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Planning for the Future
 
Thank you for giving our Group – Friends of the Northern Hospice – an
opportunity to contribute a submission to our Healthcare Future.
 
You will be aware that since 2007 our Group has been lobbying to re-
establish a dedicated hospice for Northern Tasmania.  From our
observations and constant feedback we receive, there is a lack of
appropriate services and facilities available to provide end of life care.
For various reasons many are not able to die at home and current services
seem not adequate to support those who wish to die at home.
 
Our Hospice proposal for Launceston, along with supporting documents,
clearly explains our aims and goals.
 
People in the final stages of life do not need to be in an acute hospital where
they will be ramped in an ambulance or in an ED bed/trolley. The availability
of a dedicated homelike facility (hospice) could see these people bypass ED,
be admitted directly to  a more appropriate setting thus helping to alleviate
the current “bed block” issues at the LGH.
 
Again, thank you for accepting our submission and we would further
appreciate the opportunity to meet and discuss.
 
Sincerely,
 
Barb Baker
Vice Chair

 
Lyn Thomas
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Rationale and overview of the model proposed by Friends of Northern Hospice for the establishment of a co-located hospice facility and palliative care centre, integrated into, or within close proximity to, the Launceston General Hospital.
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1.	Purpose

This business case outlines the infrastructure and operational requirements of establishing a purpose built ten bed hospice and palliative care centre in Launceston, within close proximity to the Launceston General Hospital (LGH). Hospice care is a specialised and intensive form of end of life care for patients with advanced, life-threatening illnesses and support for their families. Admission will be for terminal care, symptom control and carer respite, emphasising quality of life, life-closure issues and the relief of suffering. This facility will also accommodate all specialist palliative care support services and provision for family accommodation

2.	Background

Tasmania’s palliative care service model is based on the 2004 Report ‘Palliative Care in Tasmania: current situation and future directions’ commissioned by the Tasmanian Department of Health and Human Services.  The Report included an analysis of existing palliative care services and considered a range of supply and demand factors, as well as proposing a model for the future planning of palliative care services in Tasmania.

Two of the key findings of the 2004 Report ‘Palliative Care in Tasmania:  current situation and future directions’ were:

· Tasmania has 50% of the designated palliative care beds that are recommended in the Palliative Care Australian guidelines, and there are issues with how the existing beds are distributed throughout the State.

· Based on the best available data, the Tasmanian palliative care service is currently (ie in 2004) only servicing 52% of the estimated need.

Other important observations noted in the report include:

· Demand for palliative and end of life care in Tasmania is likely to grow more rapidly than in other States due to the highest overall incidence of cancer and a rapidly ageing population.

· Between 2000 and 2003 there was a 22.4% increase in clients accessing Tasmanian palliative care services.

· “A particular issue for Tasmania is that patients who live alone are significantly more likely to require hospice/inpatient care than those who live in a supportive family environment.  Tasmania has the oldest population profile and the highest proportion of people who live alone in Australia.”[footnoteRef:1] [1:  2004 Report ‘Palliative Care in Tasmania: current situation and future directions’, page 37] 


2.1	The data contained in the 2004 Report is the most up to data available for Tasmania. There has been no updating of supply and demand figures in the last eleven years, even as our population continues to age more rapidly than other parts of the country, and our proportion of people who live alone remains high. There is an urgent need for the supply and demand figures to be updated. The current government has promised $100,000 for a Feasibility Study and updating of the 2004 Report. 

Over the last four years there has been consistent support from individual medical practitioners and AMA Tasmania and GP North (prior to it transforming into Tas Medicare Local) for additional palliative care beds to address increasing demand. In August 2013 Friends of Northern Hospice conducted a survey of 61 Launceston GPs, and overwhelmingly they commented on the lack of beds available. Results are in Appendix 1.

Table 1 outlines the percentage of the population aged 65 and over and the percentage of the population who live alone for Launceston and its surrounding Local Government Areas. These figures are sourced from 2011 ABS Census data.

Table 1

		LGA

		% aged 65 and over

		Lone person households – number

		Lone person households - %

		Lone person households Tasmania average - %



		Launceston

		15.4%

		7854

		30.9%

		28%



		Meander Valley

		16.6%

		1397

		26.4%

		28%



		West Tamar 

		17%

		1939

		23.5%

		28%



		George Town

		16%

		685

		26.3%

		28%



		Northern Midlands

		16.8%

		1212

		25.5%

		28%







These figures demonstrate there are large numbers of people living in Northern Tasmania who will find it difficult to remain in their own home should they require palliative care or end of life care. The palliative care service model in Northern Tasmania is based on the ‘hospice without walls’ approach which focuses on providing palliative care services in a range of settings, and establishing designated palliative care beds in rural hospitals. With at least 10,000 people in greater Launceston living alone, there are many people in the community who will find it difficult or impossible to remain in their own home should they require end of life care. The need for a dedicated hospice facility to service people needing palliative and end of life care in a non-acute care environment remains high. Without such a facility, and with only four designated palliative care beds available to public patients in Northern Tasmania, acute beds in public hospitals will undoubtedly continue to be occupied by people requiring specialist palliative and end of life care services.

Increasing the number of designated palliative care beds for public patients in Northern Tasmania will relieve pressure on the LGH by reducing the use of expensive acute care beds for patients who will not require acute care services. Historically many terminally ill patients have had repeated presentations to the LGH Emergency Department where they have been subjected to numerous unnecessary tests, treatments and/or procedures. Availability of beds in a hospice setting will allow for direct admissions by clinicians who are familiar with the patient’s clinical status. 

2.3	Tasmania has high levels of chronic and cancer related disease, which is expected to increase as the population continues to age. For example, rates for treated End Stage Kidney Disease increased from 4.8 per 100 000 population in 1989 to 10.5 in 2009. Rates are expected to increase to 19 per 100 000 people by 2020. 

The increasing prevalence of chronic disease in Tasmania will result in greater demand for palliative care services in the years ahead.

2.4	Recently reported figures indicate palliative care hospital admissions in Australia increased 50% between 2001 and 2010. 

“And demand keeps soaring. Palliative care hospital admissions in Australia rose by more than 50 per cent between 2001 and 2010 - there were 56,000 reported in public and private hospitals in 2009-10. People aged over 75 years made up about half of all admissions, with only about one in 10 younger than 55.”[footnoteRef:2] [2:  Reported in The Age Newspaper, 31 July 2013, retrieved from  http://www.theage.com.au/victoria/in-death-theres-a-lot-of-living-20130720-2qbdu.html] 


2.5	The current availability of designated beds for end of life care in Launceston is three private beds and four public beds. Prior to 2007 there were three private beds at Calvary, three private beds at Philip Oakden House and three public beds at Philip Oakden House. Therefore the current availability in 2021 is less than 2007. Should this hospice proposal be accepted there would be immediate endeavours to restore the three private beds which were removed when Philip Oakden closed. Therefore if those private beds are restored, there would already be seven beds funded for the hospice, and the funding would be required to construct the building and provide three additional public beds. 




3.	Overview of proposed facility

The model proposed is for the development of a purpose built hospice as part of the Launceston General Hospital (LGH), which would be the parent hospital. The model is for a partially integrated unit which shares aspects of service provision with the LGH. 

Key features:

· located within close proximity to the LGH;

· purpose built facility which enables all specialist palliative care services to be co-located in one building;

· facilities to include a specialist, public, ten bed inpatient hospice, clinical and office accommodation, consulting rooms and a training room; 

· multidisciplinary staffing team that includes medical, nursing, allied health, chaplaincy/spiritual care and volunteer support;

· 24 hour access with one number to call for advice

· single rooms with ensuite facilities;

· separate entrance to the hospice unit;

· access to outdoor or tranquil garden area;

· family room;

· condolence room;

· prayer or reflection room;

· provision for the facility to be extended to accommodate a further 5 beds should it be required in the future.

The hospice will cater for people whose condition has progressed beyond the stage where curative treatment is effective and cure is attainable.

4.	Model proposed for a specialist palliative care service

4.1 Co-location of all palliative care services in Launceston

It is proposed all existing palliative care services and the ten bed in-patient facility would be co-located in this facility. This would enable the facility to operate as a knowledge hub for the region, and a centralised resource for other providers such as residential aged care facilities and community care providers. Therefore facilities such as training rooms and consulting rooms would be provided in the centre, and the existing palliative care consultants, the community palliative care service and any palliative care allied health professionals would be co-located within the facility.

Co-location provides a range of important benefits to patients and the service. 

· It will strengthen the linkages between community palliative care and in-patient care.  

· It supports improved planning and pathways between palliative care settings.

· It is a cost effective option.

4.2 GPs to be able to admit patients to hospice beds and continue care once admitted

The model proposed will provide general practitioners (GPs) with the option of directly admitting their patients to the facility, and continuing to provide care to them once admitted. This is strongly supported by GPs in the Launceston area, and is similar to what occurs at the Whittle Ward in Hobart. GPs have little opportunity for continuing to care for their patients once they are admitted to the Melwood Unit at Calvary Health St Luke’s in Launceston. In a survey undertaken by Friends of Northern Hospice in August 2013[footnoteRef:3], 85.2% of the 61 GPs who responded indicated they would admit and continue to care for patients in a hospice should one be built within close proximity to the LGH.  [3:  In August 2013 the Friends of Northern Hospice distributed a survey to all GP practices in Launceston. The questions and results are listed in Appendix 1.] 


This would also enable existing palliative care Consultant/s to practice as the name suggests, in a consulting capacity. Currently the palliative care Consultant/s undertake all admissions to the designated beds at the Melwood Unit at Calvary Health St Luke’s in Launceston. As one GP commented “... more availability of places for GP care would be good. Palliative care at Melwood Unit has been hijacked by palliative care specialists.” 

Maintaining an ongoing involvement for a patient’s GP when palliative and end of life care is required is an important aspect of providing care within a person-centred model of care. Many GPs in Launceston are willing to admit patients to a hospice and may also be willing to extend this to include:

· maintaining a level of care, with the support of a palliative care team, once admitted; and/or

· being kept informed of the patient’s progress once admitted 

If a patient is subsequently discharged back home or to another community based setting, the GP is informed and able to resume the person’s care.




4.3 Hospice unit to provide care for a range of reasons

A palliative care client is a person whose condition has progressed beyond the stage where curative treatment is effective and cure is attainable, or who chooses not to pursue curative treatment.

The client must have:

· been diagnosed as having a terminal illness, or

· a progressively deteriorating condition.

The role of the hospice unit is to provide:

Respite Care

A patient may be admitted to the unit for a short term basis to provide the family or carer respite time, and to introduce and familiarise the patient to the facility for later admission.

Symptom Management

A patient may be admitted for assessment, diagnosis, consultation and treatment of symptoms. When the symptoms are stabilised or treatment completed, the patient can return to their home and family or carer with the ongoing care and support of their GP and the community palliative care service.

End of Life Care

End of Life Care will be provided when it is not appropriate or possible for a person to remain at home until they die.

Typically, patients being admitted to the hospice unit may have been diagnosed with diseases such as cancer, motor neuron disease, dementia or end stage renal, cardiac or respiratory disease. 

4.4 The hospice service model

The service model adopted here is not a stand-alone hospice.  It will be a purpose built unit, or housed in an existing DHHS building within close proximity to the Launceston General Hospital (eg Allambi) This offers the following advantages.

· Use of existing hospital infrastructure, including hospital accountability and peer review processes, accreditation processes.

· Use of existing ancillary services such as accounting, housekeeping, laundry and catering services.

· Opportunity to integrate clinical leadership.

· Ease of access to other specialist services.

· Continuity of holistic patient care.

· Opportunity for staff to work within the unit, and to educate a wide range of hospital staff in the principles and practice of palliative and end of life care.

· More effective use of resources.

· Fewer, and more appropriate, emergency presentations and hospital admissions.

· Reduced incidence of medical interventions and tests for those at the end of their life which also increases the cost effectiveness of the hospice option.

· The calmer, less interventionist approach patients receive in hospice care can also result in reduced need for grief and bereavement counselling for families and loved ones.

5.	Next Steps

In order to progress this proposal into a full business case a number of further steps need to occur. 

· Demand figures need to be updated so that current, accurate data is available as the basis for future planning.

· There needs to be economic modeling undertaken in relation to palliative care admissions into public hospitals, and a cost benefit analysis on freeing up acute care beds in the region by increasing the number of designated palliative care beds. A health economist would need to be engaged to undertake this work. 

· Data needs to be collected on specific population groups and their need for access to palliative care beds, for example children, indigenous, refugees and humanitarian entrants, culturally and linguistically diverse community members.

· An indicative cost for developing the dedicated centre needs to be undertaken, and potential sources of funding identified.

6.	Conclusion

An exciting opportunity exists for Northern Tasmania to lead the way with a fresh innovative approach to palliative and end of life care. Northern Tasmania could lead the way with a state of the art modern hospice, purpose built (or a suitable  existing building owned by DHHS within close proximity to the LGH eg Allambi)  and operating under best practice guidelines, servicing the community in coping with the challenges of an ageing population.

A feasibility study commissioned by the Liberal Government into the viability of a Northern Hospice in 2016 was found to be fundamentally flawed. It suggested that current palliative and end-of-life care services/facilities were adequate for the next two decades

This prediction has proven to be totally incorrect and constantly it is reported that terminally ill patients are unable to access appropriate end of life care and are frequently admitted to LGH via the Emergency Department and many die there or in four bed wards and as recently reported in The Mercury newspaper and on WIN TV in a ‘store room’




Appendix 1 – Survey of Launceston General Practitioners



Question 1 – Do you support a hospice model of care for terminally ill patients, similar to that previously provided at Philip Oakden Hospice?





		Answer Options

		Response Percent

		Response Count



		Yes

		93.4%

		57



		No

		6.6%

		4



		answered question

		61



		skipped question

		0


















Question 2 – Would you, or your practice, directly admit and care for your patients in such a facility?





		Answer Options

		Response Percent

		Response Count



		Yes

		85.2%

		52



		No

		14.8%

		9



		answered question

		61



		skipped question

		0




















Question 3 – Do you think there are deficiencies in palliative care services in Launceston?





		Answer Options

		Response Percent

		Response Count



		Yes

		81.8%

		45



		No

		18.2%

		10



		answered question

		55



		skipped question

		6

















Question 4 – Do you wish to make any further comment?

* Note: All comments received on surveys are listed below.

		1.  Consider that Phillip Oakden Hospice provided exceptional service, that has not been matched since, due to its dedicated building and service provision.





		2.  Great idea!



		

3. Nursing is not solely dedicated to hospice patients or staffed at adequate levels. Tendency is for GPs not to be involved in care in the hospice at St Lukes.  Education meetings with hospice case review was an excellent model for Philip Oakden House, both edifying and enjoyable. Palliative care should be a part of General practice and when required advice from Palliative care physicians.

4. Lack of dedicated hospice.

5. While the service provides excellent support for patients, GPs are on the fringe and not really part of the team. I don't know if Launceston is big enough for a stand-alone hospice though.

6. Need dedicated facility!

7. Have found palliative care unit at St. Lukes useful. But see a role for a palliative service that manages hospice accommodation.

8. Limited communication to GP's re patient’s admission/discharge/death.

9. Lack of public beds, inappropriate housing in hospital setting.

10. We don't have a hospice.

11. Not enough options for inpatient care for non-private patients.

12. Haven’t been here long enough to answer meaningfully.

13. But more availability of places for GP care would be good. Palliative care at Melwood Unit has been hijacked by palliative care specialists.



14. Generally nice, palliative care services are adequate, care at Melwood Ward is usually of a high standard. Community care is sometimes not well coordinated.



15. More beds needed both public and private.



16. More beds could be good, but its the cost of all this is a problem.



17. The staff are lovely but it is basically a number of dedicated beds in a hospital ward. Nothing ‘homely’ about it ... no garden.



18. I don’t know about others but I am not happy to admit patients under my name.



19. Current palliative care services modelled on hospital care system without adequate terminal care for patients and families – which is the emphasis of a hospice.



20. Lack of beds for admission.







21.  More beds would be beneficial.



 22. Bed shortages.



23. Decision on whether I would admit and care for patients in a facility would depend on location and governance. I don’t want a service similar to Philip Oakden because that collapsed!! We don’t want to go through that again.



24. The current model is working well from a medical point of view.



25. Currently patients sometimes have to die in nursing homes and it would be good if there was a facility in Launceston which could provide hospice care when the Melwood Unit is full.



26. Really I am unsure – I don’t know the model at Philip Oakden well.



27. The current option is working well. Good doctor. Very helpful nurses. Why change what works.



28. Good luck!









Do you think there are any deficiencies in the Palliative Care Services in Launceston?

Yes	No	0.81799999999999995	0.18200000000000024	



Do you support a hospice model of care for terminally ill patients, similar to that previously provided at Philip Oakden Hospice?

Yes	No	0.93400000000000005	6.6000000000000003E-2	



Would you, or your practice, directly admit and care for your patients in such a facility?

Yes	No	0.85200000000000065	0.14800000000000021	
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Martyn Goddard 
Independent health policy analyst


65 Warwick StreetHobart Tasmania 7000
Phone (03) 6231 4264


Email martyng@netspace.net.au


1 June 2016


Ms Barbara Baker
Northern Hospice and Palliative Care Foundation
Launceston
TASMANIA


Dear Ms Baker


RESPONSE TO THE GROSVENOR REPORT


You recently asked me to examine the report by the Grosvenor management consultancy on the 
feasibility of establishing a palliative care hospice in Launceston.


I am unable, from the evidence in the report, to come to any conclusion about the practicality or 
otherwise of your proposal. My concern is that after such an elaborate and expensive exercise as 
that contracted to the consultants, and a report of 154 pages, one should be able to come to such a 
view. Despite a large amount of background information, some of it of doubtful relevance, the 
report does not provide objective and quantified assessments of various scenarios upon which an 
informed government policy decision could be made. It provides, instead, a series of opinions 
which I suspect coincided neatly with those of the government before the report was commissioned.


Terms of reference


I would have expected, as the first stage of the commissioning of such an inquiry, for terms of 
reference to be drawn up and made publicly available. These normally are included in the report 
itself and are necessary for the critical examination of whether the report has done its job. Merely to
report on the ‘feasibility’ is by no means rigorous enough. By what criteria are feasibility to be 
judged? We do not know.


Instead, the consultants (who are not experts in health policy, health economics or palliative care) 
were left to invent their own criteria and their own basis for their evaluation of the proposal. I 
would have expected, at least, that terms of reference would include the examination of various 
scenarios including the status quo as a baseline case, the centralisation of services on a hospice as a 
second scenario, and other possibilities between these. The consultants correctly identified the need 
to examine various scenarios but then proved to be incapable of doing so. The lack of rigorous 
measurement of the alternative scenarios has left us with a series of recommendations based largely 
on the opinions of the consultants themselves, the government and a number of local players, many 
of whom could be expected to lose in a large-scale reorganisation of services.


This process should have been led not by management consultants but by a health economist and an
independent clinical expert in palliative care, both drawn from outside the district and probably 
from outside the state. Without this level of relevant professional expertise leading the process, the 
chances of the report producing a reliable and useful guide to policy were remote.







Economic and clinical evaluation


Despite quoting many figures, the Grosvenor report does not provide a cost-efficiency analysis of 
the various scenarios. A health economist, approaching this topic, would evaluate not only the cost 
of each of the options but the relative benefits to the patient and to the rest of the health system in 
terms of quality of life, safety and quality of care, costs avoided or added to other parts of the health
system and clinical benefit. This evaluation would be made on the basis of solid, verifiable evidence
and would be guided by independent specialist clinical advice. The relative cost-effectiveness 
would be expressed as a notional dollar value for each quality-adjusted life year (QALY), the 
standard tool for such exercises which enables an objective, evidence-based comparison to be made 
of all the options.


In the absence of such an evaluation, it is not possible for the Minister to make an informed 
decision about whether a hospice should be established or not, and whether the current pattern of 
service provision is the most cost-effective and appropriate. However, some points can be made 
which cast doubt on the validity of the report’s conclusions.


Although no list is provided of the people and institutions consulted, it is clear that most ‒ such as 
community hospitals ‒ benefit from the status quo and could be expected to oppose any change that
might diminish or eliminate this element of their work and funding. This potential for a conflict of 
interest does not appear to have been taken into account in the report. Small rural hospitals in the 
north-east of Tasmania have, according to data from the Department of Health and Human Services,
average occupation rates of between 30% and 60%. As such, these are expensive and economically 
inefficient institutions. The cost of treating any patient must be averaged against the cost of the 
whole facility. Also, it is well documented that low caseloads tend to lead to poorer safety and 
quality, and compromised clinical outcomes, for patients. Doctors and nurses who are not 
continually exposed to a range of clinical requirement ‒ a range which can only come with 
substantial patient numbers ‒ tend to be less experienced and therefore less safe when they 
encounter an unusual or critical situation.


The report placed considerable emphasis on the Melwood Unit at the Calvary St Luke’s private 
hospital campus in Launceston. For the four public beds, Table 14 on pages 49 and 50 of the report 
shows a total cost per bed day, including medical care, at around $800 per bed day, and $543,000 
per bed per year. This is on the high side when compared to the three proposed interstate facilities 
quoted in the report on page 72, which range from $467,000 to $532,000. This information was 
derived from press reports. It would have been useful to have cost data from existing facilities 
which could have been obtained directly from them, but Grosvenor did not do so. We therefore do 
not know how the costs at the Melwood Unit compare with other units around the country.


The cost estimates for the Launceston hospice proposal must also be questioned. These appear to 
have been compiled without plans or estimates from builders or architects, and are based instead on 
the opinions of other, competing, operators in the region who might be expected to oppose any 
change to service delivery.


Fiscal and political background


When the current state government came to power, the new Minister for Health initiated a program 
of structural reform throughout the public hospital system. While this may be expected to result in 
efficiencies in the medium to long term, these have been greatly outstripped by severe budgetary 
constrictions. The over-arching aim of the government’s fiscal policy has been to achieve an 
operating surplus by cutting spending and by diverting permanently higher GST allocations, 
provided to Tasmania in recognition of its special health needs, away from health and into 
consolidated revenue. The result has been a continuing and now critical funding squeeze on the 







hospital system. The recent state budget shows this situation becoming worse over the forward 
estimates.


Therefore, there is not likely to be any money in the hospital system for any significant new capital 
measures that are not either already announced or which are implied in the existing reform process. 
At the moment, any new spending will probably need to come out of patient care. This is certainly 
the message from the recent budget.


Money could certainly be saved if, as part of a centralisation of services, some low-efficiency rural 
hospitals were to be closed or amalgamated. This would be economically and clinically sensible but
politically fraught: for this reason, no party in power is likely to do it. Retaining palliative care in 
these small and expensive facilities will help to justify their existence; and if they would remain 
open for political reasons even after palliative services left them, the exercise overall would cost 
more.


So, regardless of the merits of a new hospice in Launceston, I do not expect the Treasurer will 
release enough money to allow it to go ahead, even though both he and the Health Minister are your
local members.


In short, the Grosvenor report, for all its shortcomings, is likely to be to their taste.


Yours faithfully


MARTYN GODDARD






OUR HEALTHCARE FUTURE/IMMEDIATE ACTIONS & CONSULTATION PAPER



PAGE 17  -  PROVIDING CARE FOR PATIENTS IN THE MOST APPROPRIATE SETTING



CONCLUSIONS:  

1. “People end up in hospital because it is the only care available, not because they need hospital level care.”



2. “Care in the wrong place isn’t good for patients and comes at a high cost to Tasmania’s health system.

It is estimated that each year $100 million is spent on care in acute settings, which could have been provided in less expensive subacute, non-acute or community based settings.

In 2017-18 Tasmania had 15,848 hospital admissions that potentially could have been avoided if care was available in the community.

Care in the community is better for people and better for our health system.”







THESE CONCLUSIONS/STATEMENTS ADD WEIGHT TO THE HOSPICE PROPOSAL FOR LAUNCESTON & THE NEED FOR SUCH A FACILITY




Submission to the Department of Health and Human Services on the Delivering Safe and Sustainable Clinical Services - Green Paper

From the Northern Hospice and Palliative Care Foundation Ltd, PO Box 233, Launceston   Tas   7250

20 February 2015



The Northern Hospice and Palliative Care Foundation (the Foundation) is a broad based community organisation working to ensure the establishment of a dedicated hospice facility in Northern Tasmania. We welcome the opportunity to respond to the questions posed in the Green Paper and to highlight the alignment between the hospice model as proposed by the Foundation and the principles outlined in the Green Paper.

Attached is a current proposal from the Foundation providing an overview and rationale for a dedicated hospice facility to be established within the health precinct surrounding the Launceston General Hospital.

The key points to note from the proposal as they relate to the Green Paper are noted below.

· A dedicated hospice facility in a non-acute care setting, is a current gap within the health system providing end of life care to patients. Whilst other end of life care services are provided, a dedicated hospice focusing on terminal care, symptom control, carer respite and emphasising quality of life, life closure issues and relief of suffering is currently the missing link in the end of life care continuum. The very limited public palliative care beds available in Northern Tasmania are provided within an acute care setting.

· The hospice proposal supported by the Foundation is a community based and controlled model. It would necessarily be part of the palliative care health system in the region, and at the same time be community based and supported.

· As such there is an opportunity to develop a public/community partnership model for the running of the hospice.

· The model proposed shifts the focus of end of life care for those unable to remain at home from the hospital setting to a non-acute setting, and enables the care to be managed by the patients’ GP. As such it will reduce hospitalisations. Many patients requiring end of life care currently require frequent hospitalisation, often through the Emergency Department.

With Tasmania’s high rates of chronic and cancer related disease, an ageing population and the growing number of single person households the demand for end of life care is expected to continue to increase in the years ahead. There is a high level of expectation within the community for access to high quality, patient centred care during this stage of life, and the Foundation has received broad based support for the proposal attached. 

The provision of end of life care services is essential to improving Tasmania’s health system. Currently there is a high level of fragmentation within and across end of life care services, as well as significant gaps in North and North West Tasmania. This Green Paper process provides the opportunity for these gaps to be addressed and for a higher priority to be placed on developing an integrated end of life care model which is accessible to the community generally, including those population groups who currently have limited access (eg children, CALD, LGBTI communities).
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The Northern Hospice and Palliative Care Foundation (the Foundation) is a broad based community 
organisation working to ensure the establishment of a dedicated hospice facility in Northern 
Tasmania. We welcome the opportunity to respond to the questions posed in the Green Paper and 
to highlight the alignment between the hospice model as proposed by the Foundation and the 
principles outlined in the Green Paper. 

Attached is a current proposal from the Foundation providing an overview and rationale for a 
dedicated hospice facility to be established within the health precinct surrounding the Launceston 
General Hospital. 

The key points to note from the proposal as they relate to the Green Paper are noted below. 

• A dedicated hospice facility in a non-acute care setting, is a current gap within the health 
system providing end of life care to patients. Whilst other end of life care services are 
provided, a dedicated hospice focusing on terminal care, symptom control, carer respite and 
emphasising quality of life, life closure issues and relief of suffering is currently the missing 
link in the end of life care continuum. The very limited public palliative care beds available 
in Northern Tasmania are provided within an acute care setting. 

• The hospice proposal supported by the Foundation is a community based and controlled 
model. It would necessarily be part of the palliative care health system in the region, and at 
the same time be community based and supported. 

• As such there is an opportunity to develop a public/community partnership model for the 
running of the hospice. 

• The model proposed shifts the focus of end of life care for those unable to remain at home 
from the hospital setting to a non-acute setting, and enables the care to be managed by the 
patients’ GP. As such it will reduce hospitalisations. Many patients requiring end of life care 
currently require frequent hospitalisation, often through the Emergency Department. 

With Tasmania’s high rates of chronic and cancer related disease, an ageing population and the 
growing number of single person households the demand for end of life care is expected to continue 
to increase in the years ahead. There is a high level of expectation within the community for access 
to high quality, patient centred care during this stage of life, and the Foundation has received broad 
based support for the proposal attached.  

The provision of end of life care services is essential to improving Tasmania’s health system. 
Currently there is a high level of fragmentation within and across end of life care services, as well as 
significant gaps in North and North West Tasmania. This Green Paper process provides the 
opportunity for these gaps to be addressed and for a higher priority to be placed on developing an 
integrated end of life care model which is accessible to the community generally, including those 
population groups who currently have limited access (eg children, CALD, LGBTI communities). 

Attached is Hospice Proposal 



FRIENDS OF NORTHERN HOSPICE  

 

Hospice  
Proposal  
for  

Launceston 
 

 

 

 

September 2013 (updated February, 2021) 

 

 

Rationale and overview of the model proposed by Friends of Northern Hospice for 
the establishment of a co-located hospice facility and palliative care centre, 
integrated into, or within close proximity to, the Launceston General Hospital.  
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1. Purpose 
This business case outlines the infrastructure and operational requirements of establishing a 
purpose built ten bed hospice and palliative care centre in Launceston, within close 
proximity to the Launceston General Hospital (LGH). Hospice care is a specialised and 
intensive form of end of life care for patients with advanced, life-threatening illnesses and 
support for their families. Admission will be for terminal care, symptom control and carer 
respite, emphasising quality of life, life-closure issues and the relief of suffering. This facility 
will also accommodate all specialist palliative care support services and provision for family 
accommodation 

2. Background 
Tasmania’s palliative care service model is based on the 2004 Report ‘Palliative Care in 
Tasmania: current situation and future directions’ commissioned by the Tasmanian 
Department of Health and Human Services.  The Report included an analysis of existing 
palliative care services and considered a range of supply and demand factors, as well as 
proposing a model for the future planning of palliative care services in Tasmania. 

Two of the key findings of the 2004 Report ‘Palliative Care in Tasmania:  current situation 
and future directions’ were: 

• Tasmania has 50% of the designated palliative care beds that are recommended 
in the Palliative Care Australian guidelines, and there are issues with how the 
existing beds are distributed throughout the State. 

• Based on the best available data, the Tasmanian palliative care service is 
currently (ie in 2004) only servicing 52% of the estimated need. 

Other important observations noted in the report include: 

• Demand for palliative and end of life care in Tasmania is likely to grow more 
rapidly than in other States due to the highest overall incidence of cancer and a 
rapidly ageing population. 

• Between 2000 and 2003 there was a 22.4% increase in clients accessing Tasmanian 
palliative care services. 

• “A particular issue for Tasmania is that patients who live alone are significantly 
more likely to require hospice/inpatient care than those who live in a supportive 
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family environment.  Tasmania has the oldest population profile and the highest 
proportion of people who live alone in Australia.”1 

2.1 The data contained in the 2004 Report is the most up to data available for Tasmania. 
There has been no updating of supply and demand figures in the last eleven years, even as 
our population continues to age more rapidly than other parts of the country, and our 
proportion of people who live alone remains high. There is an urgent need for the supply and 
demand figures to be updated. The current government has promised $100,000 for a 
Feasibility Study and updating of the 2004 Report.  

Over the last four years there has been consistent support from individual medical 
practitioners and AMA Tasmania and GP North (prior to it transforming into Tas Medicare 
Local) for additional palliative care beds to address increasing demand. In August 2013 
Friends of Northern Hospice conducted a survey of 61 Launceston GPs, and 
overwhelmingly they commented on the lack of beds available. Results are in Appendix 1. 

Table 1 outlines the percentage of the population aged 65 and over and the percentage of the 
population who live alone for Launceston and its surrounding Local Government Areas. 
These figures are sourced from 2011 ABS Census data. 

Table 1 

LGA % aged 65 and 
over 

Lone person 
households – 
number 

Lone person 
households - % 

Lone person 
households 
Tasmania 
average - % 

Launceston 15.4% 7854 30.9% 28% 
Meander Valley 16.6% 1397 26.4% 28% 
West Tamar  17% 1939 23.5% 28% 
George Town 16% 685 26.3% 28% 
Northern 
Midlands 

16.8% 1212 25.5% 28% 

 

These figures demonstrate there are large numbers of people living in Northern Tasmania 
who will find it difficult to remain in their own home should they require palliative care or 
end of life care. The palliative care service model in Northern Tasmania is based on the 
‘hospice without walls’ approach which focuses on providing palliative care services in a 
range of settings, and establishing designated palliative care beds in rural hospitals. With at 
least 10,000 people in greater Launceston living alone, there are many people in the 
community who will find it difficult or impossible to remain in their own home should they 
require end of life care. The need for a dedicated hospice facility to service people needing 
palliative and end of life care in a non-acute care environment remains high. Without such a 

 
1 2004 Report ‘Palliative Care in Tasmania: current situation and future directions’, page 37 
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facility, and with only four designated palliative care beds available to public patients in 
Northern Tasmania, acute beds in public hospitals will undoubtedly continue to be occupied 
by people requiring specialist palliative and end of life care services. 

Increasing the number of designated palliative care beds for public patients in Northern 
Tasmania will relieve pressure on the LGH by reducing the use of expensive acute care beds 
for patients who will not require acute care services. Historically many terminally ill patients 
have had repeated presentations to the LGH Emergency Department where they have been 
subjected to numerous unnecessary tests, treatments and/or procedures. Availability of beds 
in a hospice setting will allow for direct admissions by clinicians who are familiar with the 
patient’s clinical status.  

2.3 Tasmania has high levels of chronic and cancer related disease, which is expected to 
increase as the population continues to age. For example, rates for treated End Stage Kidney 
Disease increased from 4.8 per 100 000 population in 1989 to 10.5 in 2009. Rates are expected 
to increase to 19 per 100 000 people by 2020.  

The increasing prevalence of chronic disease in Tasmania will result in greater demand for 
palliative care services in the years ahead. 

2.4 Recently reported figures indicate palliative care hospital admissions in Australia 
increased 50% between 2001 and 2010.  

“And demand keeps soaring. Palliative care hospital admissions in Australia rose by 
more than 50 per cent between 2001 and 2010 - there were 56,000 reported in public 
and private hospitals in 2009-10. People aged over 75 years made up about half of all 
admissions, with only about one in 10 younger than 55.”2 

2.5 The current availability of designated beds for end of life care in Launceston is three 
private beds and four public beds. Prior to 2007 there were three private beds at Calvary, 
three private beds at Philip Oakden House and three public beds at Philip Oakden House. 
Therefore the current availability in 2021 is less than 2007. Should this hospice proposal be 
accepted there would be immediate endeavours to restore the three private beds which were 
removed when Philip Oakden closed. Therefore if those private beds are restored, there 
would already be seven beds funded for the hospice, and the funding would be required to 
construct the building and provide three additional public beds.  

  

 
2 Reported in The Age Newspaper, 31 July 2013, retrieved from  
http://www.theage.com.au/victoria/in-death-theres-a-lot-of-living-20130720-2qbdu.html 
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3. Overview of proposed facility 
The model proposed is for the development of a purpose built hospice as part of the 
Launceston General Hospital (LGH), which would be the parent hospital. The model is for a 
partially integrated unit which shares aspects of service provision with the LGH.  

Key features: 

• located within close proximity to the LGH; 
• purpose built facility which enables all specialist palliative care services to be co-

located in one building; 
• facilities to include a specialist, public, ten bed inpatient hospice, clinical and office 

accommodation, consulting rooms and a training room;  
• multidisciplinary staffing team that includes medical, nursing, allied health, 

chaplaincy/spiritual care and volunteer support; 
• 24 hour access with one number to call for advice 
• single rooms with ensuite facilities; 
• separate entrance to the hospice unit; 
• access to outdoor or tranquil garden area; 
• family room; 
• condolence room; 
• prayer or reflection room; 
• provision for the facility to be extended to accommodate a further 5 beds should it be 

required in the future. 

The hospice will cater for people whose condition has progressed beyond the stage where 
curative treatment is effective and cure is attainable. 

4. Model proposed for a specialist palliative care service 

4.1 Co-location of all palliative care services in Launceston 
It is proposed all existing palliative care services and the ten bed in-patient facility would be 
co-located in this facility. This would enable the facility to operate as a knowledge hub for 
the region, and a centralised resource for other providers such as residential aged care 
facilities and community care providers. Therefore facilities such as training rooms and 
consulting rooms would be provided in the centre, and the existing palliative care 
consultants, the community palliative care service and any palliative care allied health 
professionals would be co-located within the facility. 

Co-location provides a range of important benefits to patients and the service.  

• It will strengthen the linkages between community palliative care and in-patient 
care.   
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• It supports improved planning and pathways between palliative care settings. 
• It is a cost effective option. 

4.2 GPs to be able to admit patients to hospice beds and continue care once 
admitted 
The model proposed will provide general practitioners (GPs) with the option of directly 
admitting their patients to the facility, and continuing to provide care to them once 
admitted. This is strongly supported by GPs in the Launceston area, and is similar to what 
occurs at the Whittle Ward in Hobart. GPs have little opportunity for continuing to care for 
their patients once they are admitted to the Melwood Unit at Calvary Health St Luke’s in 
Launceston. In a survey undertaken by Friends of Northern Hospice in August 20133, 85.2% 
of the 61 GPs who responded indicated they would admit and continue to care for patients 
in a hospice should one be built within close proximity to the LGH.  

This would also enable existing palliative care Consultant/s to practice as the name suggests, 
in a consulting capacity. Currently the palliative care Consultant/s undertake all admissions 
to the designated beds at the Melwood Unit at Calvary Health St Luke’s in Launceston. As 
one GP commented “... more availability of places for GP care would be good. Palliative care 
at Melwood Unit has been hijacked by palliative care specialists.”  

Maintaining an ongoing involvement for a patient’s GP when palliative and end of life care 
is required is an important aspect of providing care within a person-centred model of care. 
Many GPs in Launceston are willing to admit patients to a hospice and may also be willing 
to extend this to include: 

• maintaining a level of care, with the support of a palliative care team, once admitted; 
and/or 

• being kept informed of the patient’s progress once admitted  

If a patient is subsequently discharged back home or to another community based setting, 
the GP is informed and able to resume the person’s care. 

  

 
3 In August 2013 the Friends of Northern Hospice distributed a survey to all GP practices in 
Launceston. The questions and results are listed in Appendix 1. 
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4.3 Hospice unit to provide care for a range of reasons 
A palliative care client is a person whose condition has progressed beyond the stage where 
curative treatment is effective and cure is attainable, or who chooses not to pursue curative 
treatment. 

The client must have: 

• been diagnosed as having a terminal illness, or 
• a progressively deteriorating condition. 

The role of the hospice unit is to provide: 

Respite Care 

A patient may be admitted to the unit for a short term basis to provide the family or carer 
respite time, and to introduce and familiarise the patient to the facility for later admission. 

Symptom Management 

A patient may be admitted for assessment, diagnosis, consultation and treatment of 
symptoms. When the symptoms are stabilised or treatment completed, the patient can 
return to their home and family or carer with the ongoing care and support of their GP and 
the community palliative care service. 

End of Life Care 

End of Life Care will be provided when it is not appropriate or possible for a person to 
remain at home until they die. 

Typically, patients being admitted to the hospice unit may have been diagnosed with 
diseases such as cancer, motor neuron disease, dementia or end stage renal, cardiac or 
respiratory disease.  

4.4 The hospice service model 
The service model adopted here is not a stand-alone hospice.  It will be a purpose built unit, 
or housed in an existing DHHS building within close proximity to the Launceston General 
Hospital (eg Allambi) This offers the following advantages. 

• Use of existing hospital infrastructure, including hospital accountability and peer 
review processes, accreditation processes. 

• Use of existing ancillary services such as accounting, housekeeping, laundry and 
catering services. 

• Opportunity to integrate clinical leadership. 
• Ease of access to other specialist services. 
• Continuity of holistic patient care. 
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• Opportunity for staff to work within the unit, and to educate a wide range of 
hospital staff in the principles and practice of palliative and end of life care. 

• More effective use of resources. 
• Fewer, and more appropriate, emergency presentations and hospital admissions. 
• Reduced incidence of medical interventions and tests for those at the end of their life 

which also increases the cost effectiveness of the hospice option. 
• The calmer, less interventionist approach patients receive in hospice care can also 

result in reduced need for grief and bereavement counselling for families and loved 
ones. 

5. Next Steps 
In order to progress this proposal into a full business case a number of further steps need to 
occur.  

• Demand figures need to be updated so that current, accurate data is available as the 
basis for future planning. 

• There needs to be economic modeling undertaken in relation to palliative care 
admissions into public hospitals, and a cost benefit analysis on freeing up acute care 
beds in the region by increasing the number of designated palliative care beds. A 
health economist would need to be engaged to undertake this work.  

• Data needs to be collected on specific population groups and their need for access to 
palliative care beds, for example children, indigenous, refugees and humanitarian 
entrants, culturally and linguistically diverse community members. 

• An indicative cost for developing the dedicated centre needs to be undertaken, and 
potential sources of funding identified. 

6. Conclusion 
An exciting opportunity exists for Northern Tasmania to lead the way with a fresh 
innovative approach to palliative and end of life care. Northern Tasmania could lead the 
way with a state of the art modern hospice, purpose built (or a suitable  existing building 
owned by DHHS within close proximity to the LGH eg Allambi)  and operating under best 
practice guidelines, servicing the community in coping with the challenges of an ageing 
population. 

A feasibility study commissioned by the Liberal Government into the viability of a Northern 
Hospice in 2016 was found to be fundamentally flawed. It suggested that current palliative 
and end-of-life care services/facilities were adequate for the next two decades 

This prediction has proven to be totally incorrect and constantly it is reported that 
terminally ill patients are unable to access appropriate end of life care and are frequently 
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admitted to LGH via the Emergency Department and many die there or in four bed wards 
and as recently reported in The Mercury newspaper and on WIN TV in a ‘store room’ 
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Appendix 1 – Survey of Launceston General Practitioners 
 

Question 1 – Do you support a hospice model of care for terminally ill patients, similar to 
that previously provided at Philip Oakden Hospice? 

 

 

Answer Options 
Response 

Percent 
Response 

Count 
Yes 93.4% 57 
No 6.6% 4 

answered question 61 
skipped question 0 

 

 

 

 

 

  

Do you support a hospice model of care for terminally ill patients, 
similar to that previously provided at Philip Oakden Hospice?

Yes

No
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Question 2 – Would you, or your practice, directly admit and care for your patients in 
such a facility? 

 

 

Answer Options 
Response 

Percent 
Response 

Count 
Yes 85.2% 52 
No 14.8% 9 

answered question 61 
skipped question 0 

 

 

 

 

 

 

  

Would you, or your practice, directly admit and care for your patients 
in such a facility?

Yes

No
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Question 3 – Do you think there are deficiencies in palliative care services in Launceston? 

 

 

Answer Options 
Response 

Percent 
Response 

Count 
Yes 81.8% 45 
No 18.2% 10 

answered question 55 
skipped question 6 

 

 

 

 

 

 

Question 4 – Do you wish to make any further comment? 

* Note: All comments received on surveys are listed below. 

1.  Consider that Phillip Oakden Hospice provided exceptional service, that has not been 
matched since, due to its dedicated building and service provision.  
2.  Great idea! 
 

Do you think there are any deficiencies in the Palliative Care 
Services in Launceston?

Yes

No
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3. Nursing is not solely dedicated to hospice patients or staffed at adequate levels. 
Tendency is for GPs not to be involved in care in the hospice at St Lukes.  Education 
meetings with hospice case review was an excellent model for Philip Oakden House, both 
edifying and enjoyable. Palliative care should be a part of General practice and when 
required advice from Palliative care physicians. 

4. Lack of dedicated hospice. 

5. While the service provides excellent support for patients, GPs are on the fringe and not 
really part of the team. I don't know if Launceston is big enough for a stand-alone hospice 
though. 

6. Need dedicated facility! 

7. Have found palliative care unit at St. Lukes useful. But see a role for a palliative service 
that manages hospice accommodation. 

8. Limited communication to GP's re patient’s admission/discharge/death. 

9. Lack of public beds, inappropriate housing in hospital setting. 

10. We don't have a hospice. 

11. Not enough options for inpatient care for non-private patients. 

12. Haven’t been here long enough to answer meaningfully. 

13. But more availability of places for GP care would be good. Palliative care at Melwood 
Unit has been hijacked by palliative care specialists. 
 
14. Generally nice, palliative care services are adequate, care at Melwood Ward is usually 
of a high standard. Community care is sometimes not well coordinated. 
 
15. More beds needed both public and private. 
 
16. More beds could be good, but its the cost of all this is a problem. 
 
17. The staff are lovely but it is basically a number of dedicated beds in a hospital ward. 
Nothing ‘homely’ about it ... no garden. 
 
18. I don’t know about others but I am not happy to admit patients under my name. 
 
19. Current palliative care services modelled on hospital care system without adequate 
terminal care for patients and families – which is the emphasis of a hospice. 
 
20. Lack of beds for admission. 
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21.  More beds would be beneficial. 
 
 22. Bed shortages. 
 
23. Decision on whether I would admit and care for patients in a facility would depend on 
location and governance. I don’t want a service similar to Philip Oakden because that 
collapsed!! We don’t want to go through that again. 
 
24. The current model is working well from a medical point of view. 
 
25. Currently patients sometimes have to die in nursing homes and it would be good if 
there was a facility in Launceston which could provide hospice care when the Melwood 
Unit is full. 
 
26. Really I am unsure – I don’t know the model at Philip Oakden well. 
 
27. The current option is working well. Good doctor. Very helpful nurses. Why change 
what works. 
 
28. Good luck!  
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OUR HEALTHCARE FUTURE/IMMEDIATE ACTIONS & CONSULTATION PAPER 

 

PAGE 17  -  PROVIDING CARE FOR PATIENTS IN THE MOST APPROPRIATE SETTING 

 

CONCLUSIONS:   

1. “People end up in hospital because it is the only care available, not because they 
need hospital level care.” 
 

2. “Care in the wrong place isn’t good for patients and comes at a high cost to 
Tasmania’s health system. 
It is estimated that each year $100 million is spent on care in acute settings, which 
could have been provided in less expensive subacute, non-acute or community 
based settings. 

In 2017-18 Tasmania had 15,848 hospital admissions that potentially could have 
been avoided if care was available in the community. 
Care in the community is better for people and better for our health system.” 
 
 
 

THESE CONCLUSIONS/STATEMENTS ADD WEIGHT TO THE 
HOSPICE PROPOSAL FOR LAUNCESTON & THE NEED FOR 
SUCH A FACILITY 
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