Consumer issues

4.6.1
Ensuring patient safety

Patient safety is the key concern in any medical service that begins with telephone contact. Safety will be addressed by ensuring

(a) the nurses are highly trained and experienced

(b) the nurses have additional special training in the techniques of handling medical problems by telephone

(c) nurses will use a set of clinical protocols to guide their decisions. The protocols have been developed for other services and are based on extensive research.

(d) Strict quality assurance processes will apply to the service.

4.6.2
Consultation

Consumers will be consulted at all stages through the development and implementation of the service. A consumer representative will on the Committee of Management. 

In particular, special care will taken to ensure the service is accessible to people who may have difficulty in using a telephone triage service. The Service Links Committee (outlined below) will be the vehicle for this. This committee will include two consumer representatives to focus in particular on access to services and on confidentiality/privacy issues associated with referrals and electronic transfer of patient records.
A quarterly newsletter (2-pages) will be sent to participating practices, community groups, the Community Consultation members, all relevant health service providers. This will also be placed on the Division’s website. The newsletter will ensure that all stakeholders are informed and will include contact details for comment on developments.

4.6.3
Complaints process

A complaints process will also be established to ensure that patients have an avenue for expressing any concerns. Avenue for complaint will include patient’s GP, direct to the Hospital (in line with the hospital’s own complaint processes). Consumers may also contact the Ombudsman or the Health Services Commissioner.

The complaints process will be explained on advertising material and supplied to each general practice.

4.6.4
Privacy issues

This service will have three key areas that have implications for consumer privacy. 

Nurses will be asked to notify the patient’s GP of the contact

It is standard practice in an after-hours care service to notify the patient’s own GP. Patients will be asked to give permission to fax a record of the contact to their own GP and standard consent practices in accordance with privacy laws will be followed.

Nurses will be required to copy some records for quality review

All photocopies of documentation forms required for quality assurance processes will be shredded following the relevant meetings at which they are to be presented (Nurse Triage QA Committee or Committee of Management). As the Nurse Triage Committee meets once every three months, this means that such copies are kept for a maximum of three months.

The nurse may make a referral to another service. 

Sometimes the nurse may suggest that the patient does not need to see a doctor but may need to consult another service. Again, patients will be asked to give permission for the nurse to fax a record of the contact to their own GP and standard consent practices in accordance with privacy laws will be followed. 

The capacity to email referrals may also become part of this service. If so, strict encryption processes will used to protect patient confidentiality and patient consent processes will apply. 

4.7
Service Links

After-hours primary medical care typically involves the GP and/or ambulance and/or hospital. In reality, people sometimes require pharmacy, mental health care, aged care services, and services associated with domestic violence, drug and alcohol, youth services etc.  Central Highlands Division is concerned to progressively develop the after-hours links between GP services (including nurse triage) and other elements of the primary care system. The mechanism to drive this process will be a Service Links Committee which will include representation from the Nursing staff at Kyneton Hospital, Community Health Centres, Primary Care Partnership and consumers. Committees do not function well if they are too large so to deal with service links issues in each of the relevant health areas the Committee will establish working groups and/or invite temporary participation on the Service Links Committee. The key relevant areas for service links are: ambulance, pharmacy, mental health, aged care, domestic violence services, alcohol and drug.

The focus of the after-hours care service links committee will be: 

to ensure that the Nurse Triage service has up-to-date information about all relevant after-hours and within hours services within the region and within neighbouring regions.  This means that if a GP wishes to make a referral and is not in a position to access usual data sources, the triage nurse can identify the appropriate service details. 

;to ensure that information management, assessment and referral mechanisms contribute to better coordination and cooperation between local services. 

4.7.1
Key services for proposed links 

Ambulance.

There are two important issues for the ambulance service that a service links committee should address. In some parts of the Shire the ambulance service is advised of contact details of the on-call doctors but these are not consistently provided throughout the Shire. When there are problems identifying and contacting the on call doctors in these areas it is more difficult to get timely help to a patient.

The second issue is when the patient is not satisfied with the advice and calls the ambulance. In the after-hours period the ambulance service is meant to deal with emergency calls only but in fact they often deal with non-urgent calls as well. The spokesman for the ambulance service noted that even the nursing homes rely on the ambulance, for example, to lift patients; and the accumulation of extra demands places a substantial burden on the service.

Pharmacy

The issue here is not so much about service links as about the availability of any pharmacy services after-hours. Inclusion of a pharmacist on the service links committee is to ensure that the Committee attempts to define local solutions for the present lack of availability of pharmacy services. At present if a patient wants a sript filled after hours they must drive to Sunbury

Identification and referral to other services in regular hours 

A key role of the service links committee will be to work with the Primary Care Partnership to ensure that the Nurse Telephone Triage service can make use of the PCP’s service directory and referral system. The PCP is expected to complete a local service directory by the end of June 2002. The system should ensure that all health services in the area and relevant neighbouring and central services are listed on the Internet with appropriate contact details. 

Links with mental health after-hours emergency services

In addition to the general need to strengthen service links there is a particular need for better service links in the interests of mental health and suicide prevention. The Central Victorian Health Alliance (The Primary Care Partnership covering the Macedon Ranges shire) has identified that there is a significant need for the care of depressed or suicidal patients presenting at hospitals and emergency departments after hours within the region. The Service Links Committee will ensure that the Nurse Telephone Triage service establishes appropriate links with such after-hours mental health services.

4.8
Marketing of service

There will be two levels of marketing:

Assistance to practices to promote patient awareness of the nurse triage and phone diversion system.

Community education to ensure that the public understands appropriate use of after-hours medical care. 

The strategies will include production of flyers for practices describing the service, outlining appropriate use of after-hours care and giving contact details for complaints. There will also be direct publicity through media releases and advertisements in the period leading up to the establishment of the service.

Chapter 5  Implementing and maintaining the service

5.1
Implementation Schedule

From the receipt of the grant until service commencement — six months:

Project manager appointed

Committee of Management established

Sub-committees established:

· Protocol development sub-committee

· Quality assurance sub-committee

· Service Links sub-committee

Westvic Triage Manual Reviewed

Telephone systems reviewed/discussions with telephone provider

Clinical protocols established

Documentation forms developed/adapted

Quality assurance process developed

Triage nurses appointed

Triage nurses trained in telephone triage

Data collection systems established

Marketing plan both direct to public and via GP practices

Service contracts established

Resource kits for all participants prepared

Telephone diversion established

All administrative protocols finalised

GPs and practice staff briefed on service

Service commences

Clinics commence diversion

Data collection and evaluation commence

Quality review process commences

Review of service links

Modification of service according to needs dictated by review processes

Sustainability

Identification of future funding options

Determine feasibility of funding options

Select preferred options and gain appropriate commitments.

Extend service

Consult with practices and other services in other parts of the Shire to assess interest in participation in the nurse triage service.

Assuming interest develop a phased plan to extend the service with the aim of extending the service to include five more practices by the end of Year Two.

Final report & evaluation

5.2
Dealing with barriers to implementation & sustainability

5.2.1
Issues for implementation

There is strong support within the area to this proposal as a Nurse Triage service should substantially reduce after-hours calls to GPs, improve their quality of life while maintaining a high-quality after-hours service. Despite the strengths there are some issues that may affect the implementation of this proposal.

Barrier 1: Size of trial 

WestVic Division implemented its trial with only 9 GPs involved and gradually extended to 17 for the first phase of the Trial. The Central Highlands proposal involves 39 GPs (many of these are part-time). The fact that WestVic has prepared the groundwork in terms of development of protocols, the quality assurance process and the governance structure makes a larger trial possible. Even so it will be a challenge for the project manager to support all practices appropriately. 

Strategy 1: Practice manager support

A Practice Managers sub-committee would be a very helpful strategy for ensuring the development and implementation of the telephone systems and practice-related protocols.

Barrier 2 : Technical feasibility

WestVic Division experienced substantial problems in ensuring that each practice had the technical capability to connect to the triage service.

Strategy 2: Early identification of technical requirements

One of the earliest tasks in the implementation phase will be to involve the assessment of the technical issues and an early timetable will be developed to address all technical problems. This should ensure that implementation is not delayed due to unanticipated or unresolved technical problems.

5.2.2
Barriers to sustainability

Barrier 1: cost of service

After the Service Development Grant period the key issue for the area will be financial sustainability of the service. The Project Manager and the Committee of Management will be responsible for developing a plan for financial sustainability. 

Strategy 1A: Seek alternative funding sources.

It is recommended that this task take place early in the second year of the Service Development Grant as the substantial tasks of development and implementation will dominate the first year. Sources of funds that should be considered are GP payment for subscription to maintain the service, State government contributions, and hospital in-kind support. As rural communities benefit from the maintenance of local services there may even be an argument for seeking some local financial sponsorship for aspects of the service. 

Strategy 1B: extend the service

Assuming an element of GP subscription becomes part of the ongoing funding strategy, then the more practices involved, the more viable the service. At the end of the first year, once this service has been established. discussions should begin with practices in other parts of the Division and a timeline drawn up for extension of the service.

Barrier2: Community support

Community support in this case refers to patients, GPs and other health service providers. It will be difficult to maintain the service if all of these sections of the community are not kept informed, and/or are not convinced of the high quality of the service. 

Strategy2: communication and responsiveness

Place a strong emphasis on communication of strengths of service, on development and use of service and be seen to address any issues that community members, GPs and other health workers raise.

5.3
Medico-legal implications of service

The first medico-legal issue in a telephone triage service is to ensure the safety of the service system. The processes for selecting protocols, recruiting and training nurses, reviewing and maintaining quality and maintaining appropriate records ensure that the highest possible standards will be applied. If such standards are developed and maintained the participants should be protected against medical negligence claims. Other telephone triage services consistently report high safety standards and a minimum (or in some cases) absence of adverse events.

Even so, any health service entails the risk of medico-legal action. The proposed method of addressing medico-legal risk follows the method adopted in WestVic’s Central Grampians Triage Service. The key steps are:

(a) ensure the Kyneton Hospital’s insurance includes coverage of the Telephone Triage service. 

(b) Condition of recruitment of each triage and supervising nurse is that their own professional indemnity insurance is up to date.

5.4
Evaluation Plan for nurse triage service

5.4.1
Monitoring the implementation

The project officer will write monthly progress reports on the implementation. The reports will ensure regular monitoring of the budget against financial targets and will note any issues that are affecting the satisfactory implementation of the project.

The implementation reports should be maintained as a useful guide to managing the process if and when the triage service extends beyond the Macedon Ranges Shire.

5.4.2
Data will be collected on the following categories

Use of telephone triage & follow-up calls to GPs

· Calls to triage service by postcode, patient’s regular practice, time, diagnostic category and patient details such as age.

· Calls that are referred on to GP by postcode, usual practice, time, diagnostic category.

· Calls that require face-to-face consultation by postcode, usual practice, time, diagnostic category.

· Duration of calls

Impact on ambulance service

· Baseline data will be collected from ambulance service on estimates of non-urgent calls to ambulance after-hours

· Follow-up data will be collected at intervals to be defined with ambulance service

Use of GP after-hours items

· Monitoring of use of items 1, 2, 601 and 602 by postcode and comparing with data of previous two years.

Patterns of referral

· Referral to other AHPMC services by type of service

· Referral to other services in standards hours by type of service  

Accessibility of service

· The project officer will develop a plan to assess issues associated with patient access and abandoned calls.

Safety of service

· The project officer will develop and implement a plan to monitor consistency of advice given by nurses, adherence to protocols and adverse outcomes.

Data collection processes should draw on established models, especially those used in the Dr Now service but will also aim for consistency of approach with neighbouring services so that service patterns and trends can be examined across a wider region. 

5.4.3
Reporting to stakeholders and community

Focus groups will be held with community groups to identify issues (positive and negative) associated with service

Patient satisfaction survey will be conducted at the end of the first 12-months

A quarterly newsletter (2-pages) will be sent to participating practices, community groups, the Community Consultation members, all relevant health service providers. This will also be placed on the Division’s website.

Chapter 6
Assess feasibility of new GP

 roster/cooperative

In addition to the development of the nurse triage service there is an urgent need within the Macedon Ranges to develop options for a new GP co-operative.

Key issues are:

· GPs are on call as often as one night in three.

· Many younger doctors and overseas trained doctors do not wish to accept contracts that require participation in the after-hours roster.  

· The obvious solution of a roster that covers the territory is not suitable to some doctors as they believe that either patient or doctor would have to drive unacceptably long distances for a consultation, raising questions of safety. This option would only be suitable if the rostered doctor stayed overnight near the place of consultation (as for Dr Now).

Stages of this feasibility study include:

· Establish advisory committee of GPs, hospital and community representatives.

· Develop criteria for determination of ‘feasibility’ in this case.

· Briefly review literature on cooperative models and on what is involved in establishing a GP cooperative for after-hours care.

· Explore local options for GP cooperation

The after-hours care project officer will work with practices to investigate options to reduce either the number of occasions on which a doctor is on call for after-hours care or the likelihood of a doctor having to take a call when rostered on. Some options for exploration include:

Is it possible to develop after-hours rosters within sub-sets of the division? For example, one roster that groups all the Gisborne practices and Riddells Creek, and another to group Woodend, Romsey and Kyneton?

Is it feasible to have two tiers of telephone triage? The first would be nurse triage, which could be expected to reduce calls to GPs by 30%. The second tier would be medical triage with one doctor rostered per night for the entire district. This doctor would receive all calls referred on by the triage nurse. The doctor would then refer to a second on-call doctor in the patient’s area only if it were decided that a face-to-face consultation would be necessary. If medical triage could reduce the need for face-to-face consultations by a further 20% then the number of consultations that doctors would be expected to attend would be very low. Investigation of this option would include a review of the literature on medical triage and in particular on the Denmark study and on the impact of medical triage in Tasmania.

Is it feasible to develop a new cooperative based on the Dr Now model but based within the Macedon Ranges Shire, for example at Kyneton Hospital?

· Assess costs and benefits of identified options

· Consult practices on support for identified options. 

· Select option and develop proposal for a new cooperative including implementation plan, budget, consultation and evaluation strategies. 

Chapter 7
Cost of service

· A breakdown of costs relating to the actual clinical service, administrative support and capital purchases;

· A breakdown of costs relating to the management, administration and evaluation of the service; and details of any additional resources to be provided by others, in cash or kind, including an estimate of the proposed service cash flows

7.1 Budget items and explanation

7.1.1
Staffing

Division of General Practice

Project Manager

Administrative support

GP participation on committees

Fees for other participants on committees

Consumer representatives and practice managers must be paid for their time. It is assumed that other participants such as Primary Care Partnership and Community Health are paid by their own organisations to promote integration of services so they have not been included in the budget as a separate item.

Kyneton hospital

Supervising nurse

Triage nurses

Administrative support

The project argues for a substantial commitment from a senior nurse at the Kyneton Hospital for the purposes of protocol review and quality assurance. There is also a need for dedicated triage nurses and the involvement of the Supervising Nurse between 11 pm and 8.30 am. Salaries are based on WestVic classification and key selection criteria. Nurses with specific training and experience are vital if the service is to meet the required standards. 

7.1.2
Recruitment procedures

Advertisements for Division & Hospital positions

7.1.3
Training

Triage training for nurses

All the evidence on Nurse Telephone Triage suggests that in addition to appropriate nursing training and experience, specific training in telephone techniques in relation to the specific protocols to be used is vital. The Bendigo Health’s Collaborative Health Education and Research Centre (CHERC) has developed a one-day training program which it provides on request. The standard fee for this course is $2500. It is not feasible for all the Kyneton nurses to attend on the one occasion so two courses have been planned at a cost of $5000. 

Training in use of protocols: practice staff

All practice staff will need to understand the use of the administrative protocols. Due to the size of the trial it is proposed to engage a practice manager to assist in rolling out the program. The training will be conducted on location at each practice. Each initial training session will be 1 hour and will involve 9 practices. Follow-up support will also be provided.

7.1.4
Data collection & evaluation

The Project Manager will conduct the evaluation but technical support will be required for survey design and data collection systems. Key issues for technical support are design of data collection systems, design of satisfaction surveys, techniques for measuring the safety of the system and techniques for ensuring measures are as consistent as possible with those of neighbouring services (Central Grampians and Western Health’s Health Advice Line) and definition of baseline data for key indicators.

7.1.5
Legal advice

The service plans to follow the WestVic procedures re legal liability but as this is a rapidly changing field provision must be allowed for legal advice.

In addition, legal advice will be required to oversee the establishment of sservice contracts.

7.1.6
Insurance

State Government covers hospital insurance costs at present. This is under review and is expected to change in 18 months. Insurance costs will feature in the second year budget but cannot be anticipated at this stage.

7.1.7
Office requirements

The office requirements will be substantial and are estimated at 10 per cent of the budget. They include telephone, stationery, postage, printing, catering, 

7.1.8
Marketing costs

Flyer promoting service and how to access

Advertisements re service commencement

Posters to promote service

7.1.9
Furniture & Equipment

Division

Computer

7.1.10
 Fax

Triage nurses will need a dedicated fax machine for notification to GPs

7.1.11 Production of Resources for staff

Information kits for nurses

Kit for triage nurses

Shelf referral kit:

· Introductory information about the service

· Protocols for involvement

· Clinical Governance Processes

· Quality Improvement process

· Complete Triage protocols

· Service list

· Reporting form

· Details on how to report or enter data into computer reporting database

On hand kit for triage nurses when undertaking telephone triage

Top 20+ protocols, including emergency crisis processes

Service list

Reporting forms

GP kit

Introductory information about the service

Protocols for involvement

How to commence details

Telephone diversion information

Summaries Quality Improvement process with additional GP review request forms

Top 20+ protocols

Contact details for service provider, triage nurse, QA/GP representative

Medical Practice kit

Introductory information about the service

Protocols for involvement

How to commence details

Telephone diversion information

7.2
Proposed Budget for CHDGP – After Hours Nurse Telephone Triage:

· A breakdown of costs relating to the actual clinical service, administrative support and capital purchases;
	Item
	Explanation
	Value $

	
	Triage service: Kyneton hospital
	

	Supervising nurse &

Triage nurses
	Fee to Kyneton Hospital for supervising nurse for provision of triage service between 11.00 pm and 8.30 am weekdays; 1.00 – 6pm Saturdays and from 11 pm until 6pm Sunday

Employment of triage nurse between 6 pm and 11 pm 7 days a week. 

WestVic pays $8000 per month for dedicated triage nurses and a fee for the supervising nurse. Expect service to be operating for six months in first year.
	$48000*

	
	Quality assurance processes
	

	GP consultant
	4 hours per week @$105 per hour. Covers service development and meetings on protocols, quality assurance, service links. Costed at 48 weeks per year.
	$20160

	QA nurse monitor 


	This part-time role is to assist in the development of the QA process, implement & monitor the QA process, assist in reviewing and finalising protocols for local use, & supervise the triage nurses 

.1 eft

RMG3B Y2 Associate Charge Nurse $982.10/week/FT + penalties and oncosts (38.33%)
	$7064

	
	Recruitment procedures
	

	Advertisements for Division & Hospital positions


	Advertisements in relevant paper and on websites

Estimated 6 ads in relevant papers
	$1800

	
	Training
	

	Triage training for nurses

Training in use of protocols: practice staff


	To cover the shifts, expect 4 triage nurses and 4 supervising nurses. Training for each at CHERC (Bendigo Healthcare Group). CHERC provides group training and offers a set price of $2500 per group. Two groups needed. Could not get all nurses at training session on the one occasion.
	$5000

	
	1800 system
	

	Telephones
	Set up of dedicated line

Cost of phone diversion and calls. For year one, calls will be costed for 6 months only. (Calculations based on WestVic costs)
	$10000

	
	Educational/training Resources
	

	Information kits for nurses, GPs and practice managers
	70 kits
	$700


*Nurse salaries are based on Westvic costs but at the time this report was being prepared Kyneton Hospital was preparing a detailed estimate based on local workforce patterns and the final figure is likely to vary somewhat from this estimate.

	Item
	Explanation
	Value

	
	Committees to support service devt & implementation
	

	Protocol review
	3 GPs x 4 meetings 2 hours per meeting $105 per hour
	$2520

	Service links committee 
	1 Consumer rep Meetings x 4;  2 hours each $60 per meeting

1 GP 

(Other participants costed in salary costs)
	$240

$840

	Practice managers
	2 practice managers (+ division project manager)

4 meetings x 2 hours $60 per meeting
	$480

	
	Administrative support
	

	Administrative assistant at Kyneton Hospital
	1 day per week (pro rata salary of $26000 with on-costs at 13.33%)
	$5893

	
	Office requirements
	

	Office costs – Kyneton hospital


	Telephone, stationery, postage, meeting room hire, printing, photocopying.
	$3500

	Furniture & Equipment 
	Fax machine
	$370

	
	Legal and financial
	

	Legal advice

	Advice on indemnity issues (in preparation of responsibility for insurance shifting to 

Advice on contracts between division and hospital, & triage service and practices.
	$1000

$5000

	Insurance
	at present state government covers hospital insurance costs. This will change in 18 months and so a review of insurance costs will take place then.
	

	
	Marketing costs
	

	Promotional & community education material for general practices


	Flyer promoting service and how to access it

Advertisements to promote commencement of service

Posters promoting after-hours service
	$600

$2200

$600

	
	Budget for nurse telephone triage service   Year 1
	115967

	
	Total Cost  (inc GST)                         Year 1  
	$127563


Year 1
· A breakdown of costs relating to the management, administration and evaluation of the service; and details of any additional resources to be provided by others, in cash or kind, including an estimate of the proposed service cash flows

	Item
	Explanation
	Value $

	
	Division of General Practice
	

	Project Manager After-hours care
	Senior project worker $50000 +on-costs 9.5% 4 days per week
	$43800

	Administrative support
	1 day per week (Pro rata salary of $26000 + on-costs of 9.5%)


	$5694

	
	Committee of management
	

	GP representatives


	3 reps meeting 6 x per year $105 per hour; 2-hour meetings
	$3780

	Community rep
	1 rep meeting 6 times per year @ $60 per meeting
	$360

	
	Evaluation
	

	Consultant assistance
	Technical assistance with design of surveys for patient satisfaction and with design of measures to monitor safety of service and access to service. Consultant fees: 100 hours @ $80 per hour. 
	$8000

	Facilitator
	Focus groups (consumer & other stakeholder issues) Facilitator fees $500 per focus group

Other evaluation costs covered in project manager salary + printing costs
	$2000

	Office costs – division of general practice


	Telephone, stationery, postage, meeting room hire, printing, photocopying. Includes writing and distribution of quarterly newsletter.
	$6500

	Furniture & Equipment
	Computer (for project manager)


	$2500



	
	Travel Expenses
	

	Travel
	Consultant travel to practices, stakeholders & Kyneton Hospital

GP travel to meetings

consumer rep travel ditto
	$5200

	
	Total management, admin & evaluation
	$77834

	
	Management etc with GST
	$85617

	
	Total for nurse triage service Year 1
	$213180


Budget: CHDGP Feasibility of GP cooperative

	Item
	Explanation
	Value

	
	Project staff
	

	Consultant to investigate feasibility of new GP cooperative
	260 hours x $60 
	$15600

	Administrative support
	.1 eft
	$4000

	
	Advisory Committee
	

	
	3 GPs x 3 meetings 2hours each @ $105 per hour
	$1890

	
	Consumer payments @$50 per meeting for 2 x 3 Ref group meetings
	$200

	Other Advisory Group costs
	Venue hire and refreshments
	$300

	
	Travel
	

	
	Travel to GP practices
	$1500

	
	Travel to advisory committee meetings
	$500

	
	Budget for GP cooperative feasibility study
	$23990

	
	Total incl GST
	$26389

	
	Total Year 1 budget: nurse triage & GP co-op
	$239569


7.3
Proposed Budget for CHDGP – After Hours Nurse Telephone Triage:




Year 2

· A breakdown of costs relating to the actual clinical service, administrative support and capital purchases;
	Item
	Explanation
	Value $

	
	Triage service: Kyneton hospital
	

	Supervising nurse &

Triage nurses
	Fee to Kyneton Hospital for supervising nurse for provision of triage service between 11.00 pm and 8.30 am weekdays; 1.00 – 6pm Saturdays and from 11 pm until 6pm Sunday 

Employment of triage nurse between 6 pm and 11 pm 7 days a week. 

WestVic pays $8000 per month for dedicated triage nurses and a fee for the supervising nurse. Expect service to be operating for six months in first year
	$96000

	
	Quality assurance processes
	

	GP consultant
	4 hours per week @$105 per hour. Covers service development and meetings on protocols, quality assurance, service links. Costed at 48 weeks per year.
	$20160

	QA nurse monitor 


	This part-time role is to assist in the development of the QA process, implement & monitor the QA process, assist in reviewing and finalising protocols for local use, & supervise the triage nurses 

.1 eft

RMG3B Y2 Associate Charge Nurse $982.10/week/FT + penalties and oncosts (38.33%)


	$7064

	
	Recruitment procedures
	

	Advertisements Hospital positions


	Advertisements in relevant paper and on websites

Estimated 2 ads in relevant papers
	$600

	
	Training
	

	Triage training for nurses

Training in use of protocols: practice staff


	Update to triage training
	$2500

	
	1800 system
	

	Telephones
	Set up of dedicated line in new locations 

Cost of phone diversion and calls. For year two, calls will be costed for full year. (Calculations based on WestVic costs)
	$16000

	
	Educational/training Resources
	

	Information kits for nurses, GPs and practice managers
	20 kits – assuming new practices
	$200


	Item
	Explanation
	Value

	
	Committees to support service devt & implementation
	

	Protocol review
	3 GPs x 4 meetings 2 hours per meeting $105 per hour
	$2520

	Service links committee 
	1 Consumer rep Meetings x 4;  2 hours each $60 per meeting

1 GP 

(Other participants costed in salary costs)
	$240

$840

	Practice managers
	2 practice managers (+ division project manager)

4 meetings x 2 hours $60 per meeting
	$480

	
	Administrative support
	

	Administrative assistant at Kyneton Hospital
	1 day per week (pro rata salary of $26000 with on-costs at 13.33%)
	$5893

	
	Office requirements
	

	Office costs – Kyneton hospital


	Telephone, stationery, postage, meeting room hire, printing, photocopying.
	$3500

	
	Legal and financial
	

	Legal advice

	Advice on indemnity issues
	1000

	Insurance
	Contribution to liability insurance for Kyneton Hospital. There will be a cost for this item but not possible to estimate at this stage.
	

	
	Marketing costs
	

	Promotional & community education material for general practices


	Flyer promoting service and how to access it


	$600



	
	
	

	
	Budget for nurse telephone triage service   Year 2
	$157597

	
	Total Cost  (inc GST)                         Year 2 
	$173356.7


Year 2
· A breakdown of costs relating to the management, administration and evaluation of the service; and details of any additional resources to be provided by others, in cash or kind, including an estimate of the proposed service cash flows

	Item
	Explanation
	Value $

	
	Division of General Practice
	

	Project Manager After-hours care
	Senior project worker $50000 +on-costs 9.5%
	$43800

	Administrative support
	1 days per week (Pro rata salary of $26000 + on-costs of 9.5%)


	$5694

	
	Committee of management
	

	GP representatives


	3 reps meeting 6 x per year $105 per hour; 2-hour meetings
	$3780

	Community rep
	1 rep meeting 6 times per year @ $60 per meeting
	$360

	
	Evaluation
	

	Consultant assistance
	Technical assistance with design of evaluation measures. Consultant fees: 30 hours @ $80 per hour. 
	$2400

	Facilitator
	Focus groups (consumer & other stakeholder issues) Facilitator fees $500 per focus group

Other evaluation costs covered in project manager salary + printing costs
	$2000

	Office costs – division of general practice


	Telephone, stationery, postage, meeting room hire, printing, photocopying. Includes writing and distribution of quarterly newsletter.
	$6500

	
	Travel Expenses
	

	Travel
	Consultant travel to practices, stakeholders & Kyneton Hospital

GP travel to meetings

consumer rep travel ditto
	$5200

	
	Total management, admin & evaluation
	$69734

	
	Management etc with GST
	$76707.4

	
	Total for nurse triage service Year 2
	$250064


Appendix 1
Project Budget

	Item


	Expected $
	Actual

	Divisional staff (280 х $50 ph)
	14000
	21556

	GP payments for participation (6 GPs х $105 х 10 hours each
	6300
	3971

	Administrative support (10 hours х 20ph)
	200
	200

	Phone, fax, meeting room hire
	600
	775

	Printing and stationery
	300
	663

	Travel
	1900
	124

	Sundries
	200
	216

	
	23500
	27505


Appendix 2
Advisory Committee

GPs

Dr Ken Baddeley – Riddells Creek (Chairman)

Dr Noel Cunningham – Romsey

Dr David Conron – Gisborne

Dr Stephen Newton – Gisborne

Dr John Turner – Kyneton

Dr Peter Ferguson
Woodend

Hospitals

Mr Brendan Lourey, CEO, Kyneton Hospital

Ms Marg Rickards, DON, Sunbury Private Hospital

Ms Wendy O’Meara, Sunbury Private Hospital

Community Representative

Mr Peter Redenbach (Principal, Sunbury Special School)

Practice Manager

Ms Deb Stidwell   (Brooke Street, Woodend )

Consultants

Ms Christine Macdonald (CHDGP)

Appendix 3
Consultation Summary

Interviewees

Hospitals

Kyneton Hospital – Brendan Lourey (CEO), Judith Bloomfield, DON

Sunbury Private Hospital – Margaret Rickards, DON

Dr Now – Wendy O’Meara, Practice Manager

Ambulance Service: Barry Marr, Bendigo Ambulance Service

Community Health Centres

Sunbury – Helen Hill

Macedon – Noel Fitzpatrick, CEO

Louise Beer, Community Health Nurse 

Cobaw (Kyneton) – CEO, Alan Taylor

Department of Human Services

Central Victorian Health Alliance – Executive Officer Lisa Delaney

Melbourne Metropolitan Locum Service 

Josie Adams & Bronwen Hawking Directors

Pharmacist: Jenny Elston

Other relevant Services

Tim O’Leary Consultant Western Health After-hours

Maria Tirawsky – Western Health Health Advice Line

Alicia McGrath, Central Grampians After-hours Service

Appendix 4
Interview Schedule

GPs and other health service providers were asked to respond to the following questions:

1. Please describe the after-hours service you provide?

2. Have you had a chance to look at the proposed after-hours care model? If not: explain model, if yes: How do you view the proposed After Hours Care model?

3. What impact do you think such a model would have on the hospital service? 

4. What impact do you think such a model would have on the hospital service? 

5. What are your views about the 1800 phone number?

6. What are your views about the nurse triage model?

7. Are you aware of any issues in creating and maintaining this type of model?  Please specify.

8. Where do you think the service should be located?  Please explain your answer.

9. Who do you think might own the service and who might manage it? Why?

10. Who might participate on a board of management?

11. Do you support the establishment of this type of service?  If so, what else would you like to see done to ensure that this service is viable? 
Appendix 5
Key findings from the Health Needs Report 2002

The following findings from the Health Needs Report 2002 help to qualify the data presented in this report and will inform the planning for a new service. 

The areas of Kyneton and Lancefield have aging populations but other areas in the Macedon Ranges have populations that are younger than state average (32.7% of residents aged 19 years or less compared to 27% for the state). 87.3% of the population were Australian-born residents and the remaining people were predominantly born in the United Kingdom.

There is a wide range of social disadvantage according to the Jesuit rankings. (The Jesuit study: Unequal in life 1999 ranks the suburbs or areas that are vulnerable due to social or economic disadvantage. The study provided a postcode map of social disadvantage in Victoria from 1 to 622 where low rankings represented areas with the greatest level of disadvantage.)  The Jesuit ranking for the major towns of in the Macedon ranges shire in 1999 were: Gisborne 600, Kyneton 227, Lancefield, 337, Macedon, 405, Riddells Creek 409, Romsey 511 and Woodend 206. It can be seen from the rankings that Gisborne is close to the top of the rankings and Kyneton has a relatively low ranking. 

This information will be particularly useful in the planning of health service links.

� Carson, D Raising Standard for patients: New Partnerships in Out-of-hours Care. An independent Review of GP Out-of-Hours Services in England, Department of Health, October 2000. p.50


� Access Economics An analysis of the widening gap between community need and the availability of GP services Access Economics Pty Ltd Canberra ACT February 2002 p14
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