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1 Executive summary 

As part of its pre-election commitments the Tasmanian Liberal Government committed 
to fund an independent feasibility study into a purpose-built hospice for Northern 
Tasmania, located in Launceston. Grosvenor Management Consulting (Grosvenor) was 
engaged by the Department of Health and Human Services (DHHS) to undertake this 
feasibility study.  

The study was conducted to determine the need for a dedicated hospice service in 
Northern Tasmania and examined a range of factors, including, but not limited to:  

 current, unmet and future demand for hospice care in Northern Tasmania 

 existing hospice and palliative care services in the region  

 the capacity of existing services to meet the community need and demand.  

Alternative service delivery models for the provision of palliative care in Northern 
Tasmania were identified and analysed against eight feasibility criteria established as 
part of the study. 

This executive summary outlines key information in relation to the feasibility study 
process, findings and conclusions. 

The feasibility study was informed by extensive consultation and data collection 
activities and a desktop review of relevant standards, guidelines and approaches to 
providing palliative care. Consultation activities were conducted in two phases in 
November 2015 and January 2016, with input received from numerous health 
professionals, community members, interest groups and professional bodies.  

Individuals were highly motivated to participate in the consultation activities, with a 
large volume of response received from all regions, including rural and remote areas. 
The high level of community participation and engagement in the consultations 
highlighted the great passion within the Northern Tasmania community for palliative 
and end of life care.   

Consultation activities included: 

 35 interviews/meetings 

 two surveys with a combined total of 410 responses 

 one public forum with 166 attendees 

 one service provider forum with 15 attendees. 

Standards and guidelines published by Palliative Care Australia (PCA) were used to 
understand best practice, and support benchmark analysis of the future demand for 
palliative care in Northern Tasmania.  

At the time of this study, inpatient and community palliative care services were 
delivered by a range of service providers throughout Northern Tasmania. Comparison 
of the model to relevant guidelines and standards published by PCA highlighted that 
the current model aligns with contemporary Australian practice. The 25 palliative care 
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beds available throughout the Northern Tasmania region substantially exceeds the 
Palliative Care Australia population based guidelines for 2015 (9.72 palliative beds), 
and for the projected population to 2035 (10.05 palliative beds). 

While a high level of satisfaction was evident among individuals who had experienced 
the current services, there is a lack of community understanding about the features 
and services which are available. The lack of understanding has shaped community 
views about the suitability of the current services and was particularly evident in 
relation to the Melwood Unit in Launceston. Despite strong community support for the 
establishment of a hospice in Launceston, many of the features and services desired in 
a standalone hospice are currently available in the Melwood Unit.  

Support for a standalone dedicated hospice did not extend to the majority of health 
professionals, who questioned the practicality of establishing and operating a new 
facility which would not have direct (onsite) access to medical equipment and services. 
It was commonly identified that appropriate access to medical support and 
professionals is more important than the physical environment.  

The feasibility of alternative service delivery approaches in Launceston and rural areas 
were analysed as part of the study. The study found the ongoing operation of the rural 
palliative care suites and Melwood Unit to be the most feasible option at the current 
time.  

While alternative service delivery models were found to be potentially feasible, some 
limitations were identified. Limitations included the capacity of the Northern 
Tasmanian workforce to staff the facilities, and the ability to generate support from 
service providers and the broader community for these models. Models found to be 
potentially feasible included:  

 the operation of palliative care beds in Residential Aged Care Facilities in 
Launceston and/or rural communities 

 establishment of a hospice in Launceston 

 operation of palliative care beds in the Launceston General Hospital. 

The centralisation of all inpatient services or operation of two inpatient services in 
Launceston was not found to be viable. 

Conclusions  

Conclusions have been developed in relation to: 

 the current approach to the delivery of palliative and end of life care in 
Northern Tasmania (current service delivery) 

 the model of palliative care in Northern Tasmania, including conclusions 
relating to:  

- the model as a whole 

- rural areas 

- Launceston 
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- community services.  

Current service delivery 

Conclusion 1: The current service delivery model aligns with the population based 
guidelines established by Palliative Care Australia.  

Conclusion 2: The current number of inpatient palliative care beds in Northern 
Tasmania is sufficient to meet demand and is expected to remain sufficient within the 
assessed period (up to 2035).  

Conclusion 3: There is generally a high level of satisfaction with the current services 
which are available, particularly in relation to the rural palliative care suites. Individuals 
who have accessed the Melwood Unit have been highly satisfied with the services 
provided.  

Model of palliative care 

Conclusion 4: Inpatient and community based palliative care services should be 
available in both Launceston and rural locations in Northern Tasmania. The availability 
of both types of service is essential to support patient choice over place of death and 
support the range of individual needs and circumstances. 

Rural areas 

Conclusion 5: The ongoing operation of the rural palliative care suites is the most 
feasible option for the delivery of inpatient palliative care in rural areas of Northern 
Tasmania. 

Launceston 

Conclusion 6: The service delivery model provided by the Melwood Unit aligns with 
the PCA standards and models of care in hospices elsewhere in Australia. 

Conclusion 7: Community views of a hospice service are influenced by the legacy of 
Philip Oakden House. These views do not always take into account the capacity, 
services and features offered by the Melwood Unit, which are not well understood.  

Conclusion 8: The ongoing operation of the Melwood Unit is the most feasible option 
for the delivery of inpatient palliative care in Launceston at the current time.  
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Conclusion 9: The operation of a standalone hospice in addition to the Melwood Unit 
is not feasible or viable.  

Conclusion 10: There are a number of opportunities to increase community buy-in and 
support for the Melwood Unit.  

Conclusion 11: A range of service providers in Northern Tasmania may have interest in 
providing inpatient palliative care services. Future procurement activities may be used 
to further test alternative service delivery models. 

Community services 

Conclusion 12: The study identified a number of opportunities for improvement to the 
existing community services. The opportunities include increasing coordination, 
collaboration and understanding of the available services. These opportunities are 
currently being addressed through the Tasmanian Better Access to Palliative Care 
Program (funded by the Australian Government) which seeks to enhance access to 
community palliative care with a focus on collaboration, integration and initiatives to 
support individuals to die at home or in their community. 

Recommendations 

The following recommendations have been made as part of the feasibility study. 

Recommendation 1: Future models for the delivery of palliative and end of life care in 
Northern Tasmania should support patient choice over their place of death and 
include:  

 inpatient services in both Launceston and rural communities 

 community based services in all regions. 

Recommendation 2: It is recommended that inpatient palliative care services continue 
to be delivered within the rural palliative care suites throughout Northern Tasmania. 

Recommendation 3: It is recommended that inpatient palliative care services in 
Launceston continue to be provided through the Melwood Unit at Calvary Hospital 

Recommendation 4: It is recommended that only one inpatient palliative care service 
is operated in Launceston. That is, the Melwood Unit is not operated in conjunction 
with a standalone hospice or other facility. 

Recommendation 5: Undertake community awareness raising to increase community 
understanding of the features and services which are available within the Melwood 
Unit. This may include the publication of information about the service within the 
media and familiarisation activities for local community leaders (particularly cultural 
leaders). 

Recommendation 6: Undertake promotional and awareness raising activities to 
increase community understanding of the Melwood Unit and explore opportunities to 
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increase the alignment of the service with community preferences.  This may include, 
for example:  

 seeking to leverage community passion to increase support for, and 
understanding of, the current inpatient palliative care services 

 promotional activities to increase the community understanding of the 
Melwood Unit as a hospice facility, for example, considering rebranding the 
Unit as the ‘Melwood Hospice Unit’ or similar 

 relocation of the Melwood Unit to a ground floor location within the Calvary 
Hospital in order to provide access to gardens and/or a direct entrance 

 making physical or aesthetic alterations to the Melwood Unit to further 
increase the home-like feeling of the facility. 

Recommendation 7: Consider market testing the delivery of inpatient palliative and 
end of life care in Launceston at the end of the current contract and extension options. 

Recommendation 8: Continue to focus on increasing the coordination, collaboration 
and understanding of community palliative care services through existing project 
activities, support services and system development across palliative care in Tasmania.  
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2 Introduction 

As part of the pre-election commitments the Tasmanian Liberal Government 
committed to fund an independent feasibility study into a purpose-built hospice for 
Northern Tasmania, located in Launceston. The DHHS Better Access to Palliative Care 
Project (funded by the Australian Government, Department of Health) provided overall 
coordination and oversight of the feasibility study on behalf of the Minister for Health. 

The Department of Health and Human Services (DHHS) engaged Grosvenor 
Management Consulting (Grosvenor) to undertake this feasibility study in October 
2015. 

2.1 Purpose and scope 

The purpose of the hospice feasibility study was to determine the need for dedicated 
hospice services and to examine potential hospice models that meet quality and safety 
standards, and which could be sustainably delivered.  

The feasibility study examined the current, unmet and future demand for hospice care 
in Northern Tasmania. The study also reviewed existing hospice and palliative care 
services and the capacity of these services to meet the community need. 

While some analysis has been conducted in relation to the existing services available in 
Northern Tasmania, this study should not be considered a detailed review of the 
existing services. 

The requirement for, and delivery of, palliative and end of life care in the North West 
and South of Tasmania are not within the scope of this study. 
  



 

Department of Health and Human Services – Northern 
Hospice Feasibility Study  

grosvenor management consulting 
 

10 

 

3 Approach 

The project was conducted from October 2015 to February 2016 across two phases.  
Each phase is detailed below, followed by the feasibility criteria developed for the 
study.  

3.1.1 Phase 1 

A six step methodology was utilised for phase one of the study, as described below.  

 

Confirm understanding of health context and service delivery 

Prior to commencing the feasibility study, desktop review was undertaken to confirm 
the context and background to the development of a hospice in Launceston. This 
included the review of relevant documentation relating to:  

 the policy background to this project (including the relevant election promise)  

 previous analysis which has been undertaken about the need for a hospice in 
this area (including the 2004 report Palliative Care in Tasmania: current 
situations and future directions and other available information and analysis, 
for example the business case conducted by the Friends of Northern Hospice) 

 the existing service delivery models used in the area.  

Define feasibility criteria 

A series of eight feasibility criteria were developed in conjunction with DHHS and the 
Steering Committee to assess the feasibility of identified options/models for the 
delivery of palliative and end of life care. The feasibility criteria were developed to 
align with relevant guidelines and standards relating to the delivery of palliative and 
end of life care.  

The feasibility criteria are included at section 3.2 of this report.  

Collect data and conduct consultations  

Extensive data collection and consultation activities were undertaken during phase 
one. Consultations were undertaken using a mixed method approach which 
incorporated:  

 face to face, telephone and videoconference consultations with stakeholder 
groups such as service providers, interest groups and industry bodies  

Confirm 
understanding 
of health 
context and 
service 
delivery

Establish 
project

Identify and 
assess 
feasibility of 
options

Step 1 Step 2 Step 5 Step 6Step 4

Prepare 
report

Collect data 
and conduct 
consultations

Step 3

Define 
feasibility 
criteria
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 a survey to collect the views of the broader community, including local 
residents and interest groups/organisations representing the needs and wishes 
of individuals in Northern Tasmania.  

Through the adoption of the mixed method approach, input was received from 
approximately 317 individuals as part of phase 1. The consultation included:  

 25 interviews/meetings with a total of 63 participants 

 220 responses to the online survey from people completing the tool as an 
individual 

 21 online survey responses from people responding on behalf of a group or 
organisation 

 11 telephone survey responses from individuals 

 two emailed survey responses (received outside the official consultation 
period).  

Input into this phase was received from current service providers, carers and former 
carers and members of the General Public throughout Northern Tasmania. Responses 
were received from all LGAs and age groups, with 76% of survey respondents (173) 
aged 55 years or above.  

Full details of the consultation approach and reach are detailed in the Phase 1 
consultation report at Attachment A.  

In addition to the consultation activities, data collection was undertaken from key 
stakeholders in Tasmania. This included the collection of data relating to the existing 
services (including, but not limited to, occupancy, cost and staffing).  

Identify and assess feasibility of options 

Information collected through the data collection and consultation activities was 
collated and analysed to understand how well the existing services are meeting 
community and service provider needs. This data was used to identify and conduct 
preliminary analysis into options for the future delivery of palliative and end of life 
care in Northern Tasmania. 

Following analysis of the information collected in November and December 2015, a 
number of data gaps and learnings were identified. As such, it was determined that a 
second phase of consultation activities and analysis would be conducted to:  

 understand and hear the needs of specific groups, such as individuals with 
disabilities or mental health issues, children and Culturally and Linguistically 
Diverse (CALD) populations  

 understand the role of Residential Aged Care Facilities in delivering palliative 
and end of life care 

 seek community feedback in relation to the findings of the study and identified 
options. 

The addition of these activities formed phase 2 of the project.  
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3.1.2 Phase 2 

Identify gaps and confirm approach to phase 2 

Prior to the commencement of any data collection or consultation activities, identified 
gaps in the available data and information were analysed. This was conducted to 
understand the extent of the gap and ensure appropriate approaches to filling the gap 
were implemented.  

Plan phase 2 consultation and data collection activities 

Detailed planning activities were undertaken to inform the approach to data collection 
and consultation as part of phase 2. This included:  

 confirming the approach to data collection and consultation 

 identifying the number, scope and timing of consultations which would be 
conducted 

 identifying key stakeholders 

 developing data collection and consultation tools.  

Collect data and conduct consultations 

A second phase of consultation activities and data collection was undertaken in 
January 2016. This incorporated a range of activities, including:  

 10 face-to-face, telephone and video consultations with approximately 34 
individual participants 

 one service provider forum with a total of 15 attendees 

 one public meeting with a total of 166 attendees 

 a survey of community members (available for completion online, via 
telephone, or in hard copy) with a total of 169 responses 

 data collection from relevant stakeholders throughout Northern Tasmania 
(building on data collected as part of phase 1).  

Full details of the consultation approach and uptake are included in Attachment B.  

Analyse and re-assess feasibility of options 

Data and information collected through the phase 2 consultation activities was 
analysed in conjunction with preliminary findings from phase 1. This analysis was used 
assess the different service delivery models against the feasibility criteria, and inform 
conclusions relating to the feasibility of the different models.  

3.2 Feasibility criteria 

The feasibility criteria shown in Table 1 were used to assess the options identified for 
the provision of hospice services in Northern Tasmania.  
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Assessment of each option against the criteria was conducted comparatively and 
included consideration of the factors listed below (not exhaustive) and risk.  

No weighting was applied to the criteria. 

Table 1 Feasibility Criteria 

CRITERIA FACTORS FOR CONSIDERATION (NOT EXHAUSTIVE) 

1 - Service capacity 

 What is the current and predicted future demand? 

 Does the option provide the capacity to meet current 
palliative care demand? 

 Does the option have the ability to meet future demand? 

2 - Quality and safety  

 Does the option support the delivery of care in accordance 
with established quality standards? 

 Does the option support the delivery of care in accordance 
with established safety standards? 

3 - Accessibility and reach 

 How well does the option support access by residents 
across North Tasmania? 

 Is the service accessible to diverse groups and different 
populations? 

4 - Health sector workforce 
capacity 

 What resource mix is required to deliver the option? 

 Is there sufficient workforce capacity to deliver the 
option? 

5 - Service model/model of care 

 Is the service model supported by effective clinical 
leadership which promotes integrated practice? 

 Are the service types and care settings consistent with 
contemporary practice? 

 Are the range of care settings and types provided in line 
with relevant standards? 

 Do they align with consumer preferences? 

6 - Integration with broader 
care sector  

 Does the option support and facilitate integration with the 
broader care sector and other providers/facilities? 

 Does the option support and facilitate collaboration with 
the broader care sector and other providers/facilities? 

7 - Cost of service delivery  

 What is the cost of the option relative to current 
expenditure? 

 If the cost exceeds current expenditure, can it be 
realistically met on a recurring basis? 

 Is the cost sustainable into the future? 

8 - Sustainability 
 Is the option/model sustainable overall? Now, and in the 

future? This includes consideration of structure, cost, 
governance, integration etc.  
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4 Structure of this report 

Table 2 provides an overview of the content of each section of this report.  

Table 2 Report structure and content 

 SECTION  CONTENT 

Context 

 

Section 5 - Northern 
Tasmanian context 

This section details elements of the Northern 
Tasmanian context which are relevant to the current 
and future delivery of palliative care.  

Section 5.2 - Palliative and 
end of life care in Australia 

Provides an overview of current approaches to the 
delivery of palliative and end of life care, and relevant 
standards/guidelines. 

Findings Section 7 - Current service 
delivery model 

Details findings in relation to the current service 
delivery model. This includes commentary about both 
the model as a whole, and individual services.  

Section 8 – Alternative 
service delivery models 

Provides an overview of two alternative service 
delivery models:  

 dedicated, standalone hospice 

 delivery in Residential Aged Care 
Facilities 

Section 9 - Preferences for 
end of life care 

Details findings in relation to the needs and 
preferences of the Northern Tasmanian community. 
This includes needs of particular community groups.  

Section 10 - Benchmark 
analysis 

Applies the Palliative Care Australia benchmarks for 
the:  

 number of beds required in 
Northern Tasmania 

 FTE required to provide services.  

Future 
service 
delivery 

Section 11 - Options 
analysis  

Details potential future delivery models for Northern 
Tasmania and analysis of the models against the 
feasibility criteria. 

Conclusions Section 12 - Conclusions 
and recommendations 

Details conclusions and recommendations developed 
through the study in relation to:  

 the current service delivery model 

 future approaches to service 
delivery. 

Where relevant, quotes from the two surveys have been included as evidence of 
community views. No edits have been made to the wording, spelling or grammar of 
these quotes.   
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5 Northern Tasmanian context 

In considering the options for the delivery of palliative and end of life care in Northern 
Tasmania (including the operation of a dedicated hospice), it is important to ensure 
that options align with the Northern Tasmanian context.  

This section details elements of the Northern Tasmanian context which are relevant to 
the current and future delivery of palliative and end of life care.  

5.1 Population growth 

Population projections made available by the Tasmanian Department of Treasury and 
Finance were analysed to assist in understanding the current and potential future need 
for palliative and end of life care. Table 3 provides a comparison of the 2015 
population with the projected population in 2020, 2025 and 2035 by Local 
Government Area (LGA).  

As shown in Table 3, while some growth is expected in Northern Tasmania over the 
next 20 years, it is not substantial (approximately 3%, 4,881 people). 

Table 3 Population projections by LGA (2015 to 2035) 

LGA 2015 2020 2025 2035 
% CHANGE 
(2015 TO 

2035) 

Launceston 68,123 69,719 71,276 73,774 8% 

Dorset 7,110 6,979 6,788 6,283 -12% 

Georgetown 6,773 6,718 6,637 6,351 -6% 

Meander 
Valley 19,768 19,895 19,934 19,516 -1% 

West Tamar 23,276 23,817 24,227 24,581 6% 

Northern 
Midlands 12,769 12,753 12,687 12,260 -4% 

Break O'Day 6,524 6,603 6,665 6,592 1% 

Flinders 804 786 751 671 -17% 

Northern 
Tasmania total 145,147 147,270 148,965 150,028 3% 

Declining populations are projected in five of the eight LGAs, ranging from a 1% 
decrease in Meander Valley (1,548) to a 17% decrease in Flinders (133). The highest 
population growth is expected in the Launceston LGA (8% increase, 5,651). 

5.1.1 Population distribution 

Northern Tasmania has a highly decentralised population, with over half of the 
population (53%, 77,024) residing outside of Launceston (Figure 1).  
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Figure 1 Population distribution by LGA (2015) 

While some variation is projected in the population of LGAs throughout Northern 
Tasmania from 2015 to 2035, the overall population distribution will remain relatively 
consistent (Figure 2 and Table 4). Changes in the distribution of the population by LGA 
over this period are projected to range from -0.7% (Dorset) to 2.2% (Launceston).  

 

Figure 2 Northern Tasmania population distribution by LGA (2015 to 2035) 
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Table 4 Population distribution by LGA (2015 to 2035) 

LGA 2015 2020 2025 2035 
% CHANGE 
(2015 TO 

2035) 

Launceston 46.9% 47.3% 47.8% 49.2% 2.2% 

Dorset 4.9% 4.7% 4.6% 4.2% -0.7% 

Georgetown 4.7% 4.6% 4.5% 4.2% -0.4% 

Meander Valley 13.6% 13.5% 13.4% 13.0% -0.6% 

West Tamar 16.0% 16.2% 16.3% 16.4% 0.3% 

Northern 
Midlands 8.8% 8.7% 8.5% 8.2% -0.6% 

Break O'Day 4.5% 4.5% 4.5% 4.4% -0.1% 

Flinders 0.6% 0.5% 0.5% 0.4% -0.1% 

Total 100% 100% 100% 100% N/A 

Given the highly decentralised nature of the population and projected consistency in 
population distribution (2015 to 2035), it is expected that there will be ongoing 
demand for palliative care in each LGA. 

5.1.2 Ageing population 

Northern Tasmania has an ageing population. As shown in Table 5 and Figure 3): 

 the population aged 60 years and above is expected to increase between 2015 
and 2035 

 the population aged 80 years and above is expected to more than double 
between 2015 and 2035, increasing from 6,674 to 15,307 (129%) 

 the number of people aged 59 years or less is expected to decline over this 
same period.   

Table 5 Population by age group (2015 to 2035) 

AGE GROUP 2015 2020 2025 2035 
% CHANGE 
(2015 TO 

2035) 

0 to 19 years  35,292 33,746 32,964 30,441 -14% 

20 to 39 years  33,304 34,019 33,337 31,382 -6% 

40 to 59 years  39,590 37,272 35,661 34,621 -13% 

60 to 79 years  30,287 34,498 37,321 38,277 26% 

80 years + 6,674 7,735 9,682 15,307 129% 

Total 145,147 147,270 148,965 150,028 3% 
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Figure 3 Population by age group (proportion of total population by year) (2015 to 2035) 

As shown above, the proportion of the population aged 60 years and above is 
expected to increase each year from 2015 to 2035.  Demand for palliative and end of 
life care is expected to increase as the population ages.  

5.1.3 Ageing workforce 

In alignment with the ageing population, Tasmania also has an ageing workforce1.  

Currently, many young Tasmanians are migrating away from the state, resulting in a 
net loss in the younger workforce2. Recent reports have suggested that the ageing 
population will increase demand for public services, which the workforce may not be 
able to meet.  

“The implications of an ageing population are an increasing demand for publicly funded 
services and a diminishing number, and proportion, of working age people to provide 

those services.”3  

                                                           
1
 Tasmanian Department of State Growth, Annexure 1 Tasmania’s Population Challenge: 650,000 by 2050, 

March 2015. Available at: 
http://www.stategrowth.tas.gov.au/__data/assets/pdf_file/0017/100376/Background_issues_paper.pdf, 
page 34 
2
 Department of State Growth, Population Growth Strategy, September 2015. Available at: 

http://www.stategrowth.tas.gov.au/__data/assets/pdf_file/0014/124304/Population_Growth_Strategy_
Growing_Tas_Population_for_web.pdf, page 21 
3
 Department of State Growth, Population Growth Strategy, September 2015. Available at: 

http://www.stategrowth.tas.gov.au/__data/assets/pdf_file/0017/100376/Background_issues_paper.pdf, 
page 12 
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http://www.stategrowth.tas.gov.au/__data/assets/pdf_file/0014/124304/Population_Growth_Strategy_Growing_Tas_Population_for_web.pdf
http://www.stategrowth.tas.gov.au/__data/assets/pdf_file/0017/100376/Background_issues_paper.pdf
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The capacity of ageing workforce to meet increased demand for palliative care 
(resulting from the ageing population) will need to be carefully considered as a factor 
in future service delivery models.  

5.1.4 Lone person households 

In comparison to other states and territories, Tasmania has a high proportion of lone 
person households (28%), exceeding the Australian average of 23%. 

 

Figure 4 Proportion of lone person households by state (2012-13)4 

The delivery of palliative care in the home typically requires support and input from 
the individual’s friends, family and carers. Individuals who reside alone may not have 
this support readily accessible, potentially inhibiting them from accessing palliative 
care in the home.  

5.2 Socioeconomic setting 

The socioeconomic status of Tasmania’s population is an important consideration in 
examining the community’s health. The following indicators are likely to drive demand 
for palliative and end of life care, as low socioeconomic status is typically associated 
with poorer health, higher rates of chronic disease and increased prevalence of the risk 
factors associated with chronic disease 5. 

Socioeconomic disadvantage 

                                                           
4
 Australian Bureau of Statistics, 4442.0 – Family Characteristics and Transitions, Australia 2012-13, 

Available at: http://www.abs.gov.au/AUSSTATS/abs@.nsf/Lookup/4442.0Main+Features12012-
13?OpenDocument   
5
 Chronic Disease Action Framework for Tasmania 2009-2013 

http://www.abs.gov.au/AUSSTATS/abs@.nsf/Lookup/4442.0Main+Features12012-13?OpenDocument
http://www.abs.gov.au/AUSSTATS/abs@.nsf/Lookup/4442.0Main+Features12012-13?OpenDocument
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The Australian Bureau of Statistics (ABS) broadly defines relative socioeconomic 
advantage and disadvantage in terms of people’s access to material and social 
resources, and their ability to participate in society.  

The Index of Relative Socioeconomic Disadvantage (IRSD) is one of four socioeconomic 
Indexes for Areas (SEIFAs) compiled by the ABS. The IRSD is a measure used to indicate 
aspects of disadvantage that relate to income and wealth, living conditions, education 
and engagement in skilled occupations. The index has a base of 1,000 for Australia. 
Scores above 1,000 indicate a relative lack of disadvantage and those below indicate 
relatively greater disadvantage. 

Table 6 details the IRSD for each of the LGAs within Northern Tasmania. 

Table 6 Local Government Area (LGA) Index of Relative Socio-economic Disadvantage, (Census of 
Population and Housing, 2011) 

LOCAL GOVERNMENT AREA IRSD SCORE 

Break O'Day 891 

Dorset 926 

Flinders 959 

George Town 870 

Launceston 941 

Meander Valley 983 

Northern Midlands 962 

West Tamar 1010 

According to the 2011 Census of Population and Housing (Table 6), with the exception 
of West Tamar, all LGAs in Northern Tasmania received an IRSD score below the 
national base (1000)6. This data suggests that most areas in Northern Tasmania 
experience a relatively greater level of socioeconomic disadvantage compared to the 
rest of Australia. This is due to population attributes including low income, low 
educational attainment, high unemployment and jobs in relatively unskilled 
occupations7. 

Weekly gross household income and income dependency 

The median weekly gross household income in Tasmania ($948 per week) is the lowest 
of any Australian state or territory, and is substantially lower than the Australian 
average ($1234 per week)8. In addition, the total proportion of Tasmanian households 
relying on income support payments is 31%, the highest proportion of any Australian 

                                                           
6
 ABS, Census of Population and Housing (2011) 

7
 Final variable list, ABS, Census of Population and Housing (2011) 

8
 ABS, Census of Population and Housing (2011) 
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jurisdiction. Of these households, 23% are recipients of either an age pension or a 
disability pension9. 

Qualifications and people of working age 

In 2011 Tasmania had the lowest proportion of tertiary qualified people (20.8%)10 
compared to all other jurisdictions in Australia. Lower levels of educational attainment 
are often associated with decreased employment opportunities, unemployment or 
higher levels of individuals working in unskilled occupations11.  

Tasmania also has the lowest proportion of people of working age (15 to 64 years) 
(64.9%) of all states and territories. In addition, the state’s total dependency ratio gives 
insight into the amount of people of non-working age (aged 0-14 and over 65) 
compared to the number of those of working age (aged 15-64). In 2011 Tasmania’s 
dependency ratio (54%) was greater than the Australian average (48%)12. The higher 
dependency ratio suggests that those of working age face a greater social and financial 
burden in supporting the ageing population. 

5.3 Uptake of private health insurance 

Publically available data from the Australian Prudential Regulation Authority 
highlighted the low uptake of private health insurance in Tasmania. As of September 
2015, approximately 45.1% of Tasmanians had private health insurance which included 
hospital treatment, below the national average of 47.3%13 (Figure 5). Hospital cover is 
required to claim costs associated with private palliative care. 

 

Figure 5 Private Health Insurance Coverage (Hospital Treatment), September 2008 to September 2015  

                                                           
9
 State of Public Health (2013) 

10
 Australian Bureau of Statistics, Census of Population and Housing (2011) 

11
 Australian Bureau of Statistics, 4102.0 – Australian Social Trends, 2008 

12
 ABS, Census of Population and Housing (2011) 

13
 Australian Prudential Regulation Authority, Private Health Insurance Membership and Coverage 

(September 2015) 
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While the uptake of private health insurance including hospital cover has increased in 
Tasmania since 2008, the proportion still falls below the national average (Figure 5).  

5.4 Risk factors and prevalence of disability 

Northern Tasmania has a high prevalence of behavioural risk factors which contribute 
to a burden of preventable disease.  

Table 7 shows the proportion of people in Northern Tasmania (by LGA) who engage in 
behaviours that are likely to increase their risk of preventable disease. Boxes that are 
shaded red signify that the proportion of people engaging in high risk behaviour is 
greater than the Tasmanian state average. Boxes with ‘n/a’ indicate that data was 
unavailable for that behavioural risk factor. 

Table 7 Risk factors by Northern region LGA14 

LOCAL 
GOVERNMENT 

AREA 

DAILY SMOKER 
% 

HIGHER RISK OF 
SHORT TERM 
HARM FROM 
ALCOHOL %15 

INSUFFICIENT 
PHYSICAL 

ACTIVITY % 

INADEQUATE 
FRUIT 

CONSUMPTION 
<2 SERVES DAILY 

% 

INADEQUATE 
VEGETABLE 

CONSUMPTION 
<5 SERVES DAILY 

% 

Break O'Day 18.6 22.6 31.4 51.7 92.1 

Dorset 20.5 29.7 25.3 44.0 81.2 

Flinders n/a n/a 47.9 n/a 100.0 

George Town 19.0 27.4 28.0 55.1 85.7 

Launceston 17.2 29.2 29.2 49.5 90.0 

Meander Valley 17.2 20.1 24.2 49.7 90.4 

Northern 
Midlands 

16.7 30.4 31.7 52.5 85.2 

West Tamar 11.4 31.3 24.3 51.5 88.9 

Tasmania 16.2 26.7 27.5 50.2 89.0 

As shown in Table 7 most LGAs in Northern Tasmania exceed the state rates for four or 
more behavioural risk factors. This will contribute to the burden of preventable 
diseases in Northern Tasmania, and impact future demand for palliative care. 

                                                           
14

 Primary Health Indicators Tasmania Report, Tasmania Medicare Local Limited , Vol 5 Issue 1 April 2012 
15

 Note: 2009 NHMRC Alcohol Guidelines: short term harm = >4 drinks on any occasion, long term harm = 
>2 drinks daily. 
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Prevalence of individuals with a disability  

In 2012 Tasmania had the highest prevalence of disability of any Australian state or 
territory. At this time, 25% of the state’s population was living with a disability16 
(Figure 6).  

 

Figure 6 disability rate by state (%) (ABS Disability, Ageing and Carers, Australia: Summary of Findings, 
2012) 

The high prevalence of disability in Tasmania has been attributed to the ageing 
population in the state, with the prevalence of disability increasing with age17.  

Individuals with a disability often have a specific limitation or restriction which has an 
impact on self-care, mobility or communication. Research has identified that there are 
often a range of barriers18 that arise when people with disability try to access aged 
care or health services, including: 

 limited access to information about palliative care options for individuals with a 
disability 

 palliative care staff not being equipped to deal with people with disability, 
particularly those with cognitive impairment or communication difficulties 

 support workers not feeling confident to support individuals with a disability at 
the end of their life 

 people with disability living away from family may not have anyone readily 
accessible to actively advocate for their needs. 

                                                           
16

 Australian Bureau of Statistics, Disability, Ageing and Carers, Australia: Summary of Findings, 2012  
17

 Australian Bureau of Statistics, Disability, Ageing and Carers, Australia: Summary of Findings, 2012 
18

 Palliative Care in Australia - National Disability Services, March 2012, Available at: 
www.nds.org.au/asset/view_document/979320374  
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Populations such as Tasmania require strong flexible linkages between disability health 
services, allied health and aged care services to be workable for older Australians with 
disability. 

5.5 Palliative care admissions 

Publically available information highlights that there was an increase in the number of 
palliative care admissions in Tasmania between financial year 2008/9 and financial 
year 2011/12 (Figure 7). The average annual change in palliative admissions over this 
period (16.6%) was higher than in any other Australian state ( 

Figure 8)19.  

 

Figure 7 Tasmanian palliative care admissions to public hospitals (2008/9 to 2012/13)20 

It is noted that this data shows the number of palliative care admissions to public 
hospitals was relatively consistent between 2011/12 (1,702) and 2012/13 (1,693), with 
a substantial increase each year up to this point. The cause of the stabilisation in 
2011/12 and 2012/13 was not analysed as part of this study. Additional analysis would 
need to be conducted to understand whether this stabilisation was an anomaly, or 
whether demand has stabilised since this time.  

                                                           
19

 http://www.aihw.gov.au/palliative-care/admitted-patient/ 
20

 Australian Institute of Health and Welfare, Admitted patient palliative care. Available at: 
http://www.aihw.gov.au/palliative-care/admitted-patient/ 

http://www.aihw.gov.au/palliative-care/admitted-patient/
http://www.aihw.gov.au/palliative-care/admitted-patient/
http://www.aihw.gov.au/palliative-care/admitted-patient/
http://www.aihw.gov.au/palliative-care/admitted-patient/


 

Department of Health and Human Services – Northern 
Hospice Feasibility Study  

grosvenor management consulting 
 

25 

 

 

Figure 8 Average annual changes in palliative care admissions to public hospitals (2008/9 to 
2012/13)21 

The increase in demand for palliative care admissions to public hospitals and high 
average annual change in these admissions aligns with the ageing population in 
Tasmania (see section 5.1.2). As the population grows and ages, it is expected that 
demand for palliative and end of life care will continue to increase.    

                                                           
21

 Australian Institute of Health and Welfare, Admitted patient palliative care. Available at: 
http://www.aihw.gov.au/palliative-care/admitted-patient/ 

http://www.aihw.gov.au/palliative-care/admitted-patient/
http://www.aihw.gov.au/palliative-care/admitted-patient/
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6 Palliative and end of life care in Australia 

Delivery of palliative and end of life care  

Depending on the requirements of the population, palliative and end of life care may 
be delivered across multiple settings including: 

 a hospice 

 a dedicated palliative care ward 

 admitted patient beds in a hospital 

 residential aged care facilities 

 in the home. 

Surveys consistently show that between 60 and 70 per cent of Australians would 
prefer to die at home, with hospitals and residential aged care being their least 
preferred places to die. Evidence suggests that 70 per cent of people who receive good 
quality community palliative care can die at home rather than in hospital22. 

The provision of palliative care in a hospital setting is common in Australia. The 
Australian Institute of Health and Welfare identified that palliative care separations in 
Australian hospitals increased by 56% between 1999 and 2009, with much of the 
increase occurring in public hospitals. While the average length of stay of a palliative 
care patient remained steady over this time period (12.5 days), it is almost 4 times 
longer than the average length of stay for all hospital separations (3.2 days)23. This 
figure is consistent with PCA benchmark guidelines which suggest that the average 
length of stay for a palliative care episode is approximately 14 days. 

In recognition of the future growing demand for palliative and of life care, Palliative 
Care Australia has recently provided a submission to government to provide funding of 
$40 million per annum, as part of its National Cooperative for Palliative and End-of-Life 
Care, to reduce fragmentation and inefficiencies in the healthcare sector, and achieve 
improved outcomes for patients and their families24. 

Standards for the provision of palliative care 

PCA has developed a list of standards to support and enhance quality of care for 
patients with life limiting illness. The purpose of these standards is to: 

 support quality management and improvement activities 

 support benchmarking at a local, state or national level 

 be used alongside other standards for health services 

                                                           
22

 Grattan Institute, Dying Well, 2014. Available at: http://grattan.edu.au/wp-
content/uploads/2014/09/815-dying-well.pdf 
23

 Trends in Palliative care in Australian hospitals, Australian Institute of Health and Welfare, October 2011 
24

 Palliative Care Australia, Pre-budget submission 2016-2017 

http://grattan.edu.au/wp-content/uploads/2014/09/815-dying-well.pdf
http://grattan.edu.au/wp-content/uploads/2014/09/815-dying-well.pdf
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 promote a range of benefits, including risk minimisation, improved patient 
outcomes, increased efficiency and advocate best practice. 

The 13 PCA standards are listed in Table 8 below. 

Table 8 Standards for providing quality palliative care for all Australians25 

STANDARD DESCRIPTION 

Standard 1 

Care, decision-making and care planning are each based on a respect for 
the uniqueness of the patient, their caregiver/s and family. The patient, 
their caregiver’s and family’s needs and wishes are acknowledged and guide 
decision-making and care planning 

Standard 2 
The holistic needs of the patient, their caregiver/s and family, are 
acknowledged in the assessment and care planning processes, and 
strategies are developed to address those needs, in line with their wishes 

Standard 3 
Ongoing and comprehensive assessment and care planning are  undertaken 
to meet the needs and wishes of the patient, their caregiver/s and family 

Standard 4 
Care is coordinated to minimise the burden on patient, their caregiver/s 
and family 

Standard 5 
The primary caregiver/s is provided with information, support and guidance 
about their role according to their needs and wishes 

Standard 6 
The unique needs of dying patients are considered, their comfort 
maximized and their dignity preserved 

Standard 7 

The service has an appropriate philosophy, values, culture, structure and 

environment for the provision of competent and compassionate palliative 
care 

Standard 8 
Formal mechanisms are in place to ensure that the patient, their caregiver/s 
and family have access to bereavement care, information and support 
services 

Standard 9 
Community capacity to respond to the needs of people who have a life 
limiting illness, their caregiver/s and family is built through effective 
collaboration and partnerships 

Standard 10 
Access to palliative care is available for all people based on clinical need and 
is independent of diagnosis, age, cultural background or geography. 

Standard 11 
The service is committed to quality improvement and research in clinical 
and management practices. 

Standard 12 
Staff and volunteers are appropriately qualified for the level of service 
offered and demonstrate ongoing participation in continuing professional 
development. 

Standard 13 
Staff and volunteers reflect on practice and initiate and maintain effective 
self care strategies. 

                                                           
25

 Standards for providing quality palliative care for all Australians, Palliative Care Australia, 2005 
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In addition to these standards, any palliative care provider must have appropriate 
quality management and safety systems in place, and maintain all relevant 
accreditations. Under these standards and accreditations, facilities and service 
providers must meet a number of requirements, including (but not limited to) 
maintaining and utilising:  

 appropriate quality management strategies 

 appropriate clinical governance frameworks 

 processes to mitigate and manage clinical risks that arise.  

All services operated by the Tasmanian Health Service (THS) are required to meet and 
maintain appropriate quality standards and accreditations.   

Guidelines for the provision of palliative care 

PCA recommends a population based approach for the purposes of health service 
planning. This approach seeks to understand and plan for the health needs of the 
target population as a whole, and to implement and evaluate interventions to improve 
the health or wellbeing of that population26.  

PCA’s Framework for Palliative Care Service Planning is depicted in (Figure 9) below. 
Table 9 provides details of the resource profile required in each geographic area.  

 

Figure 9 Framework for Palliative Care Service Planning27 

                                                           
26

 A Guide to Palliative Care Service Development: A population based approach, Palliative Care Australia, 
February 2005 
27

 A Guide to Palliative Care Service Development: A population based approach, Palliative Care Australia, 
2005 
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Table 9 Capability and Resource Matrix28 

GEOGRAPHIC 
AREA 

LEVEL OF 
CARE 

CAPABILITY RESOURCE PROFILE 

Everywhere Primary 
care 

Clinical management and care 
coordination including assessment, triage, 
and referral using a palliative approach for 
patients with uncomplicated needs 
associated with a life limiting illness and/or 
end of life care. Has formal links with a 
specialist palliative care provider for 
purposes of referral, consultation and 
access to specialist care as necessary 

General medical 
practitioner, nurse 
practitioner, registered 
nurse, generalist 
community nurse, 
aboriginal health worker, 
allied health staff. 
Specialist health care 
providers in other 
disciplines would be 
included at this level 

Metropolitan 
and 

small towns 

Specialist 
palliative 
care 
(Level 1) 

Provide palliative care for patients, 
primary carers and families whose needs 
exceed the capability of primary care 
providers. Provides assessment and care 
consistent with needs and provides 
consultative support, information and 
advice to primary care providers. Has 
formal links to primary care providers and 
level 2 and/or 3 specialist palliative care 
providers to meet the needs of patients, 
carers and families with complex 
problems. Has quality and audit 
programme 

Multidisciplinary team 
including medical 
practitioner with skills and 
experience in palliative 
care, clinical nurse 
specialist/consultant, 
allied health staff, 
pastoral care and 
volunteers. A designated 
staff member if available, 
coordinates a volunteer 
service 

Metropolitan 
and regional 
centres 

Specialist 
palliative 
care 
(Level 2) 

As for level 1, able to support higher 
resource level due to population base (eg 
regional area). Provides formal education 
programs to primary care and level 1 
providers and the community. Has formal 
links with primary care providers and level 
3 specialist palliative care services for 
patients, primary carers and families with 
complex needs 

Interdisciplinary team 
including medical 
practitioner and clinical 
nurse 
specialist/consultant with 
specialist qualifications. 
Includes designated allied 
health and pastoral care 
staff 

Metropolitan 
and large 
regional 
centres 

Specialist 
palliative 
care 
(Level 3) 

Provides comprehensive care for the 
needs of patients, primary carers and 
families with complex needs. Provides 
local support to primary care providers, 
regional level 1 and/or 2 services including 
education and formation of standards. Has 
a comprehensive research and teaching 
role. Has formal links with local primary 
care providers and with specialist palliative 
care providers level 1 and 2, and relevant 

Interdisciplinary team 
including a medical 
director and clinical nurse 
consultant/nurse 
practitioner and allied 
health staff with specialist 
qualifications in palliative 
care 

                                                           
28

 A Guide to Palliative Care Service Development: A population based approach, Palliative Care Australia, 
2005 
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GEOGRAPHIC 
AREA 

LEVEL OF 
CARE 

CAPABILITY RESOURCE PROFILE 

academic units including professorial 
chairs where available 

The resource profile detailed in Table 9 sets out three broad service categories for 
specialist palliative care services. These categories represent the minimal (level 1), 
moderate (level 2) and maximum (level 3) points along a hypothetical continuum of 
resource availability and expected capability. 

The level of care is applied based on an evaluation of local conditions and the 
normative expectations for services in that population. However, the minimal 
standards expressed in level 1 should be met by all specialist palliative care services29. 

According to the ABS Australian Standard Geographical Classification (ASGC), with the 
exception of Launceston, the majority of LGA’s in Northern Tasmania are classified as 
being outer regional areas30. As such, for the purposes of applying PCA’s resource and 
capability matrix, Northern Tasmania is categorised as servicing metropolitan areas 
and small towns (Table 9). The region would therefore require Specialist Palliative Care 
Level 1 resources (see section 7.1 for further detail).  

PCA notes that health care services for individuals residing in small towns or highly 
decentralised populations such as Northern Tasmania are generally provided by 
primary care providers31. Individual health care practitioners in these areas may not be 
required to provide palliative care very often, and therefore may need additional 
support when providing this type of care. As such, local health care services should 
have a formal agreement with a specialised palliative care provider to assist with: 

 building relationships needed to provide advice appropriate to the 
circumstances of the patient 

 the opportunity to build on local knowledge and skills. 

Understanding patient needs 

PCA’s approach to palliative care service planning advocates that an appropriate level 
of care and support should be available to patients and their families when and where 
it is required.  

Patient’s needs are a key consideration in determining access to specialist care. PCA 
recognises that not all dying people need, or indeed desire, the same level of access to 
specialist palliative care during the course of their illness. As such, PCA has developed 
needs-based referral thresholds to guide best practice decision-making about access to 
specialist care. The purpose of this approach is to achieve high quality, cost effective 
care which is appropriate for each individual patient. Table 10 describes the population 
sub-groups that exist at each needs-based level. 

                                                           
29

 Standards for Providing Quality Palliative Care for all Australians, Palliative Care Australia, 2005 
30

 Flinders Island is classified as very remote 
31

 Palliative Care Service Provision in Australia: A Planning Guide, Palliative Care Australia, 2005 
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Table 10 Level of need within the population of patients with a life limiting illness (PCA, 2005)  

SUB-GROUP NEEDS DESCRIPTION 

C Complex This is the smallest sub-group and includes patients who require 
highly individualised care plans to be developed, implemented 
and evaluated by specialist practitioners, in partnership with 
primary care providers. While these patients present a minor 
proportion of all individuals living with a life limiting illness, they 
often have complex physical, social, psychological and/or spiritual 
needs that do not respond to simple or established protocols of 
care. 

B Intermediate This sub-group includes patients who may have a temporary 
increase in their level of need at various points in their palliative 
trajectory. These individuals may require access to specialist 
palliative care services for consultation and advice. 

A Primary care This is the largest sub-group and includes patients who do not 
require access to specialist care to meet their needs. The needs of 
these patients are met either through their own resources or with 
the support of primary care providers. 

Furthermore, PCA suggests that special consideration should be given to particular 
groups in the community when applying the standards and ensuring patient needs are 
addressed. Special needs groups identified by PCA include: 

 children with a life limiting illness 

 children and young adults with a parent who has a life limiting illness 

 people with mental health problems or illness 

 adults who do not have the capacity to make informed decisions 

 people who live in residential aged care 

 people who live in other institutions or who are homeless 

 people of Aboriginal or Torres Strait Islander descent32. 

Other community groups may also have special needs or preferences in relation to the 
delivery of palliative care, including the lesbian, gay, bisexual, transgender and intersex 
community (LGBTI). 

These groups may require additional consideration in the delivery of quality palliative 
care, including: 

 an enhanced need for coordination of multiple agencies (e.g. family doctor, 
specialist service and specialist palliative care service)  

 partnerships between palliative care services and the wider social service sector 
(e.g. mental health services) 

                                                           
32

 A Guide to Palliative Care Service Development: A population based approach, Palliative Care Australia, 
2005 
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 careful attention to the decision-making and care delivery process 

 legal and moral requirement to obtain proxy consent and direction (e.g. for 
adults who do not have the capacity to make informed choices) 

 access to appropriate and adequate levels of support (e.g. for people who live 
in residential aged care facilities) 

 flexible services that are able to meet the needs of highly vulnerable patients 

 recognition of spiritual beliefs and their relationship to end of life needs and 
practices. 
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7 Current service delivery model 

Palliative and end of life care is currently delivered using a multi-disciplinary approach 
in Northern Tasmania. Numerous service providers support the delivery of this form of 
care in established facilities and within the community. Figure 10 provides an overview 
of the current service delivery model, including settings of care, and service providers. 
An overview of the services provided by each provider is included in in Table 11.  

 

Figure 10 Palliative and end of life care services - Northern Tasmania 

Table 11 Existing palliative and end of life care services 

SERVICE OVERVIEW 

CROSS SECTOR SERVICES 

Specialist Palliative 
Care Service 

The Specialist Palliative Care Service supports the delivery of palliative and 
end of life care for individuals with complex palliative care needs. The 
Palliative Care Service is based in Launceston and operates under a 
consultative model, providing consultation and guidance to support the 
delivery of complex palliative care in all settings.  

General 
Practitioners 

General Practitioners (GP) can deliver, or support the delivery of, palliative 
and end of life care in all settings, including the community and established 
facilities in which they have admitting rights, including in the Melwood Unit 
or rural palliative care suites.   

PALLIATIVE INPATIENT FACILITIES 

Melwood Unit The Melwood Unit is a 15 bed palliative care unit located on the third floor 
of the St Luke’s campus of the Calvary Hospital (Calvary) in Launceston.  

The Melwood Unit is contracted to provide 1,460 public palliative bed days 
per year (the equivalent to four beds).  

The current contract period commenced in November 2014 for a period of 
three years. Two, three year, extension options are available under this 
contract. 

In addition to the four public beds, one emergency palliative care bed and 
10 private palliative care beds are also available in the unit.  

Palliative Care 
Suites (Rural 
Hospitals) 

Ten palliative care suites are located in the following rural hospitals 
throughout Northern Tasmania:  

 Deloraine (two suites) 
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SERVICE OVERVIEW 

 George Town (one suite) 

 Scottsdale (one suite) 

 St Mary’s (two suites) 

 St Helen’s (one suite) 

 Flinders Island (one suite) 

 Beaconsfield (one suite).  

Palliative care in these suites is provided by hospital staff and local GP’s. 
This is supported by advice and consultation from the Specialist Palliative 
Care Service as required.    

Non-palliative patients may receive treatment in the palliative care suites 
when they are not occupied and/or not likely to be required for palliative 
patients.   

NON DEDICATED INPATIENT FACILITIES 

Launceston 
General Hospital 

Individuals within Northern Tasmania may receive inpatient palliative care 
through the Launceston General Hospital. At the present time, the hospital 
does not have any areas dedicated to the provision of palliative care. 
Patients are transferred to other units (including the Melwood Unit and 
rural palliative care suites) as required and appropriate.  

Residential Aged 
Care Facilities 

Residential Aged Care Facilities adopt the palliative approach when caring 
for residents. While these facilities may provide palliative care to their 
residents, individuals requiring complex palliative care are typically 
transferred to other locations (such as the Melwood Unit, rural palliative 
care suites or other hospitals). 

COMMUNITY SERVICES 

Community Nurses This service provides nursing support to individuals who are residing in the 
community. While the Community Nurses are not a dedicated palliative 
care service, the provision of this form of care is a large portion of their 
role.  

Hospice@HOME Hospice@HOME is a service operated by the District Nurses to provide 
packages of care that top-up current services and existing packages of care 
available in the community.  

The service adopts a multi-disciplinary approach and aims to provide 
support to the patient and their families. This may include nursing services, 
in home care (for example, showering) and other services as required. 
Hospice@HOME currently provides after hours support.  

A number of other community service providers and volunteer organisations also 
support the delivery of palliative and end of life care in Northern Tasmania. 

The following sections detail findings relevant to:  

 the overall service delivery model (see sections 7.1 to 7.4 and 7.11) 

 individual services (see sections 7.5 to 7.10).  
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7.1 Approach to service delivery 

The multi-disciplinary approach to service delivery model aligns with PCA guidelines 
which suggest that metropolitan and small towns, such as Northern Tasmania, should 
have specialist palliative care service level 1 resources (Section 6). 

In providing specialist palliative care service level 1 resources, the community must 
have access to primary care. In Northern Tasmania, primary care providers (e.g. 
general practitioners) are located in all LGAs within the region. They provide 
assessment and care consistent with needs and, have strong links with organisations 
such as the SPCS for purposes of referral, consultation and access to specialist care as 
necessary. 

In addition, a number of organisations exist in Northern Tasmania to support patients, 
primary carers and families whose needs exceed the capability of primary care 
providers. These include inpatient palliative care facilities, community based 
organisations and non-dedicated facilities (Section 0). To service a population such as 
Northern Tasmania, PCA recommends a multi-disciplinary resource profile which 
includes a medical practitioner with skills and experience in palliative care, clinical 
nurse specialist/consultant, allied health staff, pastoral care and volunteers. The 
capability mix and resource profile of the inpatient, community based and non-
dedicated facilities that currently exist in Northern Tasmania aligns with those 
recommended by PCA to service this type of population.  

In providing level 1 specialist palliative care PCA also states that service providers 
should engage in quality and audit programmes. It is unclear whether palliative care 
service providers in Northern Tasmania typically engage in such programmes. 

7.2 Inpatient service reach 

Inpatient and community palliative care services within Northern Tasmania currently 
operate under a decentralised model. This model seeks to ensure that services reach, 
and are accessible to, individuals residing in all areas. 

Under the current service delivery model, inpatient palliative care beds are available in 
communities throughout Northern Tasmania, including Launceston and rural areas.  

Figure 11 provides a map showing the location of the current inpatient palliative care 
beds. This includes dedicated beds in the Melwood Unit and the non-dedicated beds in 
the rural hospitals.  

As shown in Figure 11, the largest number of palliative care beds are located in 
Launceston (15) which has the highest population.  
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Figure 11 Palliative care beds in Northern Tasmania (2015) 

At least one palliative care suite is available in each LGA throughout Northern 
Tasmania (Figure 11). The availability of beds throughout the state aligns with PCA 
practice models and standards which suggest individuals should have access to 
palliative care regardless of their location.  

Access to palliative care is available for all people based on clinical need and is 
independent of diagnosis, age, cultural background or geography (Standard 10)33 

Commentary relating to the accessibility of the Melwood Unit and rural hospital suites 
is detailed in section 7.5 and 7.6 of this report.  

                                                           
33

 Standards for Providing Quality Palliative Care for all Australians, Palliative Care Australia, 2005 
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7.3 Service coordination and awareness 

A number of service providers are involved in the delivery of palliative and end of life 
care services in Northern Tasmania. Often, individuals who receive palliative and end 
of life care will need to engage with multiple service providers at any given time.  

Awareness of the different services and features was highly variable within the 
community. It is noted that individuals did not appear to have a high level of 
understanding of the palliative care services which are available unless they: 

 are a current service provider 

 have interacted with available services when caring for a friend or family 
member. 

Members of the community and health professionals who were familiar with the 
service delivery model highlighted that the number of service providers results in 
complexity. The model can be confusing for patients and their families, with a lack of 
clarity around:  

 what services are accessible 

 the roles of the different services providers 

 how to access the different service providers.  

Throughout the consultation activities, the need for better coordination of palliative 
and end of life care services was identified, particularly with relation to community 
based services. It was noted that:  

 there is no central point of coordination between the different services, with 
the lead provider for patients varying or not being clear 

 communication between service providers may be limited, potentially resulting 
in a duplication or inconsistency of services 

 community members may feel overwhelmed by the number of service 
providers who are involved in the delivery of palliative and end of life care 

 there can be a lack of clarity and understanding in relation to which service 
provider is responsible for providing particular services or activities to the 
patient. 

It was reported that the current level of coordination may cause challenges such as: 

 additional stress for individuals who need to access/engage with palliative care 
services.  There is a strong view that the engagement of these services should 
be straightforward and provide minimal stress. This is not always the 
experience for current clients. 

 individuals receiving care in their home from multiple service providers 
including multiple visits on a single day. This may be stressful and confusing for 
the individual and their family/friends as they attempt to manage who will be 
coming at what time. The number of appointments may also feel restricting or 
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be inconvenient for the individual/family (ie. waiting for different service 
providers to arrive).  

“As a former carer (for father in George Town) I would say there needs to be more 
collaboration between the providers of the services, at one point my father was being 

visited by three separate services initially having to repeat himself each time.  Perhaps a 
single point of contact…”  

Survey response, November 2015 (carer or former carer of a palliative care patient) 

At the present time, some service providers are attempting to simplify and clarify the 
service delivery model for their patients. For example, during the consultations one 
current service provider noted that they frequently attempt to assist patients and 
carers to understand the service delivery model, by providing the client a list which 
details:  

 the names of all service providers caring for the patient 

 the role of the different service providers  

 a point of contact and contact details for each provider.  

Community members and health professionals highlighted the need for increased 
coordination and engagement between the different services. It was suggested that it 
would be beneficial for individuals to have one point of contact with all services, and 
for service provider visits to be coordinated to minimise intrusion of the patient and 
family/carer network.  

Increased coordination and engagement between the different services would support 
greater alignment with PCA standards for the provision of palliative care which detail 
that:  

“Care is coordinated to minimise the burden on patient, their caregiver/s and family”34  

7.4 Health sector workforce capacity 

7.4.1 Training and qualifications 

As with any health speciality, the delivery of palliative and end of life care requires 
specific skillsets.  

During the consultations, it was commonly identified that the delivery of palliative and 
end of life care has a substantially different focus to other forms of medical care. 
Notably, palliative and end of life care is provided in the knowledge that the patient 
will not recover. This form of care focuses on the management of symptoms and 
comfort of the patient, rather than active treatment with an expectation of a return to 
health.  

                                                           
34

 Standard 4, Standards for Providing Quality Palliative Care for all Australians, Palliative Care Australia, 
2005 
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The adoption of the palliative and end of life care mindset is considered to be 
challenging for health professionals and other staff/volunteers who are not 
experienced in providing or supporting this form of care. As such, health professionals 
and industry groups identified that it is important that individuals involved in the 
delivery of palliative and end of life care have access to appropriate training.  

Variable interest was identified among health professionals in Northern Tasmania to 
acquire these skills and participate in further education and training relation to 
palliative and end of life care. 

The importance of qualifications, training and continuing professional development 
activities are also reflected in the PCA standards:  

Staff and volunteers are appropriately qualified for the level of service offered and 
demonstrate ongoing participating in continuing professional development (Standard 

12) 35 

Staff and volunteers reflect on practice and initiate and maintain effective self care 
strategies (Standard 13)36 

While relevant training is currently available in Northern Tasmania through a number 
of suppliers (such as TAHPC), a number of barriers were identified which may impact 
upon, or inhibit, attendance at these courses:  

 Funding - Health professionals and industry bodies consulted with throughout 
the project highlighted that inadequate funding may be available to support 
staff attendance at available training.  

 Backfilling positions – the limited workforce in Northern Tasmania may make it 
impossible to backfill positions to enable staff to attend training courses. Where 
backfilling is not available, it is not possible for the staff member to attend the 
course.  

While a range of short term courses and seminars were identified, it was noted that 
there is a lack of specialist training opportunities for medical professionals seeking to 
specialise in palliative care (for example, with local universities). Some of the health 
professionals consulted with as part of the study highlighted that they would be 
interested in undertaking more specialist medical training, but that this cannot be 
accessed at the current time. An opportunity was identified by stakeholders to work 
with local universities to provide more specialised training.  

7.4.2 Future workforce 

Throughout the study, concerns were raised about the capacity of the workforce in 
Northern Tasmania to appropriately support and staff another facility. Some industry 

                                                           
35

 Standard 12, Standards for Providing Quality Palliative Care for all Australians, Palliative Care Australia, 
2005 
36

 Standard 13, Standards for Providing Quality Palliative Care for all Australians, Palliative Care Australia, 
2005 
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bodies identified that the current workforce may be unable to appropriately meet 
current, and expected future demand. As the services are staffed by a relatively low 
number of individuals, the absence of a single individual can have a large impact on the 
capacity to deliver. The ability of the workforce to meet demand in this area is likely to 
be impacted by both the:  

 ageing population (which is expected to increase demand for palliative care 
services) 

 ageing workforce (which limits the number of people available to provide 
services).  

The impact of the ageing workforce may also be exacerbated by trends in the palliative 
care workforce throughout Australia. Studies have indicated that:  

 the average age of employed specialist palliative medicine physicians increased 
from 49.5 to 51.7 years from 2007 to 201237,38 

 palliative care nurses are slightly older on average than the general nursing 
workforce39. 

There was a view that the establishment of new facility would further dilute an already 
small workforce. Conversely service providers indicated the benefits of being able to 
leverage the broader staffing pool in a larger, multi-use facility in the event of staff 
absence.  

7.5 Melwood Unit 

The Melwood Unit is a dedicated palliative care unit within the Calvary Hospital. The 
unit has a total of 15 inpatient palliative care beds, of which:  

 four are publically funded under contract with the THS (total of 1,460 palliative 
care bed days per year) 

 one is kept vacant as an emergency palliative bed 

 10 are allocated as private beds. 

7.5.1 Staffing and service delivery approach 

At present, the Melwood Unit is primarily staffed by the Calvary Hospital. Calvary staff 
may be either dedicated to the Melwood Unit, or work within the Melwood Unit and 
other areas of the hospital. Current staff include, but are not limited to:  

 registered nurses 

                                                           
37

 Australian Institute of Health and Welfare, Palliative care services in Australia 2012. Available at: 
http://www.aihw.gov.au/WorkArea/DownloadAsset.aspx?id=10737423346, page 66 
38

 Australian Institute of Health and Welfare, Palliative care services in Australia 2014. Available at: 
http://www.aihw.gov.au/WorkArea/DownloadAsset.aspx?id=60129548892, page 64 
39

 Australian Institute of Health and Welfare, Palliative care services in Australia 2012. Available at: 
http://www.aihw.gov.au/WorkArea/DownloadAsset.aspx?id=10737423346, page 69 

http://www.aihw.gov.au/WorkArea/DownloadAsset.aspx?id=10737423346
http://www.aihw.gov.au/WorkArea/DownloadAsset.aspx?id=60129548892
http://www.aihw.gov.au/WorkArea/DownloadAsset.aspx?id=10737423346
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 ward clerks 

 hospital attendants 

 chaplains, pastoral carers and social workers.  

Medical support within the Melwood Unit is provided by both the:  

 the SPCS 

 community GPs (providing appropriate admission rights are in place).  

Melwood Unit staff work to provide services which are aligned with contemporary 
approaches to the delivery of palliative and end of life care. This includes:  

 providing patient centric care to ensure that each patient’s specific needs and 
preferences are met, and that the unit is accessible to all community members 

 supporting individuals to be cared for, and die, in their preferred location. This 
includes enabling:  

- short term admissions for the control of symptoms 

- individuals to return home for short periods while admitted to the unit 

- discharging individuals in their final days of life who wish to die at home  

- admitting individuals who have received care in the community in their final 
hours of life where they do not wish to die in the home. 

 providing support for family and friends. 

Analysis of commentary provided within survey responses suggests that those 
individuals who had interacted with the Melwood Unit were typically satisfied with the 
service delivery 

“[The] melwood unit is a wonderful place where people can have symptoms managed, 
respite or EOLC.  The care given is exceptional for all qualified/specialised palliative care 

health professionals.  … It has 24 hr access, fabulous views and a family room.   
Family/friends including children are well catered for and can stay overnight.  Access to 

the garden is easy via a lift and path.”  

Survey response, January 2016 (current or former health professional) 

While the Melwood Unit is set up in such a way that community GP’s are able to admit 
patients, staff at the Unit acknowledged that this has not been highly utilised in recent 
years. Increasing the accessibility of the Melwood Unit to community GPs was 
highlighted as an area of improvement by current staff. At the current time it is 
possible for community GPs to: 

 care for their own patients within the Melwood Unit 

 pass over care of the patient to a Palliative Care Physician 

 establish a shared model of care with the Palliative Care Physician. 
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Patient centric care 

Through its patient centric approach to care and current policies, the Melwood Unit is 
able to meet the needs of all community groups and is accessible to all individuals 
within Northern Tasmania. However, the Melwood Unit’s adoption of this approach 
and flexibility in the provision of care is not well understood within the community.  

Awareness of the patient centric approach to care as well as the features and services 
offered by the Melwood Unit was low among community members, particularly those 
who had not recently interacted with palliative care services. The limited community 
awareness and understanding appeared to impact upon perceptions of the Melwood 
Unit’s value and role in delivering palliative and end of life care. Community members 
whose commentary suggested low awareness of the Melwood Unit commonly raised 
concerns about its appropriateness.  

A very small number of stakeholders expressed concerns around the Melwood Units 
affiliation with a Catholic health care organisation, suggesting the this may limit the 
options which are provided for patients. For example, some stakeholders suggested 
that individuals may not feel comfortable requesting things such as alcohol and 
cigarettes given the facilities Catholic affiliation. Staff within the Melwood Unit refuted 
this concern, highlighting that this is not an issue, with staff seeking to fulfil patient 
requests without judgement. This was supported by commentary from one 
stakeholder who noted that the Melwood Unit staff remove religious items if preferred 
by a particular patient.   

Location of death 

The Melwood Units focus on allowing patients to die in their preferred location 
(including returning to the community) is reflected in available data relating to the 
discharge method of patients in the Melwood Unit from November 2014 to September 
2015 (Table 12). As shown in this table, 51% of public patients (44) died within the 
Melwood Unit over this period, with a large proportion (38%, 33) being discharged to 
their usual residence or accommodation.  

Table 12 Melwood Unit - Discharge method for public patients (November 2014 to September 2015) 

DISCHARGE METHOD PATIENTS 

Died 44 (51%) 

Usual residence/accommodation 33 (38%) 

Residential Aged Care Facility 5 (6%) 

Public Hospital 3 (3%) 

Other 1 (1%) 

Total 86 

While it is not possible to track the progress and outcomes for each of these patients, 
the data suggests that the Melwood Unit is supporting a flexible approach to palliative 
care. Individuals can be admitted to the Melwood Unit when required (for example, 
for symptom control) and discharged back to their preferred location.  
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Support to family and friends 

In addition to supporting the needs of patients, the Melwood Unit strives to provide 
high quality services to families and friends. This includes:  

 24/7 accessibility for families and friends 

 ability for carers to stay within the unit overnight 

 availability of a dedicated family room 

 bereavement support and counselling which is available for the families in the 
lead up to, and following, the death of the patient.  

Current staff within the Melwood Unit highlighted that a number of counselling and 
support services are available for families. This support does not conclude on the 
death of the patient, with the Melwood Unit maintaining contact with the family after 
the patient’s death. For example, the Melwood Unit conducts a memorial service every 
six months which family members and friends of former patients are invited to attend. 
This service provides pastoral care and social workers at the Calvary Hospital with an 
opportunity to identify individuals who may be struggling greatly with their grief and 
need additional support.  

7.5.2 Quality and safety 

The current approach to the delivery of services within the Melwood Unit and staffing 
model aligns with the PCA standards for the delivery of palliative of care. In particular, 
it is noted that this service:  

 offers integrated care provided by a range of health professionals 

 provides support to the family and friends of the patient 

 provides patient centric care to meet the individual needs of each patient.  

Analysis of practices within the unit did not identify any misalignment with the 
standards (described in Table 8). 

Throughout the consultation process no concerns were raised about the quality of care 
which palliative patients receive in the Melwood Unit. Health professionals and 
community members were typically satisfied with the care which is provided and skills 
of staff in the facility. It is noted that the Melwood Unit is currently accredited to the 
following standards:  

 National Safety & Quality Health Service Standards developed by the Australian 
Commission on Safety & Quality in Health Care (ACSQHC)40 

 ISO 9001: Quality Management Systems.  

                                                           
40

 Australian Commission on Safety and Quality in Health Care, National Safety and Quality Health Service 
Standards, 2012. Available at: http://www.safetyandquality.gov.au/wp-content/uploads/2011/09/NSQHS-
Standards-Sept-2012.pdf  

http://www.safetyandquality.gov.au/wp-content/uploads/2011/09/NSQHS-Standards-Sept-2012.pdf
http://www.safetyandquality.gov.au/wp-content/uploads/2011/09/NSQHS-Standards-Sept-2012.pdf
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These accreditations provide quality assurance and guidance around the operation of 
the Melwood Unit. Accreditation to these standards demonstrates that the Melwood 
Unit has an appropriate governance structure and that processes are in place to 
minimise clinical risks.  

Health professionals at the service provider forum highlighted that the delivery of care 
within a hospital setting promotes quality and safety through the accessibility of a 
range of:  

 medical professionals 

 medical equipment and hospital facilities. 

The availability of hospital equipment and facilities onsite minimises the need for 
admitted patients to be transferred to other facilities, limiting stress on the individual 
receiving care and their friends/families.  

The high level of satisfaction with the quality of care aligns with commentary provided 
by the Melwood Unit staff who noted that only one complaint has been received to 
date. Survey respondents who had experience with the Melwood Unit particularly 
noted that a high quality of care is provided.  

“My husband was in palliative care and died at the Melwood Unit Calvary Hospital 
Launceston.  The care he received was very good. He was comfortable and treated with 

great dignity by all staff.”  

Survey response, November 2015 (carer or former carer of a palliative care patient) 

“…the Melwood unit works well currently, beds are mostly accessible when needed, and 
palliative care team and staffing model work well and are an excellent and supportive 

team.”  

Survey response, January 2016 (current or former health professional) 

7.5.3 Physical environment 

Despite satisfaction with the quality of care provided at the Melwood Unit (see section 
7.5.2), a number of concerns were raised about the physical environment. These 
concerns focused on: 

 the perceived clinical nature and appropriateness of providing palliative care in 
a hospital setting 

 the ability for patients to access gardens and grounds. 

Hospital setting 

A number of concerns were raised about the delivery of palliative and end of life in 
what some stakeholders perceived to be a clinical hospital environment at the 
Melwood Unit. Concerns around the hospital setting were largely raised by those 
individuals who focused upon the physical environment in which care is delivered.  
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Commentary which suggested the hospital setting at the Melwood Unit is 
inappropriate focused on:  

 lack of flexibility of the hospital model 

There is a perception that patients within the Melwood Unit are bound to 
‘’traditional’’ hospital rules. This is considered to result in a lack of flexibility to 
meet the individual needs of each patient. In particular, concerns were 
expressed that it is not possible to drink alcohol, smoke or bring pets to the 
Melwood Unit. Staff within the Melwood Unit highlighted that patient requests 
to smoke, drink alcohol or have small pets visit are accommodated.  

 clinical feel of the setting which is not ‘home like’ 

A large number of community members reflected that the Melwood Unit has a 
very clinical, medical setting which may not be appropriate for the delivery of 
palliative and end of life care. There is a perception that the delivery of 
palliative care in a home-like setting would make patients more comfortable.  

While the Melwood Unit is located within a hospital and, as such, has a number 
of medical features, patients are able to bring and utilise their own furnishings. 
Historically, patients within the Melwood Unit have brought items of furniture 
or decorations (including photographs) to personalise the rooms.  

A small number of respondents suggested that a hospital setting may be 
intimidating to some community members and impact upon their willingness to 
access hospital services in the future (as a result of negative associations).  

“Even moving the Melwood Unit to the ground floor would not make a lot of difference 
as it would still be situated in a hospital atmosphere and could intimidate some people 

or even frighten young children for times when they may need hospitalisation.” 

 Survey response, January 2016 (current or former health professional) 

 proximity to acute care 

The rooms on the Melwood Unit are located in close proximity to the oncology 
department within the Calvary Hospital. The appropriateness of providing 
hospice styled care to palliative patients in close proximity to treatment for 
oncology patients was questioned by a small number of stakeholders during the 
consultations.  

Access to grounds and gardens 

The Melwood Unit is currently located on the third floor of the Calvary Hospital. This is 
perceived to limit the accessibility of the gardens and grounds to palliative patients, 
negatively impacting upon:  

 the ability of patients to sit in an external environment while being cared for by 
the unit 

 the ability of patients to smoke if desired.  

Staff from the Melwood Unit and other health professionals challenged these 
concerns, indicating that nursing staff and volunteers take patients into the garden if 
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requested, and that patients of the Melwood Unit are allowed to smoke on hospital 
grounds. Despite this, some community members raised concerns that patients should 
be able to access the grounds without the assistance of staff.  

While the accessibility of grounds and gardens was a major concern for some 
community members, health professionals questioned the importance of this within 
the context of the Melwood Unit. Current service providers highlighted that very few 
patients in their final days or weeks of life request to go outside, with the exception of 
those who wish to smoke.  

Literature relating to palliative care references the importance of natural areas when 
providing palliative care. Despite this, direct access to grounds and gardens is typically 
not considered to be essential. Some guidelines highlight that it is satisfactory if 
patients have visibility of natural areas which may be achieved in a variety of ways, 
such as:  

 ensuring patients have a view of natural areas from their bedroom windows 

 installing planter boxes on patient windows41.  

Health professionals were very complimentary of the views from the Melwood Unit, 
noting that these provide constant visual stimulation for patients. All rooms within the 
Melwood Unit either have a view across Launceston or views to a forested area. The 
option of the two different views was seen to be a good feature of the Melwood Unit, 
with some patients requesting a room on the ‘darker’ side of the unit where they had 
visibility of birds in the trees. 

It is noted that there are other palliative care facilities in Australia which are not 
located on the ground floor and, as such, do not have direct access to gardens. For 
example, there are plans to construct a hospice facility in South Australia on the fifth 
floor of a rehabilitation centre. Natural space is planned to be provided via a rooftop 
terrace42.  

7.5.4 Capacity 

Approximately 60% (15) of the 25 palliative care beds throughout Northern Tasmania 
are located at the Melwood Unit. This includes:  

 four public palliative care beds (total of 1,460 bed days which can be used 
throughout the year) 

 one emergency palliative care bed 

 10 private palliative care beds.  

                                                           
41

 Department of Human Services, Generic Hospice Brief, Department of Human Services, 2000, page 11 
42

 http://www.adelaidenow.com.au/news/south-australia/flinders-medical-centre-to-get-new-palliative-
care-unit-to-replace-daw-house-hospice-at-the-repat/news-story/290acee794a9c75dcac82fc22e6a85f4?=  

http://www.adelaidenow.com.au/news/south-australia/flinders-medical-centre-to-get-new-palliative-care-unit-to-replace-daw-house-hospice-at-the-repat/news-story/290acee794a9c75dcac82fc22e6a85f4
http://www.adelaidenow.com.au/news/south-australia/flinders-medical-centre-to-get-new-palliative-care-unit-to-replace-daw-house-hospice-at-the-repat/news-story/290acee794a9c75dcac82fc22e6a85f4
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Appropriateness of capacity 

Throughout the consultation activities it was evident that community members and 
health professionals had different views on the adequacy of the Melwood Units 
current capacity.  

Some health professionals and community members suggested that the current 
capacity of the Melwood Unit is insufficient. Anecdotal evidence provided by these 
community members and health professionals indicated that there have been 
instances in the past where the insufficient capacity prevented some individuals from 
being admitted.  

In contrast, participants at the service provider forum highlighted that the current 
capacity is appropriate, aligning with the population of Launceston and expected 
demand for palliative care beds.  

Detailed analysis of the number of palliative care beds in each LGA against the 
population and PCA benchmarks are included in section 10.1.  

Approach to managing capacity 

At the time of this study, arrangements for the management of the four public beds 
were being adjusted to ensure the flexibility and responsiveness of the Melwood Unit 
to meet demand.  

Under the current approach to managing the four public beds, the 1,460 bed days can 
be used at any point throughout the year. This is reflected in a clause in the 2014 
contract for the Melwood Unit which identifies that the public palliative care beds 
should be utilised flexibly throughout the year.  These flexible arrangements mean that 
the Melwood Unit is not restricted to only four public patients at any given time. 
Vacant private beds can be used to admit more than four public patients as required 
during periods of high demand. It is expected that the use of additional public bed days 
during these periods would be offset by periods of low demand where fewer than four 
public patients are admitted. It is anticipated that an average of 1,460 public bed days 
will be used throughout the year.  

In addition to the flexible approach to managing the public beds, the Melwood Unit 
has a standing agreement with the THS to exceed the 1,460 public palliative care beds 
if required to meet demand.  

Staff from Calvary Hospital confirmed that typically a number of the private beds are 
available and can be used to admit additional public patients under the above model.  

Representatives from THS also noted that they would not support public patients 
being turned away from the Melwood Unit. It was suggested that, should the new 
approach result in more than 1,460 public bed days being required throughout the 
year, the THS would work with Calvary Hospital to ensure all patients can receive care.  

By admitting all public patients, it is expected that the more flexible approach to 
managing capacity will provide a better understanding of:  
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 the suitability of the four contracted public beds in the Melwood Unit to meet 
public demand 

 overall utilisation of the service.  

7.5.5 Utilisation 

Available data relating to the utilisation of the Melwood Unit was analysed to 
understand how well this service is being used by the community at the present time.  

Bed utilisation and occupancy 

Available data highlights that the public beds within the Melwood Unit have been well 
utilised by the Northern Tasmanian community.  

Occupancy data provided by the Melwood Unit shows that occupancy of the four 
public beds exceeded 100% in all but three months from January to November 2015 
(Figure 12). Occupancy in excess of 100% is within the terms of the flexible 
arrangements between Calvary and the THS (see 7.5.4). Occupancy of the four public 
beds ranged from 64% (February 2015) to 136% (October 2015) over this period.  

 

Figure 12 Occupancy of public beds - Melwood Unit (2015) 

Feedback provided by staff at the Calvary Hospital highlighted that the private beds 
within the Melwood Unit have also typically been well occupied. Despite this 
occupancy, it was noted that there are generally some vacant beds within the unit. 
Should beds not be available in the Melwood Unit, palliative care can also be provided 
within other private rooms in the hospital.  
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Average length of stay 

The average length of stay for public patients within the Melwood Unit was 14.8 days 
(Table 12). This is consistent with the PCA guidelines which references that the average 
length of stay is 14 days for inpatient palliative care43.  

Table 13 Melwood Unit Discharge Method and Average Length of Stay (November 2014 to September 
2015) 

DISCHARGE METHOD PATIENTS 
AVERAGE LENGTH OF STAY 

(DAYS) 

Died 44 (51%) 15 

Usual 
residence/accommodation 33 (38%) 11.8 

Residential Aged Care Facility 5 (6%) 33 

Public Hospital 3 (3%) 19.7 

Other 1 (1%) 3 

Total 86 14.8 

There is substantial variability in the average length of stay for the different discharge 
methods, however we note that some categories have very low numbers and cannot 
be considered reliable in the context of the broader population. Individuals who were 
discharged to a RACF had the longest average length of stay (33 days) which may 
reflect the timeframes to gain admission to an RACF. The average length of stay for 
individuals who died in the Melwood Unit (15 days) was slightly higher than the PCA 
guidelines.  

7.5.6 Cost of service 

The current cost per bed day for a public bed in the Melwood Unit can be calculated as 
the cost per bed (as in the contract between Calvary and the THS) and additional 
staffing costs associated with medical professionals supporting the unit44.  

A summary of the costs currently paid by the THS and cost per bed day are shown in 
Table 14.  

Table 14 Cost per bed day - Melwood Unit 

COST YEAR 1 YEAR 2 

Total contract cost (four 
public beds) 

$1,015,200 per annum $1,085,364 per annum45 

                                                           
43

 Palliative Care Australia, Palliative Care Service Provision in Australia: A Planning Guide, page 18. 
Available at: http://palliativecare.org.au/wp-content/uploads/2015/07/Palliative-Care-Service-Provision-
in-Australia-a-planning-guide.pdf 
44

 Staffing costs include the wages and on-costs associated with the specialist medical positions. 
45

 Calculated using the indexed cost of bed day provided by THS.  
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COST YEAR 1 YEAR 2 

Cost per bed day $720 per bed day $743.40 per bed day 

Medical specialists (four 
public beds – 1,460 bed 
days) 

$113,285 per annum $113,285 per annum 

Medical specialists per bed 
day 

$77.59 per bed day $77.59 per bed day 

Total cost per bed day46 $797.59 $820.99 

The current cost of the publically funded palliative care beds in the Melwood Unit is 
$820.99 per bed day ($299,663 per bed per year). This includes the cost of the bed (as 
agreed between Calvary and the THS) and cost of medical specialist staffing.  

7.6 Rural hospitals 

Inpatient palliative care services are currently provided in 10 palliative care suites 
within rural hospitals throughout Northern Tasmania. While the suites are located 
within the rural hospitals, all have been specifically designed to support the needs of 
palliative care patients.  

7.6.1 Staffing and service delivery approach 

Services within the rural palliative care suites are provided by a range of health 
professionals, with care primarily provided by nurses who work across all areas of the 
rural hospital. Medical care is typically provided by local GPs, with specialist input from 
the SPCS as required (typically for patients with more complex medical needs). 
Volunteers may also provide assistance where required. 

At present, the staff employed by the rural hospitals do not provide community based 
services. Despite this, there are close linkages between the community services and 
those provided from the rural hospitals.  

Linkages between the staff providing care in the rural hospitals and community based 
staff were seen as an important factor in driving the integration and consistency of 
care in the two settings. In some areas, rural hospitals suggested that their staff may 
be able to be leveraged to further support palliative care in the community (providing 
back-up and additional resources for existing providers).  

Overall, the rural palliative care suites are well received by community members and 
health professionals. In particular, there is a high level of satisfaction with the: 

 ability to receive care in rural communities 

 design of the suites  

                                                           
46

 Includes the contracted cost per bed day and cost of medical specialists 



 

Department of Health and Human Services – Northern 
Hospice Feasibility Study  

grosvenor management consulting 
 

51 

 

 service delivery model (including capacity to meet patient needs and 
preferences).  

Care in rural communities 

Through their presence in the rural hospitals, the palliative care suites ensure that 
inpatient palliative care services are easily accessible to individuals residing throughout 
Northern Tasmania. This model ensures that the services are available in all areas, not 
just limited to Launceston.  

The ability for individuals to access inpatient palliative and end of life care within their 
own communities was highly regarded by both community members and health 
professionals. It was evident that the local communities take a lot of pride in being 
able to provide these services, and in the design and quality of their individual units.  

Design 

All of the suites have been specifically designed and purpose built for the provision of 
palliative care. Typically, this includes: 

 a private room for the individual receiving palliative care 

 a dedicated family room (with kitchenette and accommodation facilities) 
adjoining, or adjacent to the patient’s room.  

All suites are located on the ground floor and provide access to external garden areas 
and courtyards. In some of the suites, the external access can be used by family and 
friends to enter the facility without having to go through the main hospital entrance. 
Views to external areas also provide visual stimulation to patients.  

A high level of satisfaction was reported in relation to the design of the rural palliative 
care suites, including the care environment. The ability for friends and family to use a 
private area where they can be close to the patient was particularly well received by 
the community.  

Approach to the provision of care 

The rural hospitals strive to make the palliative care suites accessible to all community 
members who require palliative care, as well as their families, friends and carers.  

To ensure the services are accessible to all members of the community, the rural 
hospitals aim to provide a flexible service which can meet individual needs of patients 
and their families. This includes adopting an approach to service delivery which 
supports:  

 the provision of patient centred care, which is tailored to the needs of the 
individuals and accommodate particular patient requests 

 patients to be discharged into the community for short periods, allowing 
additional time with friends and family 

 24/7 access for families and friends, with private areas available.  
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Rural hospital staff provide patient centred care which aims to meet the particular 
needs, preferences and requests of each individual. For example:  

 small pets are able to visit the suites 

 patients requests to conduct particular activities (eg. smoke or drink) 

 patients and their families are able to access gardens (often a courtyard/terrace 
or private garden area) 

 different linen is provided within the suites and patients are able to introduce 
their own decorations in order to create a more home like environment.  

During the consultation activities, staff consulted with at the rural hospitals provided 
numerous examples of where patient requests had been met. These requests were 
quite broad ranging, including:  

 the performance of particular cultural requests (prayers and religious 
ceremonies) 

 having bands/musicians play within the hospital 

 particular service providers visiting the facility (hairdressers etc.).  

While the rural hospitals aim to provide an accessible, inclusive service this may not be 
known or understood by all in the community.  

Community members who had not experienced the suites (through, for example, a 
family member or friend requiring care) were not necessarily aware of the rural 
hospitals’ ability to accommodate particular needs and preferences. Some uncertainty 
was evident in the services which are available in the rural hospitals, as well as the 
flexibility of these suites to provide care which is tailored to the needs of the 
individual.  

Where there is a perception that a rural hospital may not allow, for example, a 
particular cultural practice, the service may not seem accessible to some community 
groups.  

7.6.2 Quality and safety 

As services operated by the THS, all of the rural hospitals must comply with national 
standards and maintain all relevant accreditations. This requirement provides 
assurance around the quality and safety of these facilities.  

Throughout the consultation activities, a small number of concerns were raised about 
the available services and ability of staff to deliver high quality palliative care services 
in rural areas. These concerns typically focused on the training and skills of staff within 
the rural hospitals. Despite this commentary it is noted that the vast majority of 
comments were complementary of the services and quality provided by the rural 
palliative care suites.  

Analysis suggested that the approach to service delivery and staffing of the palliative 
care suites aligns with relevant standards and guidelines for the provision of this form 
of care.  
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7.6.3 Capacity 

A total of ten palliative care suites within the rural hospitals provide inpatient care to 
communities throughout Northern Tasmania.  

No concerns were raised about the capacity (i.e. number) of rural palliative care suites 
throughout Northern Tasmania. Health professionals and community members did not 
report encountering difficulties admitting patients to these suites, suggesting that 
sufficient capacity is available and the units are generally accessible when required.  

7.6.4 Accessibility 

GP admission rights to the palliative care suites were identified as a barrier to 
accessibility in some communities. During the consultations, it was noted that some 
rural GPs may not have admitting rights to the rural hospital. As such, they are unable 
to admit, and continue to care for their patients in the rural palliative care suites.  

This can pose a barrier for two reasons: 

1. community members who have been cared for by the GP without admitting 
rights for an extended period may be reluctant to be cared for by a different 
GP within the palliative care suite 

2. GPs without admitting rights may be hesitant to refer their patients to a 
hospital where they cannot continue to provide care.  

This situation was identified in isolated circumstances only. The THS is aware of, and 
working to resolve, this barrier.  

7.6.5 Utilisation 

Recent changes to the coding of palliative patients in Northern Tasmania prevented 
analysis of the utilisation of the rural palliative care suites. In the absence of this data, 
anecdotal feedback from the rural hospitals and service providers has been used to 
provide an indicative assessment of utilisation.  

Overall all rural hospitals indicated that the suites provided a necessary and 
adequately utilised service, albeit with highly variable utilisation. All rural hospitals 
highlighted that utilisation can vary between: 

 periods where no patient requires palliative care, in which case the unit may be 
empty or utilised for other patients when the hospital is otherwise at capacity 

 periods where the number of palliative patients exceeds the number of suites 
which are available.  

The rural hospitals have processes in place to manage instances where demand 
exceeds the available number of designated palliative care suites. Typically, the 
hospital will seek to provide palliative care from another private room and ensure that 
appropriate areas are set aside for private use by family members. Should the 
palliative care suite not be available, rural hospitals will allocate double rooms to one 
palliative patient to ensure they have adequate space for visitors and privacy. Sitting 
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areas within the hospital may also be allocated to the family and friends to ensure they 
have a private space and to allow for overnight stays.  

The ability of the rural hospitals to utilise other private rooms for the provision of 
palliative care expands the capacity to provide this form of care beyond the number of 
suites which are available.  

7.6.6 Cost of service 

In order to understand and assess the cost of the rural palliative care suites, analysis 
would need to be conducted into:  

 cost of establishment and refurbishment 

 ongoing operational costs. 

Operational costs 

It was not possible to isolate the ongoing operational costs of the rural palliative care 
suites.  

As these services are embedded within the rural hospitals, costs (including 
maintenance, operation and staff costs) are not specifically allocated to the palliative 
care suites. In conjunction with the lack of utilisation data it was not possible to 
apportion the cost of operating the rural palliative care suites.  

Establishment costs 

Data relating to the construction and refurbishment of the two palliative care suites at 
the Deloraine Hospital was utilised to understand establishment costs. Table 15 details 
the costs associated with construction and equipment for the two 32m2 suites.  

Table 15 Palliative care suite construction costs, Deloraine2011 

 TOTAL PER SUITE PER M2 

Construction $150,000 $75,000 $2,343.75 

Equipment $12,000 $6,000 $187.50 

Total $162,000 $81,000 $2,531.25 

The total cost of construction and equipment has been escalated to understand the 
expected cost of establishing a comparable unit today. The escalated figure is shown in 
Table 16. 
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Table 16 Palliative Care Suite construction costs (escalated to 2016)47 

 TOTAL PER SUITE PER M2 

Total $164,484 $82,242 $2,570.05 

7.7 Specialist Palliative Care Service 

The SPCS supports the delivery of palliative and end of life care to individuals with 
complex palliative care needs throughout Northern Tasmania. The SPCS is based in 
Launceston and operates under a consultative model, providing consultation and 
guidance to support the delivery of complex palliative care in all settings (including 
inpatient facilities and within the home).  

Staffing 

A number of different health professionals are employed by the Specialist Palliative 
Care Service, including:  

 two established positions for Palliative Care Medical Specialists 

 Palliative Care Nurses 

 Allied Health professionals (including Occupational Therapists, Social Workers 
and Physiotherapists).  

In addition to the above health professionals, the palliative care service employs a 
Volunteer Coordinator and manages a large number of trained palliative care 
volunteers.  

Under its current model the SPCS is able to provide the specialist palliative care 
support suggested under the PCA population based guidelines for service delivery. The 
service is well aligned with the PCA models, providing both:  

 active delivery of palliative and end of life care to individuals in a range of 
settings (including admitting patients to the Melwood Unit) 

 supporting primary health sector (including GPs) to provide less complex 
palliative care services.  

Community members and service providers were generally satisfied with the SPCS 
service delivery model. The availability of consultative palliative care services which 
are based in Northern Tasmania was well received by health professionals and 
community members.  

Despite this, it is noted that the SPCS does not currently provide after hours (24/7) 
support. The absence of specialist afterhours support was seen as problematic by both 

                                                           
47

 This has been escalated using trend data about construction costs in Tasmania reported in Review of 
Australian Construction Market Conditions (WT Partnership, March 2015). 
http://www.wtpartnership.com/market-report/australia-review-of-australian-construction-market-
conditions/ 

http://www.wtpartnership.com/market-report/australia-review-of-australian-construction-market-conditions/
http://www.wtpartnership.com/market-report/australia-review-of-australian-construction-market-conditions/
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current health professionals and members of the community. It is noted that the 
ability of the SPCS to provide afterhours support is limited by its staffing which, 
currently, only includes two palliative care specialists.  

At the time of this study, there were some changes to the palliative care specialists 
staffing of the SPCS. Due to the turnover in staff at this time, a number of health 
professionals noted that there may be a need to increase the number of palliative care 
specialists employed by the service to increase stability in staffing.  

7.7.1 Accessibility 

While the Specialist Palliative Care Service is based in Launceston, it is designed to be 
accessible and provide support/assistance to all areas of Northern Tasmania. This 
includes consulting about patients in the rural palliative care suites as required.   

Stakeholders were typically positive about the ability of the Specialist Palliative Care 
Service to support the provision of palliative and end of life care throughout Northern 
Tasmania. The willingness of the palliative care specialists to travel to the rural 
hospitals to conduct consultations was particularly well regarded.  

It was noted that the consultation and support provided by this service has enabled 
palliative patients to receive care in their local communities rather than being 
transferred to Launceston, aligning with community and patient preferences.  

Health professionals in rural areas suggested that the increased use of technology such 
as videoconferencing and teleconferencing may further enhance the ability of the SPCS 
to support the rural communities. This would minimise the need for the palliative care 
specialists to travel to rural communities and enable a larger number of consultations 
to be conducted in a more efficient manner.  

Specialist Palliative Care Service volunteers are also available to support the rural 
hospitals, ensuring trained palliative care volunteers are available in these areas if 
required. It was noted that this is typically not required.  

7.7.2 Utilisation 

Utilisation of the Specialist Palliative Care Service increased between July 2012 (start of 
financial year 2012/13) and June 2015 (end of financial year 2014/15) (Figure 13). 
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Figure 13 Specialist Palliative Care Service utilisation (2012/13 to 2014/15) 

As shown in (Figure 13), between financial year 2012/13 and financial year 2014/15:  

 the number of new admissions increased by approximately 45% (from 350 to 
510 per annum) 

 referrals to the service increased by approximately 27.8% (from 463 to 587 per 
annum).  

In addition, comparison of the number of individuals referred to the service with the 
number actually admitted each year shows that the proportion of referred patients 
who receive care has increased. In financial year 2012/13 approximately 75% of 
referrals were admitted, rising to 87% in financial year 2014/15.  

While the reason behind the increase in the number of referrals and admissions to the 
Specialist Palliative Care Service was not analysed as part of this study, the data 
suggests that the service is being well utilised. The increase in the proportion of 
referred patients who are admitted to the service also suggests that appropriate 
referrals are being made.  

Duration of care 

Since financial year 2012/13, variation has been observed in the average duration of 
care (days) for individuals who receive care from the Specialist Palliative Care Service. 
The average duration of care (days) has ranged from 110.6 days (2012/13) to 128 days 
(2013/14) (Figure 14).   
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Figure 14 Average duration of care (days) 

Place of death 

Figure 15 shows the place of death for individuals admitted to the Specialist Palliative 
Care Service by year from 2012/13 to 2015/16 (part year only - July to September 
2015).  

 

Figure 15 Place of Death (Specialist Palliative Care Service) 2012/13 to 2015/1648, 49 

                                                           
48

 Hospital setting includes the Launceston General Hospital and rural hospitals.  
49

 2015/16 data includes July to September 2015 only.  
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Table 17 Place of death (Specialist Palliative Care Service) 

PLACE OF DEATH 2012/13 2013/14 2014/15 2015/1650 

Private residence 70 92 111 33 

Residential - aged 
care setting 33 34 30 12 

Residential - other 
setting 0 1 0 0 

Melwood Unit 130 132 148 32 

Hospital setting51 108 95 93 24 

Other 0 0 1 0 

Total 341 354 383 101 

The Melwood Unit in Launceston was the most common place of death for Specialist 
Palliative Care Service patients from 2012/13 to 2014/15, ranging from 37% (2013/14) 
to 39% (2014/15) of all patients52. The high frequency of deaths in the Melwood Unit 
aligns with the service primarily providing consultation and support to the most 
complex palliative care patients.  

Despite the Melwood Unit being the most common place of death, an increasing 
number of individuals cared for by the Specialist Palliative Care Service are dying in the 
home (private residence). The proportion of patients dying in the home has increased 
from 21% in financial year 2013/14 to 29% in financial year 2014/1553.  

Deaths in the rural hospitals and Launceston General Hospital were combined for 
financial years 2012/13 and 2013/14. As such, it was not possible to compare the 
number of deaths in each location.  

For 2014/15 and to date results for 2015/16, the majority of deaths in the hospital 
setting have occurred in the Launceston General Hospital, with the remainder in the 
rural hospitals (Figure 16). Very few deaths were identified as occurring in other 
private hospitals. The high proportion of hospital deaths in the Launceston General 
reflects the larger population in this area and, potentially, the physical location of the 
Specialist Palliative Care Service in Launceston.   

                                                           
50

 Patient data for financial year 2015/16 was only available from July to September 2015.  
51

 This includes the Launceston General Hospital and Rural Hospitals. 
52

 As a full year of data was not available for financial year 2015/16, this has been excluded from the 
analysis.  
53

 The proportion of patients dying in their home for financial year 2015/16 (July to September 2015 only) 
was approximately 33%. This has not been included in the analysis as a full year of data was not available.  
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Figure 16 Specialist Palliative Care Service deaths in the hospital setting 

7.7.3 Integration 

The SPCS is a central component of the delivery of palliative care throughout Northern 
Tasmania. As a consultative service working with all health providers to support 
palliative care, the SPCS is well integrated with different services throughout Northern 
Tasmania. This includes established relationships with a range of health facilities, 
including the rural hospitals, the LGH and community providers.  

As a consultative service, relationships between the SPCS palliative care specialists and 
other service providers are very important. Strong relationships are essential to the 
integration of care and collaboration. Due to the importance of these relationships, 
the soft skills of individuals working for the SPCS are a critical success factor for the 
service delivery model. Specialists employed by the SPCS need to have highly 
developed interpersonal skills and be capable of working with health professionals and 
patients from a range of backgrounds.  

Throughout the study, a number of current service providers highlighted the 
importance of the individual personalities to ensuring appropriate integration. 
Numerous service providers commented on the need to ensure that any recruitment 
activities for medical staff at the SPCS take the applicants soft skills into account.  The 
potential need to recruit additional medical specialists at the current time was raised 
in light of recent staff turnover within the SPCS. 

7.8 Community palliative care services 

The community palliative care services are designed to be available in all areas of 
Northern Tasmania. A number of service providers operate in this area, including the 
Community Nurses, Hospice@HOME and volunteer services.  
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Throughout the consultation activities, the Community Nurses and Hospice@HOME 
were identified by community members and health professionals as being central to 
supporting the wishes of individuals who seek to be cared for, and die, within their 
own home.   

7.8.1 Quality and safety of community based care 

As with all THS services, community based palliative care services must meet all 
national standards and maintain relevant accreditations. It is understood that this 
extends to organisations contracted to perform services by the THS, with the majority 
of community sector organisations having quality assurance processes in place.  

The delivery of palliative and end of life care services in the home aligns with relevant 
quality standards and guidelines which recommend supporting this form of care in a 
variety of settings. 

Commentary provided by community members and stakeholders was typically 
complementary of the services provided by the Community Nurses and 
Hospice@HOME. No systemic quality and safety concerns were raised.  

“From a personal experience … I could not fault the kindness, professionalism, care and 
understanding of the palliative care nurses, hospice@home & community nurses. The 

provided me with everyting I needed to assist with the care for my husband at home … 
All the folk that were envolved in my late husbands care were so genuine in the 

understanding and care they gave to both my self & my husband even to the point of 
following up after his death to see how I was coping.”  

Survey response, November 2015 (carer or former carer of a palliative care patient) 

7.8.2 Community Nursing 

Community Nurses provide nursing services to support the medical needs of 
individuals who are being cared for in the home. The service provides support for 
patients with a range of medical conditions and needs, including supporting palliative 
and end of life care for individuals who seek to die in a place they identify as home. 

The role of the Community Nurses focuses on the provision of active nursing support 
to patients. In relation to palliative care, the Community Nurses provide direct medical 
support and technical nursing care to individuals within the community under the 
guidance of the SPCS palliative care consultants. The Community Nurses do not 
provide services which would typically be delivered by a carer (for example, showering 
the patient or overnight stays).  

Accessibility 

Community Nurses operate throughout Northern Tasmania, including in Launceston 
and the rural communities. The service is accessible upon referral from a health 
professional.  
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A number of barriers to service accessibility were identified throughout the study, 
including:  

 limited service capacity after hours 

The Community Nurses operate with reduced staffing on weekends and in the 
evening, impacting upon service accessibility at these times. The service is not 
currently staffed to provide 24/7 support to its patients.  

In the Launceston area, only two Community Nurses work in the evening (to 
10:30pm) and four Community Nurses work on weekends. This limits the 
number of patients who can be seen and prevents Community Nurses based in 
Launceston from providing care within the greater Launceston area (eg. to 
Westbury) at these times. 

Community Nurses consulted with as part of the study acknowledged that the 
lower resourcing in the evening and on weekends impacts upon service 
accessibility after hours, with it not being possible to meet the needs of all 
patients. It was noted that the Hospice@Home service is designed to provide 
top-up services to address any needs unable to be met by the Community 
Nurses, but that in emergency cases patients may need to access hospital 
emergency departments.  

 experience/capability in the provision of care for children 

Commentary provided by current Community Nurses highlights that this service 
is primarily focused on providing care for adults within the community. As such, 
nurses working for this service do not necessarily have a high level of 
experience providing care for children, and may be limited in their capacity to 
provide paediatric palliative care. This lack of experience presents a barrier to 
accessibility for children requiring palliative care. Community Nurses could 
assist in providing this care, but would require support from medical specialists. 
Despite the concern around accessibility for children, it is noted that paediatric 
palliative care is rarely required.  

 engagement points 

Confusion around the roles of the different community services may present a 
barrier to accessibility. There is some confusion around processes to access and 
engage with the different community services. Community members and 
health professionals suggested that it would be beneficial to have a single point 
of contact for all of the services. 

Workload  

Palliative care is a major component of the Community Nursing work. While exact data 
about the overall palliative care workload of this service was not available, it is 
estimated to account for:  

 25% of all Community Nursing rounds  

 40 to 50% of total workload (time). 
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Comparison of the estimated workload against the estimated time requirements 
highlights the time commitment required to deliver palliative care in the community. 

Utilisation 

Utilisation of the Community Nurses to support palliative care is increasing, with new 
palliative patients seen by the service each week. It is estimated that the service 
receives up to three new referrals for palliative patients each week.  

Quality and safety 

No concerns were raised about the quality of the care currently provided by the 
Community Nurses throughout Northern Tasmania.  Community Nurses were seen as 
being highly important in all areas of Northern Tasmania, enabling patients to stay in 
their homes for longer or until the time of their death. 

While community members and health professionals are currently satisfied with the 
quality of care, Community Nurses expressed concern that increases in the palliative 
care workload did not aligning with the available workforce. Current Community 
Nurses referenced that they are being expected to do more work, with fewer 
resources.  

7.8.3 Hospice@HOME 

Hospice@HOME is a proof of concept model to support people to die at home that is 
being trialled and funded as part of the Federal Governments Better Access to 
Palliative Care Project (2013/14 to 2015/16) 54. It is operated by the District Nurses to 
provide packages of care that top-up current services or existing packages of 
community based care. It is noted that a full evaluation of the program is currently 
underway.  

Service delivery approach 

Hospice@HOME operates under a brokered service delivery model. Services to clients 
may be provided either by employees of Hospice@HOME or subcontracted service 
providers within the local community. The use of subcontractors and brokered services 
assists Hospice@HOME in ensuring reach and accessibility in all communities.  

Health professionals and community members throughout Northern Tasmania were 
supportive of the Hospice@HOME service delivery model. The model is perceived as 
significantly contributing to palliative care in the area and ensuring appropriate 
support is available for community members who wish to receive palliative care, or die 
in their homes. 

                                                           
54

 Hospice@HOME, Funding. Available at: http://hospiceathome.org.au/funding/; Department of Health 
and Human Services, Better Access to Palliative Care Project, Available at: 
http://www.dhhs.tas.gov.au/palliativecare/better_access_to_palliative_care_project  

http://hospiceathome.org.au/funding/
http://www.dhhs.tas.gov.au/palliativecare/better_access_to_palliative_care_project


 

Department of Health and Human Services – Northern 
Hospice Feasibility Study  

grosvenor management consulting 
 

64 

 

In particular, service providers noted that Hospice@HOME is well positioned to 
provide the carer support required to keep individuals accessing palliative care in their 
homes. There is a perception that Hospice@HOME has supported a change in the way 
palliative care services in Northern Tasmania are utilised, supporting individuals to 
remain in their homes and access palliative care beds for short periods as required for 
symptom control.  

While the ability for Hospice@HOME to support out-of-hours and weekend care is well 
placed to fill an identified gap among other services, the availability of this out-of-
hours support is low.  

Some commentary was provided in relation to areas for continuous improvement 
including: 

 coordination and integration of the Hospice@HOME services with other care 
providers 

 ensuring overlap with other services is minimised 

 refining care planning to ensure support is appropriate to the level of need and 
not over or under supplied throughout a clients’ trajectory.   

Utilisation and accessibility 

Between December 2013 and 30 June 2015, Hospice@HOME had a total of 884 clients 
throughout Tasmania. Interim reporting provided by Hospice@HOME shows that 
approximately 33% of the service’s clients resided in Northern Tasmania during this 
period. When compared to the population of each region in Tasmania, the North was 
over-represented in terms of client numbers55.  

Figure 17 shows the percentage of Hospice@HOME clients in each LGA within 
Northern Tasmania.  

                                                           
55

 The District Nurses, Hospice@HOME Interim Report, October 2015, page 6 
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Figure 17 Hospice@HOME patients by LGA (August 2014 to July 2015) 

 

With the exception of Flinders Island, Hospice@HOME was providing services in all 
LGAs between August 2014 and July 2015. Utilisation of the service was highest in 
Launceston, where 47% of clients resided. This aligns with the higher population in this 
area (Figure 18).  

Figure 18 Comparison of Hospice@HOME utilisation and population 

 

The presence of Hospice@HOME patients within all LGAs (with the exception of 
Flinders) highlights the availability of this service throughout Northern Tasmania.  

While the Hospice@HOME services are available throughout Northern Tasmania, the 
capacity to provide these services is lower in rural areas. The lower capacity in rural 
areas is attributed to the smaller workforce and availability of fewer brokered 
providers.  
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Location of death 

Hospice@HOME aims to allow people to be cared for in a place that they identify as 
home.  

As part of their interim reporting, Hospice@HOME analysed a sample of 516 clients 
who were on the program from December 2013 to 30 June 2015. Of this sample, 93% 
of clients expressed wish to die at home, exceeding recent Australian studies which 
suggest 60 to 70% wish to die at home (see section 6)56. Given the purpose of 
Hospice@HOME is to support people to die in their homes, it is expected that the 
proportion of clients seeking an in-home death would exceed national figures.  

In Northern Tasmania between August 2014 and July 2015, the majority of 
spice@HOME clients (55%, 86) died in a private residence (Figure 19). Clients who did 
not die in a private residence typically died in a designated palliative care suite (22%, 
34) or another inpatient service (20%, 31). 

 

Figure 19 Death by Location - Hospice@HOME (August 2014 and July 2015) 

Recent figures show that while 70% of Australians seek to die in their home, only 14% 
manage to achieve this57. As shown in (Figure 19), the proportion of Hospice@HOME 
clients dying in the home exceeds this national figure.  

Average length of admission 

Hospice@HOME is targeted at individuals who are in their last 12 months of life. 
Between December 2013 and 30 June 2015, the average length of stay on the service 
(throughout all of Tasmania) was 91 days (approximately three months).  

                                                           
56

 The District Nurses, Hospice@HOME Interim Report, October 2015, page 6 
57

 Grattan Institute, Dying Well, 2014. Available at: http://grattan.edu.au/wp-
content/uploads/2014/09/815-dying-well.pdf, page 2  
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Table 18 details the average length of admission to the service by LGA in Northern 
Tasmania between August 2014 and July 2015. In Northern Tasmania, the average 
length of stay on the program ranged from 48.3 days (Dorset) to 103.1 days (Northern 
Midlands) suggesting individuals have been referred to the program at an appropriate 
time.  

Table 18 Hospice@HOME average length of stay (August 2014 and July 2015) 

LGA AVERAGE LENGTH OF STAY (DAYS) 

Northern Midlands (N=32) 103.1 

West Tamar (N=42) 98.1 

Meander Valley (N=22) 96.5 

Launceston (N=114) 82.4 

George Town (N=11) 70.5 

Break O'Day (N=7) 66.4 

Dorset (N=12) 48.3 

Total 86.5 

The average length of stay on the program was slightly lower in Northern Tasmania 
(86.5 days) than the state average (91 days). This suggests that individuals Northern 
Tasmania may be referred and/or accepted to Hospice@HOME at a more advanced 
stage of their trajectory than in other areas. As the program targets individuals in the 
final 12 months of life, it is possible that individuals within Northern Tasmania could 
engage with the service earlier and receive support over a longer period.  

7.9 Launceston General Hospital 

As with all hospitals, the Launceston General Hospital currently delivers palliative and 
end of life care as part of its core business. It is anticipated that individuals will 
continue to access palliative care in the LGH for a variety of reasons, regardless of what 
other services are available in Launceston and Northern Tasmania.  

As a specialised area has not been established within the LGH for the delivery of 
palliative care, this form of care is currently provided on the wards. It was reported 
that on occasion palliative patients may also remain in the Emergency Department for 
extended periods.  The delivery of palliative care in a ward setting or within the 
Emergency Department was not considered to be satisfactory by a number of 
community members and current health professionals. 

During the public forum, participants provided examples of where a friends and 
relatives had received palliative care on wards within the LGH. Forum participants 
indicated that this had been very distressing for family members due to the clinical 
environment and absence of a private area which could be utilised by families and 
friends. These concerns were supported by a current LGH nurse who expressed her 
distress when patients could not be transported to the Melwood Unit and were dying 
in what she perceived to be an inappropriate setting.  
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Data relating to the frequency with which palliative care is provided in the LGH was not 
available as part of this study. While some information was provided it was identified 
that the data was poor quality and, therefore, has been excluded from analysis.  

Cost of service 

Cost information was provided for a sample of seven palliative separations at the LGH 
in financial year 2013/14 in order to estimate service costs. The total cost for the seven 
separations was $28,692, averaging $4,099 per patient. As the seven patients received 
a total of 33 days, this equates to approximately $870 per bed day for care in the LGH.  

7.10  Residential Aged Care Facilities 

Residential Aged Care Facilities (RACFs) throughout Northern Tasmania currently adopt 
the palliative approach when caring for residents nearing the end of life. The adoption 
of this approach supports existing residents of RACFs who do not have complex care 
needs to remain in place to the time of their death. This may be supported by staff 
from the SPCS.  

Depending upon the complexity of the palliative care needs and wishes of the family 
and resident, some individuals may be transferred from an RACF to another medical 
facility (such as the LGH, rural hospital or Melwood Unit) in the final days of life. This is 
typically required where the resident is expected to have complex care needs which 
cannot be met by the RACF.  

While the RACF’s consulted with as part of the study were motivated to increase their 
role in the provision of complex palliative care, the current funding model and existing 
arrangements were identified as a barrier to achieving this..  

7.11 Gaps in service delivery 

A small number of gaps in the existing services were identified by members of the 
community and current health professionals. Gaps included:  

 The absence of a hospice 

This was commonly identified as a gap by members of the community who 
were passionate about the establishment of a hospice facility. This was 
described as the ‘missing piece’ in the current service delivery model.  

 Processes to support younger palliative care patients 

A lack of support for younger palliative patients (including those with young 
families and higher financial commitments e.g. mortgages, child care etc.) was 
identified. This was particularly raised as an issue where the patient still had a 
lengthy trajectory (remaining in the home) but was unable to be cared for by 
their partner/family/friends who are still working to support the family 
financially. Day respite or similar services were identified as potential gap for 
this group.  
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 Respite care and short term admissions 

Respite care and short term admissions must be available to assist in managing 
carer fatigue and instances where a palliative patient has uncontrolled 
symptoms. The availability of this form of care is seen as particularly important 
to ensure that carers are able to cope with the trajectory and decline of their 
friend or family member.  

Models in which patients can be admitted for short periods of respite or 
symptom control align with contemporary approaches to the delivery of 
palliative and end of life care. Despite this, it can be difficult for patients to 
access timely short term admissions. It is noted that this form of care does not 
need to be provided in respite beds, with existing services able to provide this 
function. Community awareness of the capacity of current services to provide 
respite care is low.    
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8 Alternative service delivery models 

As described in section 6, a number of different approaches to the delivery of palliative 
and end of life care are currently utilised in Australia. Two alternative delivery models 
for inpatient palliative care services were analysed as part of this feasibility study:  

 delivery in a standalone hospice facility 

 delivery in RACFs. 

8.1 Hospice  

The term hospice has a number of different meanings within contemporary literature. 
While this term has historically been used to refer to a dedicated place in which 
palliative care is provided, today it may also be used to describe an approach to care.  

The following quote from the Australian Department of Health highlights the 
interchangeable use of the terms ‘hospice’ and ‘palliative care’.  

“There are a number of different definitions of palliative care that are used both within 
Australia and internationally. For example, ‘hospice’, ‘end-of-life care’ and ‘specialist 

palliative care’ have all been used interchangeably with ‘palliative care’. Hence, 
definitions may vary within the sector.”58 

Where the term hospice is taken to mean an approach to care, this can be provided in 
a range of settings. Under this definition, it would be possible to identify the Melwood 
Unit as a hospice facility given its current role in the delivery of palliative and end of 
life care.  

Within Australia, hospices can operate under a range of models, including:  

 standalone, but associated with another medical facility 

 standalone and operated by the community 

 associated with, and operated within an existing medical facility.  

Services may also be publically funded, privately operated, rely on community support 
or a combination of all three. Hospices in some areas rely heavily on charitable 
donations and, for example, hospice bookshops to offset the costs of operation59. For 
example, the Ipswich Hospice in Queensland states that:  

“[Hospice is partly funded by State and Commonwealth grants and the balance of 
funding comes from generous donations, payroll deductions, fundraising events, and 

funds raised through “Friends of Hospice” Bookshop.  Hospice can also claim a portion of 

                                                           
58

 The Department of Health, Palliative Care, July 2015. Available at: 
http://www.health.gov.au/internet/main/publishing.nsf/Content/Palliative%20Care-1  
59

 Ipswich Hospice Care Inc., Frequently Asked Questions. Available at: 
http://www.ipswichhospice.org.au/what-we-do/frequently-asked-questions/  

http://www.health.gov.au/internet/main/publishing.nsf/Content/Palliative%20Care-1
http://www.ipswichhospice.org.au/what-we-do/frequently-asked-questions/
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Guest care through Department of Veterans’ Affairs and Private Health funds for those 
guests who are eligible. 

Hospice has a “no set fee” for Guest Care.  Although Hospice can claim a portion of the 
expenses through Department of Veterans’ Affairs and Private Health funds for those 

Guests who are eligible, unfortunately this covers only some of the costs involved in 
Guest care. The real cost of guest care exceeds $600 per day therefore the vast majority 

of costs are met through donations and fundraising.  

Hospice needs and requests for financial help from the families accessing it services 
therefore we appreciate regular donations, if possible, during the Guest’s stay with us.”60 

A number of dedicated hospices currently operate in Australia. A snapshot of some 
hospices is provided in Table 19. While the Melwood Unit is not referred to as a 
hospice within the community, the model which has been adopted is similar to hospice 
services in other areas of Australia. It is noted that Calvary, which operates the 
Melwood Unit, currently operates a number of other hospice facilities.  

Table 19 Examples of Australian hospices 

HOSPICE DESCRIPTION 

Whittle Ward, 
Hobart61 

  

 10 single rooms with ensuites which open onto courtyards 

 Located on the ground floor of the Repatriation Centre in Hobart 

 Care is provided by a multidisciplinary team which includes 
specialist doctors 

 The patient’s GP can remain involved in the care if preferred 

Mary Potter 
Hospice, 
Adelaide62 

Operated by 
Calvary North 
Adelaide 
Hospital 

 Purpose built unit of Calvary North Adelaide Hospital 

 14 private rooms with ensuites and one two bed shared room which 
all open onto courtyards 

 Lounge areas are available for visitors and overnight 
accommodation is supported 

Information available about this hospice notes that a significant proportion of 
patients are able to return home.  

Clare Holland 
House, 
Canberra63 

Operated by 
Calvary                  

 short term palliative care facility with 19 inpatient units 

 supports a 24 hour home based service and outpatient 
appointments 

 staffed by a palliative care specialist and medical registrar on 
rotation from the Canberra Hospital, with medical staff rostered 
from 8:30 to 17:30 each day.  

 Accredited GPs provide cover afterhours with support from an on 
call specialist64 

                                                           
60

 Ipswich Hospice Care Inc., Frequently Asked Questions. Available at: 
http://www.ipswichhospice.org.au/what-we-do/frequently-asked-questions/  
61

Department of Health and Human Services, Palliative Care Patient and Family Handbook. Available at: 

http://www.dhhs.tas.gov.au/__data/assets/pdf_file/0004/37525/Pallative_Care_Handbook.pdf 
62

 Calvary North Adelaide Hospital, Palliative Care – Mary Potter Hospice. Available at: 
http://www.calvarynorthadelaide.org.au/palliative-care-mary-potter-hospice.html 
63

 Calvary Clare Holland House, Clare Holland House. Available at: 
http://www.clarehollandhouse.com.au/about.html 

http://www.ipswichhospice.org.au/what-we-do/frequently-asked-questions/
http://www.dhhs.tas.gov.au/__data/assets/pdf_file/0004/37525/Pallative_Care_Handbook.pdf
http://www.calvarynorthadelaide.org.au/palliative-care-mary-potter-hospice.html
http://www.clarehollandhouse.com.au/about.html
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HOSPICE DESCRIPTION 

 Registered nurses, enrolled nurses, endorsed enrolled nurses and 
ward support officers also work at the hospice65 

The facilities at Clare Holland House were referenced as being high quality 
throughout consultation activities.  

Ipswich Hospice, 
Ipswich, 
Queensland66 

Operated by 
Ipswich Hospice 
Care 

 seven palliative care beds with balconies overlooking a nearby park 

 bereavement support through a neighbouring community centre 

 operated by Ipswich Hospice Care, a registered charitable 
organisation 

 funded by State and Commonwealth Grants as well as donations, 
payroll deductions and fundraising events (including the operation 
of a hospice bookshop)67 

Gordonvale 
Hospice (Cairns 
Integrated 
Palliative Care 
Service)68 

 12 inpatient palliative care beds within the Gordonvale Hospital 

 Outreach community based services are also provided from this site 

 The service also has a Palliative Care Consultant who offers a 
consultative service at the Cairns Hospital and runs weekly 
outpatient clinics at the Liz Plummer Cancer Care Centre 

 receives both Commonwealth and State funding 

In addition to these and other existing services, a number of planned services were 
also identified. Table 20 provides a high level overview of some proposed hospice 
facilities in Australia. This includes the proposed number of beds and publically 
available funding information, including funding targets. The actual cost of each facility 
could not be identified using the publically available information.  

Table 20 Planned hospices 

NAME BEDS FUNDING  FUNDING 
PER BED 

DATE OF 
INFORMATION COMMENT 

Flinders 
Medical 
Centre 
Palliative 
Health Care 
Unit, SA 

15 $7,000,000 $466,666 Sep-15 

Located on the top 
floor (with rooftop 
garden access) of 
soon to be built 
rehabilitation 

centre
69

.  

                                                                                                                                                            
64

 Calvary Clare Holland House, Clare Holland House. Available at: 
http://www.clarehollandhouse.com.au/medical-services.html  
65

 Calvary Clare Holland House, Clare Holland House. Available at: 
http://www.clarehollandhouse.com.au/nursing.html  
66

 Ipswich Hospice Care Inc. Welcome to Ipswich Hospice Care. Available at: 

http://www.ipswichhospice.org.au/    
67

 Ipswich Hospice Care Inc. Frequently Asked Questions. Available at: 
http://www.ipswichhospice.org.au/what-we-do/frequently-asked-questions/  
68

 Queensland Government, Palliative Care. Available at: 

https://www.health.qld.gov.au/cairns_hinterland/html/cc_palliative.asp; Queensland Government, 
Cairns Integrated Palliative Care Service. Available at: 
https://www.health.qld.gov.au/cairns_hinterland/docs/cc_palliative_broch.pdf  
69

 ABC News, Flinders Medical Centre to get 15 beds for palliative care service to replace Repat, 1 
September 2015. Available at: http://www.abc.net.au/news/2015-09-01/flinders-medical-centre-to-get-
15-beds-for-palliative-care/6740032  

http://www.clarehollandhouse.com.au/medical-services.html
http://www.clarehollandhouse.com.au/nursing.html
http://www.ipswichhospice.org.au/
http://www.ipswichhospice.org.au/what-we-do/frequently-asked-questions/
https://www.health.qld.gov.au/cairns_hinterland/html/cc_palliative.asp
https://www.health.qld.gov.au/cairns_hinterland/docs/cc_palliative_broch.pdf
http://www.abc.net.au/news/2015-09-01/flinders-medical-centre-to-get-15-beds-for-palliative-care/6740032
http://www.abc.net.au/news/2015-09-01/flinders-medical-centre-to-get-15-beds-for-palliative-care/6740032
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NAME BEDS FUNDING  FUNDING 
PER BED 

DATE OF 
INFORMATION COMMENT 

Albany 
Hospice, WA 

8 $4,260,000 $532,500 Apr-14 

Facility located 
adjacent to the 
Albany Health 

Campus
70

 

Forrest Centre, 
NSW 

10 $5,000,000 $500,000 Jan-14  

Located within 
Forrest Centre 

Aged Care Facility
71

 

Staffing 

A number of different professions typically provide care and support within the 
hospice setting.  

PCA have provided guidelines around the staffing ratios required for the delivery of 
palliative care in different settings. These guidelines detail the recommended number 
of FTE across a variety of positions which would be required to deliver palliative care 
for every 6.7 designated palliative care beds72. These guidelines can be applied to 
understand the staffing which would be required to deliver care in designated beds (ie. 
in a hospice). The full guidelines and details of the staffing levels required for Northern 
Tasmania are detailed in section 10.2. 

While these guidelines can be applied to understand how many FTE may be required 
to deliver palliative care, they do not include operational and administrative staff. A 
number of additional positions would be required to operate a hospice, including, but 
not limited to:  

 managers 

 administrative staff 

 kitchen, cleaning and grounds maintenance staff 

 orderlies. 

Health professionals providing support to a hospice facility could either work from the 
hospice (dedicated to that facility) or across a number of settings (particularly where 
less than one FTE is required).  

Table 21 details the FTE which would be required across a range of health professions 
for 6.7 designated palliative care beds.  

                                                           
70

 https://au.news.yahoo.com/thewest/regional/great-southern/a/27156928/palliative-care-facility-due-
for-completion-next-april/, Note: The budget for this facility was increased by $500,000 due to 
contamination issues on the site. The additional $500,000 has not been included in the calculation of the 
cost per bed. 
71

 The Daily Advertiser, A fund-raising appeal has been launched to help build specialist palliative care 
hospice in Wagga, 22 October 2015. Available at: 
http://www.dailyadvertiser.com.au/story/3440918/hospice-for-the-dying-to-be-built-in-wagga-videos/  
72

 Palliative Care Service Provision in Australia: A Planning Guide, Palliative Care Australia, 2005 

https://au.news.yahoo.com/thewest/regional/great-southern/a/27156928/palliative-care-facility-due-for-completion-next-april/
https://au.news.yahoo.com/thewest/regional/great-southern/a/27156928/palliative-care-facility-due-for-completion-next-april/
http://www.dailyadvertiser.com.au/story/3440918/hospice-for-the-dying-to-be-built-in-wagga-videos/
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Table 21 Benchmark FTE for designated palliative care beds
73

 

POSITION 
FTE PER 6.7 DESIGNATED PALLIATIVE CARE 

BEDS 

MEDICAL 

Resident medical officer 0.25 

NURSING 

Clinical Nurse Consultants (CNC) N/A 

Clinical Nurses N/A 

Registered and enrolled nurses 6.5 

ALLIED HEALTH 

Social Work 0.25 

Bereavement support 0.1 

Pastoral Care 0.25 

Psychology 0.1 

Speech Pathology 0.2 

Physiotherapy 0.2 

Occupational Therapy 0.2 

Pharmacist 0.1 

Other 0.025 

COORDINATOR OF VOLUNTEERS 

Coordinator 

1:50 volunteers providing direct patient support 

1:65 'process' volunteers(routine practical tasks) 

In addition to the roles listed in Table 21, support from the following health 
professionals would also be required. FTE for these staff is calculated based on 
100,000 people and assumes the staff provide care in the community, acute settings 
and to designated beds: 

 Palliative care specialist 

 Registrar 

 Liaison psychiatry 

 Discharge liaison 

 Dietician. 

                                                           
73

 Palliative Care Service Provision In Australia: A Planning Guide, Palliative Care Australia, 2005 
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Strong relationships would be important to ensure that appropriate allied health and 
medical support were available at a hospice facility if these care providers were not 
located in the hospice.  

Capacity of hospice services and sustainability 

The number and utilisation of beds within a hospice impacts upon its sustainability. 
Typically, larger hospice facilities are considered to be more sustainable and viable (if 
well occupied) as operating costs are defrayed across a larger number of patients. 
Health professionals attending the service provider forum agreed that at least 10 beds 
are likely to be required for a feasible service.  

At present in Australia, there is variability in the size of hospice services available. 
During this study, the capacity of hospices ranged from:  

 seven beds at the Ipswich Hospice in Queensland74 

 19 beds at Clare Holland House in the ACT75. 

Cost of hospice services 

The cost of establishing and operating a hospice will vary depending upon the size and 
design of the facility. To date, limited data is available on the costs of establishing and 
operating a hospice facility in Australia. As such, there are no commonly accepted 
benchmarks or expected costs for these facilities in Australia.  

In order to understand the potential costs of this service delivery model, indicative 
data has been collected about the costs of the establishment and operation of other 
hospice facilities in Australia.  

Establishment  

The cost of establishing a hospice will vary depending on a range of factors, including:  

 the site which is selected, with higher costs expected in greenfield sites due to 
the cost of land purchase 

 the size of the hospice, with a lower per bed establishment cost in large 
facilities 

 the features which are planned for inclusion in the hospice service.  

The following estimates on the cost of establishing a 10 bed hospice facility were 
prepared in August 2015 by the Northern Hospice and Palliative Care Foundation and 
provided during consultations to inform the feasibility study:  

 $176,500 per bed for the refurbishment of an existing site 

                                                           
74

 Ipswich Hospice Care Inc. What We Do. Available at: http://www.ipswichhospice.org.au/what-we-
do/hospice-facilities/  
75

 Calvary Clare Holland House, Clare Holland House. Available at: 
http://www.clarehollandhouse.com.au/about.html  

http://www.ipswichhospice.org.au/what-we-do/hospice-facilities/
http://www.ipswichhospice.org.au/what-we-do/hospice-facilities/
http://www.clarehollandhouse.com.au/about.html
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 $288,000 per bed to establish a hospice on a greenfield site (excluding land 
costs and infrastructure connection costs)76,77.  

These costs were contrasted against other indicative costs and/or funding amounts for 
comparable facilities throughout Australia (Table 22). It is noted that these costs 
consider the physical establishment of the facility and do not include:  

 the cost of relocating existing staff from a facility which will be refurbished 

 costs associated with licensing and meeting relevant accreditation standards.  

Table 22 Comparison of Hospice Establishment Costs 

 CAPACITY REFURBISHMENT GREENFIELD 

Northern Hospice and 
Palliative Care 
Foundation78 

10 beds $176,500 per bed $288,000 per bed79 

John L Grove Centre 
refurbishment 

20 rooms $176,000 per bed  

Flinders Medical 
Centre Palliative 
Health Care Unit80 

15 beds  $466,666 per bed 

Albany Hospice, WA81 8 beds  $532,500 per bed 

Forrest Centre, NSW82 10 beds  $500,000 per bed 

As shown in Table 22, the cost provided by the Foundation for an existing facility 
aligned with the refurbishment costs of the John L Grove Centre in Launceston 
(approx. $176,000 per room). Despite this, the Foundations cost estimate for the 
establishment of a greenfield facility did not align with recent funding for greenfield 
hospices in other areas of Australia.  

The cause of the discrepancy between the Foundations costs and funding for 
greenfield hospices in other areas of Australia could not be determined.  

Based on these figures, the following costs are anticipated for a hospice facility:  

                                                           
76

 Data provided by the Northern Hospice and Palliative Care Foundation estimates land purchase costs of 
$750,000 and infrastructure connection costs of $200,000. 
77

 Cost estimates provided by the Northern Hospice and Palliative Care Foundation were prepared in 
August 2015.  
78

 Cost estimates provided by the Northern Hospice and Palliative Care Foundation were prepared in 
August 2015. 
79

 This figure excludes land purchase and infrastructure connection costs. Data provided by the Northern 
Hospice and Palliative Care Foundation estimates these costs at approximately $750,000 and $200,000 
respectively. 
80

 http://www.abc.net.au/news/2015-09-01/flinders-medical-centre-to-get-15-beds-for-palliative-
care/6740032  
81

 https://au.news.yahoo.com/thewest/regional/great-southern/a/27156928/palliative-care-facility-due-
for-completion-next-april/, Note: The budget for this facility was increased by $500,000 due to 
contamination issues on the site. The additional $500,000 has not been included in the calculation of the 
per bed cost. 
82

 http://www.dailyadvertiser.com.au/story/3440918/hospice-for-the-dying-to-be-built-in-wagga-videos/  

http://www.abc.net.au/news/2015-09-01/flinders-medical-centre-to-get-15-beds-for-palliative-care/6740032
http://www.abc.net.au/news/2015-09-01/flinders-medical-centre-to-get-15-beds-for-palliative-care/6740032
https://au.news.yahoo.com/thewest/regional/great-southern/a/27156928/palliative-care-facility-due-for-completion-next-april/
https://au.news.yahoo.com/thewest/regional/great-southern/a/27156928/palliative-care-facility-due-for-completion-next-april/
http://www.dailyadvertiser.com.au/story/3440918/hospice-for-the-dying-to-be-built-in-wagga-videos/
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 Approximately $176,500 for the refurbishment of an existing building 

 Between $466,666 and $532,500 for a greenfield hospice (varying on the 
number of beds).  

Fit out  

Cost of fit out will vary depending on the size of the facility (for example, number of 
common areas). Available figures and estimates suggest that the fit out is likely to cost 
at least $6,000 per bed and may be upwards of $19,000 per bed.  

This is based on the following data: 

 $19,000 per bed83 

 $6,000 per bed84 

 $7,100 per bed85. 

Ongoing operation 

Limited Australian analysis has been undertaken into the ongoing cost of operating a 
hospice. Based on available estimates and data, the ongoing cost of operation is 
expected to range from $787 to $827 per bed day. This includes:  

 bed day cost ranging from - $710 to $75086 

 medical staffing costs of approximately $77.59 per bed per day (based on 
Melwood data). 

A hospice would be required to meet all quality standards and maintain all relevant 
accreditations and licenses as part of its ongoing operation. The cost of meeting these 
requirements (for example, including staff to conduct audits) would also need to be 
considered as part of the ongoing operating costs.  
  

                                                           
83

 Based on cost estimates provided by the Friends of the Northern Hospice and Northern Hospice and 
Palliative Care Association for the fit out of a 10 bed hospice facility 
84

 Based on the estimated cost of fitting out a rural palliative care suite in Deloraine. This does not include 
the fit out of communal areas such as kitchens, laundry, staff workspaces and administration areas.  
85

 Based on the per bed fit out cost for the refurbishment of the John L Grove facility. It is noted that this is 
not a hospice facility.  
86

 Calculated based on information provided by the Ipswich Hospice and cost per bed day for a hospice 
detailed in the report “Palliative and community care in Queensland: towards person centred care” 
(2013). Available at: 
http://www.parliament.qld.gov.au/Documents/TableOffice/TabledPapers/2013/5413T2591.pdf  

http://www.parliament.qld.gov.au/Documents/TableOffice/TabledPapers/2013/5413T2591.pdf
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Proposals for hospice services in Launceston 

The Friends of the Northern Hospice have developed a proposal for the development 
of a hospice in Launceston. This proposal has previously been submitted to DHHS by 
the Friends of the Northern Hospice and is currently available on the DHHS website87.  

Key features of the proposed model include:  

 located within close proximity to the LGH 

 ten palliative care beds located in single rooms with ensuites (including seven 
public and three private palliative beds) 

 multidisciplinary staffing model (including medical nursing, allied health, 
chaplaincy/spiritual care and volunteer support, with local GPs to also have 
admitting rights to the hospice) 

 24 hour access  

 direct entrance into the hospice (ie. not through another medical facility) 

 accessible outdoor areas and gardens 

 variety of rooms available for use by patients and their friends/family (including 
a family room, condolence room and prayer/reflection room) 

 provision for an additional five beds to be established if required to meet future 
demand88.  

The Friends of the Northern Hospice also propose the collocation of all palliative care 
services in Launceston within the hospice to promote increased collaboration between 
different service providers and provide training opportunities.  

As part of this study, the Friends of the Northern Hospice and the Northern Hospice 
and Palliative Care Foundation provided copies of their plans and costings for the 
establishment of this facility. The costings have been included in the analysis above.  

At the time of this study, the Friends of the Northern Hospice had identified two 
potential locations for the hospice in close proximity to the LGH:  

 Allambi Building, 33 to 39 Howick Street 

 a greenfield site on Howick Street.  

It is noted that the utilisation of the Allambi Building for a hospice would require the 
existing DHHS services operating from this site to be relocated during construction 
works. Depending upon the size of the hospice (ie. whether it requires the entire 
building) it is likely that some, or all, services would need to be permanently relocated. 
It is unclear whether DHHS currently has capacity available to relocate these services. 
Costs associated with this relocation would need to be considered as part of the 
planning process.   

                                                           
87

 Friends of Northern Hospice, Hospice Proposal for Launceston, September 2013 (Updated February 
2015. Available at: 
https://www.dhhs.tas.gov.au/__data/assets/pdf_file/0007/186622/Northern_Hospice_and_Palliative_Car
e_Foundation_-_Attachment.pdf  
88

 Ibid 

https://www.dhhs.tas.gov.au/__data/assets/pdf_file/0007/186622/Northern_Hospice_and_Palliative_Care_Foundation_-_Attachment.pdf
https://www.dhhs.tas.gov.au/__data/assets/pdf_file/0007/186622/Northern_Hospice_and_Palliative_Care_Foundation_-_Attachment.pdf
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The greenfield site identified by the Friends of the Northern Hospice is on a substantial 
slope. This would need to be considered as part of design to ensure appropriate 
accessibility and movement for patients and friends/families around the site.  

A potential design for a hospice on each of these sites has been developed by the 
Friends of the Northern Hospice. This allows for:  

 care in private rooms with ensuites 

 communal sitting rooms for use by friends and families.  

While the Friends of the Northern Hospice have developed plans as part of their 
proposal, the establishment of a hospice would require a competitive tender process.  

Historical Hospice Services in Launceston 

Philip Oakden House89 was a dedicated hospice facility which operated onsite at the 
Manor RACF. This service had a total capacity of six palliative beds of which three were 
publically funded and three were private90.  

The hospice was located in the Launceston suburb of Kingsmeadow and was operated 
by OneCare, a Tasmanian based aged care provider.  The service was closed in 2007.  

At the time of its closure, the Philip Oakden House facilities were offered to Calvary 
Hospital, the current provider of inpatient palliative care services in Launceston. 
Representatives from Calvary highlighted that, despite being offered the facility for a 
very low rent, assessments showed the delivery of care in this setting was not 
financially viable or an efficient use of medical resources. Calvary determined that it 
would not be viable to use the facility, instead developing the Melwood Unit. 

8.2 Palliative care in Residential Aged Care Facilities 

Throughout the study, industry bodies and RACF providers expressed enthusiasm for 
increasing the palliative care which is provided by RACFs. Potential models under 
which RACFs could provide complex palliative and end of life care to individuals 
typically admitted to, for example, the Melwood Unit, were explored.  

Approach to service delivery 

Representatives from a number of large RACF providers were consulted with to 
identify potential models under which they could provide palliative care. Similarities 
were identified in the models or features which were identified by the RACFs as being 
most suitable for the delivery of this form of care. 

All of the RACFs engaged during the study agreed that:  

                                                           
89

 Also known as the Manor 
90

 Department of Health and Human Services, Information Booklet, Tasmanian Palliative Care Service. 
Available at: https://www.dhhs.tas.gov.au/__data/assets/pdf_file/0005/8987/tas-palliative-care-info-
booklet.pdf, page 14 

https://www.dhhs.tas.gov.au/__data/assets/pdf_file/0005/8987/tas-palliative-care-info-booklet.pdf
https://www.dhhs.tas.gov.au/__data/assets/pdf_file/0005/8987/tas-palliative-care-info-booklet.pdf
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 RACFs are well set up to provide palliative and end of life care, and could 
provide short term palliative care for individuals in the community 

 it would be most viable to centralise palliative care beds into a larger unit at 
one RACF, rather than having palliative suites in multiple RACFs 

 a palliative care unit attached to an RACF should be separately marketed to 
ensure it is seen as accessible to all community members 

 engagement with community palliative care services would be essential to 
ensure appropriate medical support and guidance.  

Commonalities were identified in the features suggested by the RACFs as being 
important, including ensuring private rooms, ensuites and access for families. The 
RACFs agreed that modifications would be required to existing rooms to make them 
suitable for the provision of palliative care.  

Despite agreement about the above issues, a number of differences were identified in 
the approaches discussed by the three RACFs. Notable differences included:  

 ability to care for different age groups 

Only one of the RACFs felt that it would be possible for individuals of all ages to 
be cared for in a RACF, including children. Of the two facilities which felt it 
would not be appropriate to provide care to children, one highlighted that only 
those individuals who would meet the age thresholds to access RACFs as a 
resident should be accommodated in a RACF based palliative care unit. 

The three RACFs agreed that paediatric palliative care requires specialised 
knowledge in addition to palliative care for adults. While one RACF highlighted 
that it would be possible to offer paediatric care in a palliative unit, they noted 
that it may be necessary to bring in specialist staff who are more familiar with 
caring for children. 

 need to construct a new facility 

The approaches to establishing a palliative care unit proposed by the three 
RACFs varied. This was largely informed by the space that was available at each 
facility 

- one RACF identified it would be best to construct a new, purpose-built facility 
to accommodate the palliative care unit. The RACF identified that it has space 
which could be used for this purpose.  

- two RACFs identified that it would be possible to modify, or utilise existing 
facilities for the purposes of establishing a palliative care unit. One RACF 
proposed to use established independent living units onsite, while one noted 
an established dementia ward which could be used for this purpose.  

Staffing 

Staffing of a palliative care suite or unit within an RACF would be similar to that 
described for a hospice (see section 8.1). As both services would be considered under 
the PCA guidelines as designated palliative care beds, the same staffing levels would 
apply. It is noted that RACFs have existing relationships with many of these service 
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providers as part of caring for their residents. It is expected that palliative patients 
accessing care within an RACF could also be supported by their GP if preferred.  

Cost estimates 

RACFs engaged throughout the study provided estimates of the cost of establishing 
and operating a palliative care unit.  

All RACFs agreed that the ongoing costs of operating a palliative care bed within an 
RACF would be higher than for residential beds. This was largely attributed to the 
increased staffing ratio required for palliative patients. There was variability in the 
estimates provided by the RACFs for the ongoing cost of operation, ranging from 
around $200 to $600 per bed day91.  

Table 23 summarises the cost modelling and analysis which was completed by one 
RACF in preparation for the consultation.  

Table 23 Cost estimates - RACF service delivery 

 SIX BEDS 10 BEDS 

Establishment of a new unit92 $1,200,000  $1,900,000  

Establishment cost per bed $200,000 $190,000 

Operation per bed day93 $60094 $470 per bed day95 

Operation per annum96 $1,314,00097 $1,715,50098 

The RACF which provided this cost modelling identified that it may be necessary to 
construct a new unit. It is noted that these costs more closely align with the cost of 
refurbishing an existing facility to a hospice, than construction on a greenfield site (see 
section 8.1). The cause of the discrepancies between the costs of establishing a 
greenfield hospice and a unit within an RACF could not be determined with available 
data.     

                                                           
91

 These figures exclude the cost of medical specialist staff. 
92

 This assumes that a new building would need to be constructed to support palliative and end of life care 
and includes costs associated with fit out. 
93

 Excludes the cost of medical specialists 
94

 Assumes 90% occupancy 
95

 Assumes 85% occupancy 
96

 Excludes the cost of medical specialists 
97

 Calculated based on six beds, 365 days per annum. Operation cost per bed day assumes 90% occupancy.  
98

 Calculated based on 10 beds, 365 days per annum. Operation cost per bed day assumes 85% occupancy. 
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9 Preferences for palliative and end of life care 

The preferences of the Northern Tasmania community for palliative and end of life 
care were analysed as part of the study. This focused on the preferred: 

 features and services in the delivery of palliative and end of life care (see 
section 9.1) 

 location of care and death (see section 9.2). 

The needs and preferences of particular community groups were analysed, including:  

 rural communities (see section 9.3.1) 

 children and families (paediatric palliative care) (see section 9.3.29.2) 

 Culturally and Linguistically Diverse (CALD) communities (see section 9.3.3) 

 the lesbian, gay, bisexual, transgender and intersex (LGBTI) community (see 
section 9.3.4) 

 individuals with a disability (see section 9.3.5) 

 individuals with a mental health issue (see section 9.3.6). 

Differences were identified in the focus and considerations of community members 
and service providers. Typically:  

 community members focused on the establishment of a standalone hospice 
facility, describing the features and services which they felt this could provide. 
Philip Oakden House was commonly referenced by community members as the 
preferred type of establishment 

 service providers and health professionals focused on the medical 
requirements and purpose of palliative care, expressing concerns around 
ensuring access to appropriate health services.  

Differences in the views and preferences of the two groups are explored in the 
following sections.  

9.1 Features and services  

The features and services available in the provision of palliative and end of life care will 
vary depending upon the setting in which it is delivered. Throughout the consultation 
activities a large number of features and services were identified as being important to 
members of the public and health professionals.  

During the first phase of consultations99 the following five features and services were 
most frequently identified as being important to community members in the delivery 
of palliative and end of life care:  

                                                           
99

 Conducted in November 2015 
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 Physical facilities including being cared for in a private room with an ensuite 
and access to communal areas 

 Access for families and friends including private sitting areas for families and 
overnight accommodation  

 Nature of the care environment focusing on access to gardens and outdoor 
spaces, attractive views from bedrooms and the ability to play music 

 Medical support including access to qualified  palliative care staff and access to 
hospital facilities and services if required 

 Spiritual and psychosocial support including, for example, the availability of 
pastoral care, counselling and social work. 

It is noted that both the Melwood Unit and rural palliative care suites currently offer 
these facilities.  

During the second phase of consultations100, respondents were asked to rank the 
above five features in order of importance to them. Commentary provided by 
members of the community and health professionals confirmed the importance of 
these features and services. However, during the consultation activities, some 
individuals noted that they were unable to rank them, considering all to be equally 
important in the delivery of services.  

Where survey respondents ranked the features and services, access to appropriate 
medical support was most identified as being most important (60, 43%) (Figure 20). 
Only a small number of respondents ranked spiritual and psychosocial support highest 
(5, 4%). 

 

Figure 20 Ranking of features and services (most important) 

 

                                                           
100

 Conducted in January 2016 
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With the exception of access for families and friends, the prioritisation101 of the 
different respondent groups aligned (Figure 21)102. Access for families and friends was 
more commonly identified as being most important by health professionals (15, 25%) 
than by members of the public (4, 8%) or carers (2, 10%). 

 

Figure 21 Preferred features and services by respondent group 

Analysis of qualitative commentary highlighted differences in the focus and 
preferences expressed by health professionals and community members. Notably, 
there were substantial differences in the outcomes and key themes raised at the public 
and service provider forums.  

At the public forum, members of the community placed a strong emphasis on: 

 the establishment of a standalone hospice  

 needs which must be met by a palliative care facility and the care environment 

 the previous hospice in Launceston, Philip Oakden House. 

In contrast, health care professionals who attended the service provider forum focused 
their discussion on: 

 the practicality of the different options, including the need for a standalone 
facility and workforce capacity to appropriately staff these services 

 medical requirements and purpose of palliative care, including access to 
appropriate facilities and health professionals 

The needs and preferences expressed by each group are described in section 9.1.1 
(community members) and 9.1.2 (service providers). 

                                                           
101

 Some respondents did not rank all five features and services. As such the (n) value reflects the most 
common number of responses received in a given respondent group. 
102

 Only one response was received from a current palliative care patient. This response has been 
removed from the analysis to avoid misrepresentation of data.  
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9.1.1 Community members 

In expressing preferences for the delivery of palliative and end of life care, community 
members had a strong focus on the establishment of a standalone hospice. Qualitative 
commentary provided by community members highlighted the features and services 
which would be desired in a standalone hospice. Most frequently, this referenced the 
following: 

 patient centred care 

 private rooms 

 space for relatives and friends 

 comfortable, home-like furnishings 

 support for families and friends 

 space for children to play.  

Access to gardens from palliative care rooms, the ability for pets to visit a facility and a 
private entrance to the hospice were also commonly referenced throughout the 
consultations.  

“I would prefer to die in a hospice situation where I am able to have my family visit me in 
privacy; where I can say things without others listening in or telling them they have to go 

or other instructions. Somewhere where my family can relax with me, wander in the 
garden among peaceful surroundings away from the hustle and bustle of daily or city 

life, where we can enjoy my pets together and from where I can leave them with happy 
memories.”  

Survey response, January 2016 (current or former health professional) 

“It is of utmost importance that any facility of this nature is at ground level – bears little 
resemblance to a Hospital and more to a/your home. Friends, family, & pets should be 
able to access at any time – and likewise, while still able to do so, anyone [client] using 
the facilities should be able to access outside & nature … Therefore grounds, gardens, 

trees are important.” 

 Survey response, January 2016 (member of the general public) 

The majority of features and services referenced by community members are currently 
available, or could be made available, within existing services. For example, the 
Melwood Unit and rural hospitals currently provide patient centred care in private 
rooms and can accommodate visitors overnight. Patients within these facilities are 
able to bring their own furnishings and decorations if desired and small pets are able 
to visit.  

The importance of some features and services raised by community members (such as 
patient access to gardens) were questioned by service providers (see section 9.1.2). At 
the current time, the rural palliative care suites have direct access to gardens, 
however, the Melwood Unit is located on the third floor of the hospital. Staff within 
the Melwood Unit are able to take patients to the gardens upon request.  



 

Department of Health and Human Services – Northern 
Hospice Feasibility Study  

grosvenor management consulting 
 

86 

 

9.1.2 Service providers 

Current service providers adopted a medical focus in describing preferred features of a 
palliative care services.  

In discussing features and potential service delivery models, service providers 
highlighted concerns about creating an ‘idealised’ view of palliative care within the 
community. It was noted that appropriate palliative care requires medical support and 
services and cannot be solely focused upon the physical facility.  

There was a strong view that palliative care services and facilities cannot solely focus 
on establishing a pleasant place for to patients die; medical requirements and the 
practicalities of service delivery must be taken into account.  

Commentary by attendees of the service provider forum highlighted that:  

 dedicated palliative care beds in Launceston should be used for palliative 
patients to alleviate bed shortages in the LGH 

 access to hospital and medical services is an essential requirement for any 
palliative care service 

 there is a need to ensure parking and facilities for families, with particular 
support for families from other areas of Tasmania, or interstate. 

During the service provider forum, attendees questioned the community’s preference 
and strong focus upon direct access to gardens for palliative care patients. Many of the 
service providers consulted with as part of the study highlighted that this is not 
necessary and suggested that there would be low demand for patients to access the 
garden. It was highlighted that gardens are typically only utilised by patients who wish 
to smoke.  

“Excellent symptom control is more useful than access to a garden.” 

Survey response, January 2016 (current or former health professional) 

“The obsession to have a ground floor/ garden access in interesting as the garden at 
Phillip Oakden house was largely used by smokers!” 

Survey response, January 2016 (current or former health professional) 

“Buildings are of little importance when considered alongside the importance of medical 
care, access for families, and the nature of the care environment.”  

Survey response, January 2016 (current or former health professional) 

Service providers noted that that the consistent visual stimulation provided by the 
views in the Melwood Unit would be more appropriate to patients, than being located 
on a ground floor setting.   
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“The environment should be private, with 24 hr access, but not necessarily on the 
ground floor!  A view is more important, as you can look at that whatever the weather!  

A garden is nice too, but usually only smokers use this!” 

Survey response, January 2016 (current or former health professional) 

9.2 Location of care and death 

The choice of where to receive palliative and end of life care can be very personal for 
individuals. The preferred and actual place of care and death may be impacted by a 
range of factors, including:  

 availability of services in the local community 

 capacity of friends and family to support care in the home 

 prior experience with palliative and end of life care services in the local area 

 complexity of care needs at the end of life.  

A strong theme in the qualitative survey responses was the desire for individuals to be 
able to exercise choice over their place of palliative care, and death.  

Figure 22 presents community members preferred location of care and death, as 
collected through the November 2015 survey. 

 

Figure 22 Preferred location of care and death 

The vast majority of survey respondents would prefer to receive palliative care (191, 
89%) or die (168, 88%) in either a hospice or the home (Figure 22). Very few 
respondents would prefer to receive care in other established medical or care facilities 
such as a hospital or Residential Aged Care Facility.  
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9.2.1 Hospice 

While a hospice was the most common preferred place of care (122, 57%) or death 
(120, 63%) (Figure 22), many individuals who favoured a hospice indicated that they 
would ideally like to remain in their homes as long as possible.  

A number of respondents who identified hospice as their preferred place of care noted 
that they would ideally die in the home, but did not feel this was a viable or realistic 
option.  A hospice was commonly identified as the preferred backup service should 
death in the home not be possible. The qualitative commentary indicates that the 
home is underrepresented as the first preference for place of care and death and 
hospice overrepresented.  

“I would prefer to die at home, but as I live alone I think that its not possible, also I live 
25 kilometers from Launceston. Then my preference would be a Hospice.” 

Survey response, November 2015 (carer or former carer of a palliative care patient) 

“Would like to die at home, but mostly not possible in experience. Everybody wishes to 
die at home, but not everybody can. Hospice as a back-up is essential for the 

community.” 

Survey response, November 2015 (current or former health professional) 

In providing commentary about their preference for a hospice facility, community 
members frequently reflected on Philip Oakden House. Many community members 
referenced their positive experiences with this facility as part of their explanation for 
why a standalone hospice is preferred.  

“Philip Oakden House - it was wonderful as far as the family was concerned.  That is 
what we need again.  I have experienced St. Lukes section too and it is just not the same. 

As far as the family is concerned.” 

Survey response, November 2015 (member of the general public) 

“Would prefer to stay at home, but if that is not possible then Hospice care would be 
very good, as I have experienced this with my late husband. He was in the wonderful 

place that was at the Manor and had excellent care.”  

Survey response, November 2015 (carer or former carer of palliative care patient) 

“If not possible to be at home with Specialty Pal Care & Community Staff & Medicos, a 
facility like the one that was provided at the Manor in past years. Philip Oakden House 

was the best facility available for people in Northern Tas. It was a calm supportive caring 
peaceful place that provided everything needed by someone in a time of turmoil in their 

life. Support needed by family & friends was also the best possible.” 

Survey response, November 2015 (current or former health professional) 

“Depending on the level of my illness, I would prefer palliative care at home, where I am 
familiar with my environment and have my memories of a good life lived.  However, 
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should this not be possible, my next choice would be in a dedicated hospice as I have 
witnessed the care of a loved one in the Philip Oakden Hospice when it was attached to 

the Manor, Kings Meadows. It is disappointing that this facility no longer exists for 
patients.”  

Survey response, November 2015 (member of the general public) 

In contrast to community members who were typically positive about the standalone 
hospice model, service providers questioned the practicality and appropriateness of 
this setting for the delivery of care. A number of limitations to this service were raised 
at the Service Provider forum in January 2016, with attendees suggesting a standalone 
hospice is not suitable for Northern Tasmania. Concerns included:  

 lack of access to hospital facilities and medical services 

 requirement to transfer patients to hospitals to receive medical services is not 
always appropriate and can increase patient/family anxiety 

 isolation from other medical professionals in a standalone facility will inhibit 
peer review of the care which is provided and may impact upon accountability 

 resources cannot be shared with other services in a hospice, creating 
inefficiencies 

 small facilities not being attractive to potential recruits, impacting upon the 
ability to staff a hospice facility 

 poor training opportunities for staff working within the facility due to limited 
interaction with other services. This may also impact upon the ability to recruit 
staff 

 creation of stigma around a hospice as the ‘place to die’ may inhibit the 
application of current service models where palliative patients can be 
discharged to the community if preferred.  

9.2.2 In the home 

The stated care preferences of individuals in Northern Tasmania do not fully align with 
national studies. As discussed in section 6, an increasing number of Australians are 
seeking to receive palliative care, and ultimately die, in their own homes. This does not 
align with the expressed care preferences of individuals through the survey, with 32% 
of respondents seeking care in the home (68) and 25% seeking to die in the home (48) 
(see Figure 22)103.  

Throughout the study, a large number of community members and health 
professionals identified the benefits of enabling individuals to die in the home. This 
included supporting people to die in a location where they are comfortable and family 
and friends are easily able to visit.  

                                                           
103

 As discussed in section 9.2.1, it is noted that while some individuals identified hospice as their 
preferred place of death, qualitative feedback suggested that they would prefer to die in the home but did 
not feel this was possible.  
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While some community members identified the home as their preferred place of care 
and death, a number of limitations and barriers were raised. Typically, this focused 
around the:  

 impact on the individual’s family and friends 

 suitability of the home location for a palliative patient 

 availability and accessibility of appropriate support (including support provided 
by family/friends and established service providers).  

Impact on family and friends 

Many stakeholders expressed concerns that their families would be negatively 
impacted as a result of a death in the home. It was noted that the adoption of the 
carer role can be highly stressful for family members and friends prior to, and 
following, the death of the patient. This may alter the relationship between the family 
member and patient, limiting their ability to interact with the individual in their normal 
capacity (for example, husband, wife or child).  

In addition, anecdotal evidence suggested that some individuals may find it distressing 
to reside in a home where a family member has died. Health professionals and 
community members referenced instances where individuals had either been unable 
to enter the room where someone had died, or had ultimately felt the need to move 
homes.  

Suitability of the home as a palliative care setting 

Health professionals noted that some homes are not suitable locations for the delivery 
of palliative and end of life care. Physical barriers to the provision of this form of care 
were identified where, for example, the patient is: 

 being cared for in a small room where community providers of palliative care 
(eg. nursing staff) are unable to easily access the patient 

 overweight or obese and therefore being difficult to move as required 

 in a home with unsuitable facilities (for example, a low bed, small bathroom 
etc.) 

Availability of and accessibility of support 

The availability of appropriate support was also identified as a barrier to the provision 
of palliative care in the home. This includes support provided by professional 
organisations and service providers, as well as by the individual’s family and friends.  

Feedback from community members and health professionals suggested that it may be 
difficult for individuals to receive palliative care in their homes if they:  

 do not have family members or friends in the local area; and/or 

 their family and friends are physically or emotionally unable to take on the level 
of care required.  
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Concerns around the availability of family/friends to support death in the home 
supports the adoption of a mixed methods delivery model where individuals can be 
admitted to palliative facilities for short periods of time to allow a break for 
family/friends and discharged to allow death to occur in the home.  

In addition, community members are unlikely to stay in their home if they are unsure 
of what support is available, or how this can be accessed. Commentary provided in the 
survey highlighted that some individuals did not feel it was possible to remain in their 
homes with the existing services.  

In particular, confusion was identified around:  

 the availability of after-hours community palliative care services and support 

 the role of each service provider in the delivery of palliative care 

 points of contact to engage community service providers.  

9.2.3 Hospital 

Community members were typically unsupportive of the delivery of palliative care in a 
hospital setting, with only three percent of survey respondents preferring this location 
of care (6) and/or death (5) (Figure 22).  

Qualitative feedback highlighted that, when considering a hospital as a location for 
palliative and end of life care, community members typically focused upon care in a 
ward, not private rooms. Several reasons were identified by respondents as to why 
they would not seek palliative care in a hospital. This included:  

 the clinical nature of the hospital setting 

 lack of privacy in a wards environment 

 lack of facilities designed for families and friends (sitting rooms, 
accommodation areas etc.).  

While the delivery of palliative and end of life care in a hospital setting was not 
supported by community members, service providers identified a number of potential 
benefits to this setting. In providing this commentary, it is noted that service providers 
focused on the delivery of care in private, purpose built rooms within a hospital, rather 
than on general wards. Benefits include:  

 availability of a range of medical services and supports (including a range of 
medical specialties and equipment) 

 enabling patients who have received care in a hospital setting to die in place 
(that is, removing the requirement for patients who have received acute care 
within the hospital to be transferred to alternative facilities). 

9.2.4 Residential aged care facility 

Respondents to the November 2015 survey were typically not supportive of receiving 
palliative and end of life care within an RACF. Only 2% (5) of respondents said they 
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would prefer to receive palliative care in a RACF and 1% (2) said this would be their 
preferred place of death (Figure 22).  

“Residential aged care facilities are lonely and horrible places to die.” 

Survey response, November 2015 (member of the general public) 

“Some residential aged care facilities have an appropriate palliative care environment 
but not all and they still all have other competing priorities” 

Survey response, November 2015 (member of the general public) 

A number of concerns were raised throughout the consultations about the 
appropriateness of RACFs as a setting for palliative and end of life care, including:  

 Accessibility for community members 

As RACFs are perceived as services for older Australians (aged over 65 years), 
palliative care within this setting is not seen as appropriate for all community 
members. The potential inaccessibility of palliative care within an RACF setting 
was raised with particular reference to younger Tasmanians and individuals 
with a disability who may require access to palliative care. Residential areas of 
RACFs were not seen as an appropriate location to care for these members of 
the community. 

“Not all patients are old. Not fair if younger patients end up [in] a nursing home to die. 
Grossly inappropriate!”  

Survey response, January 2016 (carer or former carer of a palliative patient) 

 Impact on residents and palliative patients 

Health professionals and community members suggested the delivery of 
palliative care within an RACF may have a detrimental impact upon both 
residents and palliative patients within the facility. Concerns were raised that 
the proximity of palliative care patients may increase the focus of residents on 
death and dying.  

“Aged care residents are already faced with their own mortality on a daily basis with 
other residents failing around them. Watching the demise of others in 'their home' and 

additionally witnessing a families grief at this time would be additionally distressing and 
confusing for those residents suffering from Dementia. Palliative patients generally want 
to live until they die, being admitted to a nursing home reinforces to those patients, they 
are going before their time. This would be emotionally devastating for patients and their 

families.” 

Survey response, January 2016 (current or former health professional) 

“poor alternative...think of the other residents having their HOME turned into a death 
factory” 

Survey response, January 2016 (member of the general public) 
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Despite concerns around the collocation of palliative care and RACFs, it is noted that 
Philip Oakden House was collocated with an RACF. This service is fondly remembered 
by community members.  

9.3 Needs and preferences of particular communities 

Needs and preferences for palliative and end of life care are likely to vary for different 
communities within Northern Tasmania. This may include communities which are 
defined by geographical location, cultural background or other similarities.    

This section presents findings relating to the needs and preferences of particular 
communities within Northern Tasmania.  

9.3.1 Rural communities 

Individual’s residing in Northern Tasmania have a very strong sense of community and 
attachment to their local area. As a result, it is common for individuals residing in rural 
areas to seek palliative and end of life care in their local communities.  

As noted in section 7, palliative care beds are currently available within the rural 
communities. Throughout the study, it was evident that many health professionals in 
rural communities are passionate about providing palliative care, and enabling 
individuals to die in their local communities.  

“As a rural hospital nurse - we are praised for our palliative care and our beautiful 
facility, please do not take away or palliative beds” 

Survey response, January 2016 (current or former health professional) 

There is a perception within the community, and amongst health professionals, that 
the majority of individuals have a strong preference to remain in their local area. 
Where individuals have received care in Launceston, they are likely to request to be 
transferred back to the rural area. The availability of palliative care beds and 
community services in rural areas is sought for a number of reasons:  

 familiarity with the location and staff 

It is likely that individuals requiring palliative care in rural areas will have 
previously interacted with local health services and service providers in the 
area. The availability of palliative care in the rural communities provides 
continuity and consistency in care as the patient approaches the end of life and 
requires palliative care.  

 accessibility for family and friends 

It was reported during consultations that many individuals in rural areas of 
Tasmania have resided in the particular community for extended periods. Due 
to the length of time spent in the community, it is likely that individuals 
requiring palliative care will have their network of friends and family in the local 
area. The availability of palliative care in rural communities ensures that family 
and friends are able to easily visit and spend time with the individual receiving 
palliative care. 
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 increased confidence to receive care in the home 

Individuals in rural communities may have a preference to die in their own 
home with support from community based services. The presence of palliative 
care beds within the local rural community provides individuals who seek to die 
in the home with increased confidence and reassurance that inpatient services 
are available nearby if required.  While these individuals may not seek to access 
the palliative care beds, knowing these beds are available should something 
unexpected occur (for example, unexpected need for medical intervention of 
the family being unable to cope with death in the home) provides reassurance.  

While it is expected that the majority of people will seek to stay in the local 
community, choice over place of death is still important. Some community members 
will prefer to receive palliative care in Launceston, particularly if they are well known 
in the community or among hospital staff.  

A number of barriers were identified which may limit an individual’s ability, or 
willingness to travel into Launceston from a rural area to receive palliative care. These 
barriers typically related to the impact upon the patient of not being able to stay in a 
familiar environment and ability of the individual’s family and friend to visit them.  

Traveling into Launceston to receive palliative care or visit a family member/friend was 
considered to be a highly stressful experience for community members and their 
families, particularly when attempting to come to terms with the imminent death of a 
loved one. Stress travelling to Launceston was attributed to a range of factors, 
including:  

 lack of familiarity with Launceston, including lack of certainty about parking 
availability and transport options 

 lengthy travel times (particularly where the individual is unable to remain in 
Launceston while the person receives care) 

 accommodation costs for friends and/or family members who cannot stay with 
the patient (eg. in the Melwood Unit)104.  

The difficulties of visiting someone in Launceston are expected to be exacerbated for 
older Tasmanians. Where an elderly individual from a rural community is receiving 
palliative care in Launceston, it is likely that the majority of their friends and family 
would also be elderly. Community members and health professionals noted that it 
would be particularly difficult for elderly community members to travel. In addition to 
the factors identified above, this group may also be impacted by:  

 limited transport options, particularly where the person does not have access 
to a car, or no longer drives 

 lack of confidence driving long distances outside their local community  

                                                           
104

 While all service providers can provide overnight accommodation for carers, it is likely that some 
members of large groups would need to source their own accommodation. In addition, friends of the 
patient may not feel comfortable staying in the facility.  
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 lack of confidence driving and parking in larger cities such as Launceston. 

9.3.2 Paediatric palliative care 

At the time of this study, demand for paediatric palliative care in Northern Tasmania 
was low. Typically, the Launceston General Hospital only has one or two patients 
requiring paediatric palliative care each year. Due to the low overall demand for 
paediatric palliative care, it is not uncommon for a health professional to only need to 
provide this form of care once every few years.  

The low demand for paediatric palliative care aligns with demand in other areas of 
Australia. 

Existing services 

Currently, Women’s and Children’s Services (WACS) within the Launceston General 
Hospital provide palliative care to children within the hospital, and also support the 
provision of this care within the community.  

WACS are currently supported by the SPCS in Launceston. As the majority of its clients 
are adults, the SPCS does not have specialist knowledge relating to the provision of 
palliative care for children. WACS therefore currently also consult with paediatric 
palliative care specialists in Melbourne.  

Anecdotal evidence highlights that, to date, all children who have required inpatient 
palliative care have remained within the WACS unit at the LGH. WACS staff reported 
that they have offered some families the option of going to the Melwood Unit, but find 
that families would rather stay in a familiar environment where their child has been 
receiving care. WACS staff were satisfied with their ability to support paediatric 
palliative care on the ward with specialist medical support from SPCS.  

While there is satisfaction with the inpatient services, number of gaps in the 
community support available for paediatric palliative care in the home were identified. 
Under current arrangements, neither the SPCS nor Community Nurses provide hands 
on palliative care support for children in the community, with the SPCS adopting a 
consultative role.  

Historically, the Community Nurses have focused on providing nursing support to 
adults. As such, it was reported that they do not have extensive experience providing 
care to children. During consultations conducted as part of this study, the Community 
Nurses agreed that they do not currently have a large role in supporting paediatric 
care. It was noted that they may be able to provide greater support in the future under 
specialist guidance.  

As neither the SPCS or Community Nurses have provided hands on medical support to 
paediatric palliative care patients in the community, nursing staff working for WACS 
have also been providing/supporting care in the home. WACS are not currently funded 
to provide this type of care.  

The provision of community based care by WACS may have a substantial impact upon 
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the overall workload within the LGH ward. Staff highlighted that paediatric palliative 
care within the community can have highly unpredictable timings and may be quite 
time intensive for nursing staff. The potential requirement for a nurse (or nurses) from 
WACS to spend lengthy periods in the community caring for a paediatric palliative 
patient has implications on overall workload for the unit.  

While WACS highlighted the potential benefits of increased specialist paediatric 
palliative care training, it was noted that this does not form a large part of their overall 
workload. Staff acknowledged that the benefit of increased training in this area should 
be weighed against training in other areas which arise more frequently.  

Preferences for care 

Families and care providers can be reluctant to move a child receiving palliative care 
from a familiar environment. For this reason, many families requiring access to 
paediatric palliative care have a preference for the child to remain in the family home 
or on the ward where they have received treatment. The familiarity of the 
environment and staff in these locations provides a sense of comfort for both the child 
receiving care and their family.   

In addition to the specialist medical knowledge associated with paediatric palliative 
care, a number of potentially different needs and considerations were identified for 
children.  

Due to the age of paediatric patients, the make-up of the family group is often quite 
different to adults receiving palliative care. Family networks for a child are likely to 
involve multiple generations of the family, potentially including:  

 parents 

 young siblings/cousins 

 grandparents 

 aunts and uncles. 

The presences of multiple generations within the family group can result in a very large 
care network, with different needs to adults. When providing paediatric palliative care, 
the specific requirements of each generational group need to be considered, and 
appropriate support provided. In particular, care and support for siblings was 
identified as being very important when they are also of a young age.  

It is important to ensure that the physical care environment is suitable to the needs of 
the paediatric patient and their large carer group. Inpatient rooms may need to be 
established in a manner which ensures that they are appropriate for, and can 
accommodate, multiple generations. Specific considerations include: 

 ensuring that the room is not overly clinical and can be decorated in a way 
which is appealing to a child (for example, use of child friendly colours, images 
and bedding) 

 ensuring that play equipment is available for use by younger siblings of the 
patient. This may be within the room, or in a nearby family area 
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 allowing additional space to accommodate numerous family members at any 
given time 

 establishing facilities so that parents can stay with the child while they are 
receiving care. This may be supporting overnight accommodation in the child’s 
room, or in a family room adjacent to the child.  

9.3.3 Culturally and linguistically diverse communities 

Practices and the approach and dying can vary significantly within different cultures. As 
there a range of different cultural groups residing in Northern Tasmania, it is important 
that the specific cultural needs of an individual and their support network are 
considered in providing palliative and end of life care.  

Existing service delivery 

Individuals from all cultural and linguistic backgrounds are able to access the services 
throughout Northern Tasmania.  

Within Launceston, anecdotal evidence suggests that the Melwood Unit is well placed 
to accommodate cultural requests and meet the specific needs of community groups. 
It was reported that individuals from diverse communities have had a positive 
experience at this facility, with staff willing to accommodate cultural requests.  

Feedback provided by other service providers throughout Northern Tasmania also 
reflected their willingness to accommodate particular cultural groups.  

However, within different communities there is uncertainty about the flexibility of 
current services to meet cultural requests and needs. Some communities within 
Northern Tasmania (for example, migrant groups) may assume that they would be 
unable to undertake particular cultural activities within the facilities. This includes 
uncertainty around whether the facilities and services would allow, for example, 
cultural and religious ceremonies, prayers and chanting.  

Needs and preferences 

A number of needs and preferences were identified for individuals from diverse 
cultural backgrounds in relation to palliative and end of life care. In many respects, 
these needs and requirements mirror the needs for any form of health care (ie. not 
limited to palliative care).  

 Cultural acceptance 

Regardless of culture, all community members seek an inclusive, tolerant 
service which is accepting of their individual needs. In relation to individuals 
from culturally and linguistically diverse backgrounds, it is important that staff 
employed by the palliative care services have an understanding and acceptance 
of diverse cultures and practices.  

When receiving palliative care, it is important individuals and particular 
communities are aware whether cultural practices and traditions around death 
and dying can occur in a facility. For example, depending upon their culture, 
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individuals may seek to perform particular religious and cultural ceremonies, or 
perform chants and prayers. As there is limited understanding of what can 
occur in current facilities, there is a need to increase community understanding 
of the services which are available and cultural activities which can be 
undertaken at facilities (this could include familiarisation of community 
leaders). 

 Communication and understanding 

Communication and understanding is very important in relation to the delivery 
of health care services. It is essential that the individual receiving palliative care 
and carers (friends and family) have a clear understanding of what is occurring 
and what is expected to occur in the future.  

Access to high quality translation services is crucial to meeting the needs of this 
group. Translation services may need to explain complex medical concepts to 
the patient in a way which can be easily understood and inform decision 
making. Palliative care staff may need to be trained in the use of these services 
to ensure effective, timely and accurate communication.  

In addition, individuals who do not speak English, or who have only basic 
English abilities, would benefit from translated written materials about the 
palliative care services which are available. The ability to read materials in the 
patient’s primary language can substantially increase awareness of the services 
which are available, and inform their decisions around end of life.  

Any translated materials should utilise simple concepts to describe the available 
service. The translation should be tailored to the community, and not just be a 
straight translation of the English version.  

 Accommodation of large carer groups 

Individuals currently working with the migrant population in Northern 
Tasmania highlighted that a large number of people may wish to visit the 
individual at any given time. Space to accommodate large groups of family and 
friends (including overnight accommodation for some) is therefore important. 

 Staff gender 

Some cultures have strong views around gender and the appropriateness of 
interactions. Therefore staff of both genders should ideally be available to 
accommodate preferences and needs of individuals. This was identified as 
particularly important in relation to staff who have direct, physical contact, with 
the patient and provide care services such as showering. 

9.3.4 The LGBTI community 

The LGBTI community have a number of concerns in relation to accessing health 
services, including palliative and end of life care. Representatives from this stakeholder 
group were very motivated to participate in the consultation process and provide input 
on the needs of this community for palliative care.  
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Due to historic persecution, the LGBTI community are often cautious when accessing 
health care services. In particular, members of this community may have concerns 
about:  

 the discretion of health care services (particularly when the individual is not 
‘out’ within the community) 

 the extend of health professionals’ understanding and experience with LGBTI 
needs 

 the sensitivity and respect of health care providers in engaging with the 
individual and their carer group.  

These concerns may prevent some members of the LGBTI community from seeking 
access to health care services. This is expected to impact upon the willingness of older 
LGBTI community members to seek medical support. These concerns act as a barrier to 
service access for some members of the LGBTI community.  

Where health care is required, the individual may be reluctant to engage with local 
providers, and instead seek care outside their local community or prefer to receive 
care in the home. 

Health providers consulted with as part of this study highlighted their focus on 
providing an inclusive service which is accessible to all community members. Despite 
this, some members of the LGBTI community are likely to remain hesitant of accessing 
health services, including palliative and end of life care.  

Needs and preferences 

Where individuals from the LGBTI community are required to engage with medical 
services to receive palliative care, it is very important they feel the service operates in 
a non-judgemental, inclusive manner. Members of this community may seek 
reassurance that the service will be discrete and respectful of their particular situation 
and needs. As it is expected that some members of the LGBTI community will be 
reluctant to enter a medical facility to receive care, community based palliative care 
options are very important for this group. 

A number of options were identified by representatives from LGBTI interest groups 
which could be applied to increase the perceived inclusivity of palliative care services: 

 acknowledge that members of the LGBTI community may identify themselves 
differently, including not identifying with the male or female gender. Individuals 
consulted with as part of the study highlighted the importance of not limiting 
members of the LGBTI community to identifying as either male or female. It 
was suggested that forms are structured to ensure that the individual can 
identify themselves as they prefer and unisex toilets are available in facilities. 

 ensure that all staff providing palliative care have received training which 
focuses on the needs of the LGBTI community. Training should cover a range of 
issues including, for example, how to care for individuals who have had gender 
reassignment surgery or use hormones on a regular basis 
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 focus on ensuring that inclusive community services are available for those 
members of the LGBTI community who do not wish to enter a medical facility. 
As staff providing community based services will be entering the patients home, 
it is highly important that they understand and respectful of the needs of the 
LGBTI community. In addition, the LGBTI patient needs to feel empowered to 
request a change of staff if they are uncomfortable with a particular service 
provider being in their home. 

 ensure that private rooms and areas are available for members of the LGBTI 
community in palliative care facilities. This is particularly important where the 
individual is not ‘out’ within the community, allowing them to sit with their 
carer group in a private environment. 

A number of LGBTI accreditation and training courses are currently available 
throughout Australia. It is likely that an advertised accreditation under, for example, 
the rainbow tick standards105 would increase the confidence of LGBTI community to 
access a particular health service. Accreditation under a scheme would demonstrate 
that the facility is committed to the inclusion of the LGBTI community and responsive 
to its needs.  

9.3.5 Individuals with a disability 

Tasmania has the highest prevalence of disability in Australia, with one-quarter of the 
population living with a disability in 2012106. Conditions such as Motor Neurone 
Disease were reported as being particular prevalent. Due to the prevalence of 
disability, the feasibility study sought to understand the particular needs and 
preferences of people with a disability for palliative care, and how well the existing 
services can meet their needs.  

Individuals with a disability can reside in a range of settings, including group homes, 
alone or with their families and friends. It was noted during the study that the 
disability group homes in Northern Tasmania have an ageing population (aligning with 
overall population trends). Rapid deterioration of individuals with a disability is 
expected as they age, with deterioration often occurring at an earlier age than 
average. It is anticipated that this will impact upon demand for palliative care services 
from this group.  

Existing service delivery 

Individuals with a disability currently receive palliative and end of life care in a range of 
settings. This includes the location they identify as home (which may include in a group 
home) and health facilities.  

                                                           
105

 Quality Innovation Performance, Rainbow Tick Standards, Available at: 
http://www.qip.com.au/standards/rainbow-tick-standards/  
106

 Australian Bureau of Statistics, 4430.0 – Disability, Ageing and Carers, Australia: Summary of Findings, 
2012. Available at: 
http://www.abs.gov.au/ausstats/abs@.nsf/lookup/3A5561E876CDAC73CA257C210011AB9B?opendocum
ent  

http://www.qip.com.au/standards/rainbow-tick-standards/
http://www.abs.gov.au/ausstats/abs@.nsf/lookup/3A5561E876CDAC73CA257C210011AB9B?opendocument
http://www.abs.gov.au/ausstats/abs@.nsf/lookup/3A5561E876CDAC73CA257C210011AB9B?opendocument
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Anecdotal evidence suggests that it can be difficult for individuals residing in a group 
home to access palliative care services. These individuals may be perceived as already 
residing in a care environment and thus experience difficulties accessing additional 
services.  

The capacity of group homes throughout Northern Tasmania to support palliative and 
end of life care is highly variable. Depending upon service structure and staffing levels, 
the home may have insufficient resources to support patients as they deteriorate and 
have higher care needs. It was reported that this form of care is particularly 
challenging in homes which are not fully staffed throughout the day. Residents of 
some homes are expected to be away from the home during the day, with staffing only 
available overnight. Support provided by the SPCS within the group home setting was 
well received by service providers.  

The Melwood Unit is seen as providing good support for individuals with a disability 
such as Motor Neurone Disease. Disability support workers consulted with as part of 
the study highlighted that they were aware of individuals with a disability who had 
positive experiences in this facility.  

Despite generally positive comments about the capability of the Melwood Unit, it was 
suggested that additional support may be required for individuals with an intellectual 
disability. These individuals may have highly unpredictable behaviours which require 
additional staffing and observation. For example, it may not be possible for these 
individuals to be left alone for extended periods, or they may require care within a 
secure environment. The capacity of the Melwood Unit to provide constant monitoring 
or a secure room was questioned by disability workers. 

Needs and preferences 

The needs and preferences of individuals with a disability are likely to be highly 
variable. This will vary depending upon a range of factors including the individual’s 
disability, worldview, living environment and level of family support. 

As the needs of individuals with a disability are likely to be highly variable they were 
not explored in depth as part of the consultation activities. It would important for 
palliative care services to work with the individual and their family to understand the 
needs to be met. Common needs which were identified included secure areas for 
individuals with an intellectual disability and the importance of respite care.  

Disability service providers highlighted that it is often less traumatic for individuals 
with a disability to receive palliative care in place. As such, this group has a 
requirement for highly skilled community based palliative care services that provide 
appropriate care within private residences or group homes. While there is a 
preference for individuals with a disability to remain in place as they receive palliative 
care, this may not always be possible for a range of factors, potentially including:  

 the family is not able to meet the higher care needs of the individual as they 
deteriorate within the home 

 the individual resides in a group home which is not appropriately staffed to 
support palliative and end of life.  
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Disability service providers also reported that individuals with a disability can have 
highly unpredictable trajectories and behaviours which must be managed as part of 
the provision of palliative care. They identified a need for a highly flexible approach to 
the delivery of palliative care for this group to accommodate the range of needs, 
trajectories and behaviours which may be encountered.  

A flexible approach to palliative care for individuals with a disability should allow them 
to be cared for in a range of settings over variable periods. This may include enabling 
short term admissions to palliative care facilities to provide respite for the patient’s 
family. This flexible approach aligns with many of the factors identified as part of 
better practice / contemporary approaches to the delivery of palliative care in general.  

It was noted that individuals with a disability may also form part of the carer network 
for people receiving palliative care (for example, a child or family member). Additional 
support for the carers may be required in this situation. It was highlighted that it would 
be important to ensure that the individual with a disability understood what was 
occurring and appropriate processes were in place to support them moving forwards. 
The patient receiving palliative care may also require additional support to ensure they 
feel comfortable with care that will be provided to the individual with a disability after 
their death.  

For example, one telephone survey respondent indicated that they were the primary 
care for their adult child with a disability. The respondent was very concerned about 
the child’s level of comprehension of the dying process and what would occur after the 
respondent’s death given the small family presence in Northern Tasmania.  

9.3.6 Individuals with a mental health issue 

While consultation was undertaken to explore the needs of individuals with mental 
health issues, no specific needs or requirements were identified by stakeholders 
working in this field.  

PCA guidelines and relevant literature suggests mental health should be considered in 
the provision of palliative and end of life care. The PCA standards note that mental 
health issues may complicate the provision of palliative care with issues for the 
patient, carers and health professionals. The importance of relationships between 
palliative care and mental health services is highlighted as a key factor in achieving the 
best outcomes for these patients107. 
  

                                                           
107

 Standards for providing quality palliative care for all Australians, Palliative Care Australia, 2005, page 12 
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10 Benchmark analysis 

PCA has generated benchmarks for the delivery of palliative care services in Australia. 
These benchmarks adopt a population based approach to calculate the:  

 number of dedicated palliative care beds required for a community 

 FTE required to provide palliative and end of life care.  

The benchmarks are calculated to provide guidance around the palliative care services 
which an area may require. They are not designed to be definitive and local factors 
should be taken into account when planning palliative care services.  

10.1 Dedicated palliative care beds 

PCA guidelines recommend that a total of 6.7 dedicated palliative care beds should be 
available for every 100,000 people residing in an area. These guidelines assume 85% 
occupancy of the palliative care beds108.  

The PCA guideline was used to calculate the total number of palliative care beds which 
would be required within each LGA. Table 24 details the number of beds required 
according to the 2015 guideline. Table 24 also includes the number of beds required to 
2035 based on population projections.  

Table 24 Required palliative care beds (PCA guidelines) 

LGA 2015 2020 2025 2035 

Launceston 4.56 4.67 4.78 4.94 

West Tamar 1.56 1.6 1.62 1.65 

Meander Valley 1.32 1.33 1.34 1.31 

Northern Midlands 0.86 0.85 0.85 0.82 

Dorset 0.48 0.47 0.45 0.42 

George Town 0.45 0.45 0.44 0.43 

Break O'Day 0.44 0.44 0.45 0.44 

Flinders 0.05 0.05 0.05 0.04 

Northern Tasmania 9.72 9.87 9.98 10.05 

Based on the 2015 population approximately 10 dedicated beds are required in 
Northern Tasmania. The calculations suggest that there will be a negligible increase in 
the number of dedicated beds from 2015 (9.72) to 2035 (10.05).  

                                                           
108

 Palliative Care Australia, Palliative Care Service Provision in Australia A Planning Guide, page 18 
Available at: http://palliativecare.org.au/wp-content/uploads/2015/07/Palliative-Care-Service-Provision-
in-Australia-a-planning-guide.pdf  

http://palliativecare.org.au/wp-content/uploads/2015/07/Palliative-Care-Service-Provision-in-Australia-a-planning-guide.pdf
http://palliativecare.org.au/wp-content/uploads/2015/07/Palliative-Care-Service-Provision-in-Australia-a-planning-guide.pdf
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The majority of beds would be required in the Launceston LGA (4.56 in 2015, 
increasing to 4.94 by 2035).  

When interpreting these benchmarks, it is important to consider the Northern 
Tasmanian context. Factors discussed in section 5 such as the ageing population and 
high incidence of chronic disease is likely to create need in excess of the guidelines 
shown in Table 24.  

Alignment of current services with the benchmark 

Table 25 compares the required beds with the existing number of beds in each LGA.  

This table compares the benchmark to:  

 all palliative care beds which are available (including dedicated and non-
dedicated public and private beds) 

 all public beds (dedicated and non-dedicated) 

 dedicated public beds only.  

Dedicated beds are only used to provide palliative care services. As the palliative care 
suites in rural hospitals may be used to provide non-palliative care if required, they are 
considered to be non-dedicated beds.  
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Table 25 Comparison of benchmark beds with actual services 

  

ALL PALLIATIVE BEDS PUBLIC BEDS 
DEDICATED PUBLIC BEDS 

(EXCLUDES RURAL HOSPITAL) 

LGA 
BENCHMARK 
BEDS (2015) 

COUNT DIFFERENCE 
PROPORTION 

OF 
BENCHMARK 

COUNT DIFFERENCE 
PROPORTION 

OF 
BENCHMARK 

COUNT DIFFERENCE 
PROPORTION 

OF 
BENCHMARK 

Launceston109 4.56 15 10.44 329% 4 -0.56 88% 4 -0.56 88% 

Dorset 0.48 1 0.52 210% 1 0.52 210% 0 -0.48 0% 

Georgetown 0.45 1 0.55 220% 1 0.55 220% 0 -0.45 0% 

West Tamar 1.32 1 -0.32 76% 1 -0.32 76% 0 -1.32 0% 

Meander 
Valley 

1.56 2 0.44 128% 2 0.44 128% 0 -1.56 0% 

Break O'Day 0.86 3 2.14 351% 3 2.14 351% 0 -0.86 0% 

Flinders 0.44 1 0.56 229% 1 0.56 229% 0 -0.44 0% 

Northern 
Midlands 

0.05 1 0.95 1856% 1 0.95 1856% 0 -0.05 0% 

Total 9.72 25 15.28 257% 14 4.28 144% 4 -5.72 41% 

                                                           
109

 The number beds In the Melwood Unit can be adjusted to meet demand if required.  
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As shown in Table 25, the guideline is exceeded if all palliative care beds are 
considered and if only public beds are considered. Counting only dedicated public beds 
does not meet the guideline but is also not considered to be a true reflection of bed 
availability in Northern Tasmania given services are currently available in the non-
dedicated palliative care suites.    

While the guideline is exceeded for Northern Tasmania as a whole, the distribution of 
beds within the rural areas is not optimally aligned with the guideline. Misalignment 
between the actual number of beds and the benchmark was evident in: 

 West Tamar, where 1.32 beds are required, but only one is available 

 Break O’Day where three beds are available, but only 0.86 is required 

 in all LGAs where part beds are required.  

The requirement for part beds supports the current model of not operating the 
palliative care suites in the rural hospitals as dedicated beds and allowing these to be 
flexibly utilised.  

10.2 Palliative care FTE 

PCA provides guidelines and benchmarks relating to the FTE required to deliver 
palliative care. The required FTE is calculated for each setting based on:  

 a population based approach for community services (per 100,000 residents) 

 the number of acute beds for hospital consultative services (per 125 beds) 

 the number of designated palliative care beds for dedicated palliative inpatient 
services (per 6.7 beds).  

The total FTE for a region is calculated as the total across all three settings.  

The FTE benchmarks are shown in Table 26. These benchmarks only focus on those 
positions required to provide care to the patient and do not include, for example, 
administrative staff.  Arrows indicate that the FTE in one setting, work across other 
settings. 

  



 

Department of Health and Human Services – Northern 
Hospice Feasibility Study  

grosvenor management consulting 
 

107 

 

Table 26 FTE benchmarks 

 

COMMUNITY BASED 
SERVICE 

(EFT PER 100,000) 

ACUTE HOSPITAL 
CONSULTATIVE SERVICE  

(EFT PER 125 BEDS) 

PALLIATIVE CARE 
DESIGNATED BEDS 
(EFT PER 6.7 BEDS) 

MEDICAL 

Palliative Care 
Specialist110  1.5    

Registrar111  1   

Resident medical 
officer N/A N/A 0.25 

Liaison Psychiatry112  0.25   

NURSING 

Clinical Nurse 
Consultants (CNC) 1 0.75 N/A 

Clinical Nurses 2 N/A N/A 

Registered and enrolled 
nurses N/A N/A 6.5 

Discharge liaison113   0.25  

ALLIED HEALTH 

Social Work 0.5 0.25 0.25 

Bereavement support 0.25 0.1 0.1 

Pastoral Care 0.25 0.25 0.25 

Psychology 0.25 0.1 0.1 

Speech Pathology 0.2 0.2 0.2 

Dietician114  0.2  

Physiotherapy 0.4 0.2 0.2 

Occupational Therapy 0.4 0.2 0.2 

Pharmacist N/A 0.25 0.1 

Other 0.5 N/A 0.025 

    

                                                           
110

 The benchmarks assume that this position would work across all three care settings. FTE has been 
calculated based on 100,000 population to align with the 2004 report.  
111

 The benchmarks assume that this position would work across all three care settings. FTE has been 
calculated based on 100,000 population to align with the 2004 report. 
112

 Ibid 
113

 Ibid 
114

 Ibid 
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COMMUNITY BASED 
SERVICE 

(EFT PER 100,000) 

ACUTE HOSPITAL 
CONSULTATIVE SERVICE  

(EFT PER 125 BEDS) 

PALLIATIVE CARE 
DESIGNATED BEDS 
(EFT PER 6.7 BEDS) 

COORDINATOR OF VOLUNTEERS 

Coordinator 

1:40 volunteers 

providing direct 

patient support 

1:50 volunteers 

providing direct patient 

support 

1:50 volunteers providing 

direct patient support 

1:65 'process' 
volunteers (routine 

practical tasks) 
1:65 'process' volunteers 
(routine practical tasks) 

1:65 'process' 
volunteers(routine 

practical tasks) 

The benchmarks have been used to calculate the required FTE based on the following 
three situations. The required FTE under each situation is shown in Table 27. 

1. the current public and private palliative care beds which are available in 
Northern Tasmania 

2. the current public palliative care beds which are available in Northern 
Tasmania 

3. the number of palliative care beds required to meet the benchmark beds 
(detailed in section 10.1). 

Table 27 Benchmark FTE 

 

1. CURRENT BEDS  

(PUBLIC AND 
PRIVATE)115 

2. CURRENT BEDS 

(PUBLIC ONLY) 

3. BENCHMARK 
BEDS116 

MEDICAL 4.92 4.51 4.35 

Palliative Care Specialist 2.18 2.18 2.18 

Registrar 1.45 1.45 1.45 

Resident medical officer 0.93 0.52 0.36 

Liaison Psychiatry 0.36 0.36 0.36 

NURSING 32.48 21.28 16.93 

Clinical Nurse Consultants 
(CNC) 3.77 3.77 3.77 

Clinical Nurses 2.90 2.90 2.90 

Registered and enrolled 
nurses 25.44 14.25 9.90 

Discharge liaison 0.36 0.36 0.36 

                                                           
115

 This has been calculated based on all palliative care beds currently available in Northern Tasmania and 
includes both dedicated, and non-dedicated beds.  
116

 Calculated based on 9.72 palliative care beds.  
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ALLIED HEALTH 14.39 12.05 11.14 

Social Work 2.43 2.02 1.86 

Bereavement support 1.04 0.88 0.82 

Pastoral Care 2.07 1.66 1.50 

Psychology 1.04 0.88 0.82 

Speech Pathology 1.65 1.33 1.20 

Dietician 0.29 0.29 0.29 

Physiotherapy 1.94 1.62 1.49 

Occupational Therapy 1.94 1.62 1.49 

Pharmacist 1.15 0.98 0.92 

Other 0.82 0.78 0.76 

Total 51.79 37.84 32.42 

As shown in Table 27, up to 51.79 FTE would be required under the benchmarks to 
deliver care based on the current population and available beds. This would drop to 
32.42 FTE if only 9.72 palliative care beds were available in accordance with the 
guidelines.  

The majority of the FTE required to deliver palliative and end of life care is nursing 
staff. Based on the current population and number of beds, 63% (32.48) of the 
required FTE would be nurses.  

While the benchmarks provide indicative information about the number of FTE which 
may be required, a number of other factors were identified by PCA which should also 
be considered when determining staffing. The following factors may increase the 
required FTE beyond that shown in Table 27.  

 patient’s condition (for example, Motor Neurone Disease and HIV/AIDS are 
more resource intensive) 

 demographics (younger people may require more support) 

 admissions of patients or carers in crisis 

 duration of care (in excess of anticipated timeframes) 

 lack of family support (eg. individuals dying without support at home or, a 
patient’s family requiring a large amount of support) 

 infrastructure limitations and remoteness of community (geographic spread of 
services) 

 cultural differences (particularly where interpreters are required) 

 public health commitment / initiatives (including community education and 
staff training). 
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It was not possible to definitively calculate the number of FTE currently delivering 
palliative care in Northern Tasmania using the available data. As such, Northern 
Tasmania’s performance against the benchmark was not able to be assessed.  
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11 Options Analysis 

Data and feedback collected through the study were used to inform the identification 
of potential service delivery models for the future delivery of palliative and end of life 
care in Northern Tasmania. Community feedback on these options was sought as part 
of the second phase of consultation in January 2016.  

11.1 Approach to analysis and costing 

The identified models were analysed against the feasibility criteria established as part 
of the study (see section 3.2). Analysis against these criteria enabled an assessment of 
the viability and feasibility of each of the potential models.  

Analysis of the different options was conducted at a high level against expected 
capacity, staffing and comparative costs. The full operational details and costs of each 
model would need to be determined and confirmed as part of planning for the 
implementation of future services if an alternative model was selected for 
implementation. As such, the following should be considered when utilising cost 
information presented in this report: 

 limited analysis has been conducted within Australia about the cost of 
delivering palliative care in a dedicated hospice facility. Very little publically 
available information has been reported about typical costs for the ongoing 
operation of these services. Data was collected from other services to 
determine indicative costs for the establishment and ongoing operation (per 
bed) of a standalone hospice facility. The actual cost per bed in Tasmania may 
vary from the figures presented depending upon the size, occupancy, staffing 
and location of the hospice. 

 while efforts have been made to identify indicative costs of the services, the 
cost will vary depending upon the features of the model which is adopted. For 
example, cost per bed is likely to be higher in a small facility as overhead costs 
are distributed across a larger number of beds. Similarly, cost per patient will be 
higher in services which have low occupancy, as costs are distributed across 
fewer patients.  

11.2 Service delivery model and options identification 

Options were identified throughout the study for the future delivery of palliative care 
in Northern Tasmania. Given the current palliative care services cover both rural 
communities and Launceston, a range of service delivery models were identified and 
analysed for each area.  

Better practice approaches to the delivery of palliative care highlight that it is 
important services are available in both health facilities and the community. As such, 
the discontinuation of the community services was not considered as part of the 
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study117; however, opportunities for improvement were identified (refer to section 
12.2.3).  

Table 28 provides an overview of the different options which were assessed as part of 
this study. Detailed information about each option and analysis against the feasibility 
criteria is presented in sections 11.3 and 11.4.  

Table 28 Analysed options 

RURAL AREAS LAUNCESTON COMMUNITY SERVICES 

Status quo – Continued 
operation of palliative 
care suites in rural 
hospitals 

Status quo - Contracted beds in 
the Melwood Unit 

Findings from the study have 
highlighted the ongoing need for 
community based palliative care 
services. As such, community 
services should be maintained.  

In analysing future service delivery 
models, improvements to the 
existing community based services 
were identified. 

Palliative care suites in 
RACFs (contracted beds) 

Establishment of a standalone 
hospice facility 

Centralised palliative care 
services in Launceston 

The establishment of a 
palliative care unit within an 
RACF (contracted beds) 

 Dedicated palliative care beds 
in the LGH 

While the models are presented discretely, it is essential that the overall service 
delivery model considers the suitability across settings and geographic areas.  It is 
possible that a combination of options could be appropriate.  

Section 12 provides overarching conclusions for the most feasible service delivery 
model for Northern Tasmania when considering the area as a whole.   

11.3 Rural areas 

Three potential models were analysed in relation to the delivery of inpatient palliative 
care services in rural areas, as described in Table 29. 

Table 29 Service Delivery Models - Rural Areas 

OPTION OVERVIEW 

Status quo – Continued 
operation of palliative care 
suites in rural hospitals 

Inpatient palliative care is delivered within the non-dedicated 
palliative care suites located in the rural hospitals. Services within 
the rural palliative care suites would continue to be provided by 
the hospital staff, with support, guidance and consultation 
provided by SPCS as required.  

As the number of palliative care suites in West Tamar does not 
meet the benchmark, it may be appropriate to consider the 

                                                           
117

 It is noted that evaluations are currently being conducted into some of the community service 
providers. The outcomes of these evaluations should be utilised to inform decisions around the future of 
each service.  
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OPTION OVERVIEW 

establishment of an additional suite in this LGA. Despite this, as no 
concerns were raised about the capacity in this area through the 
consultation activities this may not be necessary at the present 
time.  

Replacement of the palliative 
care suites with dedicated 
beds in one, or multiple, 
RACFs in rural areas 

Inpatient palliative care is delivered through dedicated beds within 
RACFs in the rural communities. Under this model, the THS would 
need to contract sufficient beds in each LGA to meet the PCA 
benchmarks.  

Palliative care beds would be staffed by the RACFs, drawing upon 
specialist expertise of the SPCS as required.   

Centralisation of inpatient 
palliative care services to 
Launceston 

Inpatient palliative care is only delivered through palliative care 
beds in Launceston. All community members requiring inpatient 
palliative care would be transferred to a centralised facility which 
has sufficient capacity to meet the PCA benchmarks for Northern 
Tasmania.  

The centralised facility would be staffed by palliative care nurses 
and other allied health professionals, drawing upon specialist 
expertise provided by the SPCS.  

11.3.1 Preferred options – rural areas 

The preferences and views of service providers and community members typically 
aligned in relation to the three potential service delivery models for rural areas. A 
strong preference was identified for the ongoing operation of palliative care suites in 
the rural hospitals. 

The operation of the rural palliative care suites was seen as being essential to ensure 
the continued availability of inpatient services to individuals in rural areas. In addition 
to enabling people to receive inpatient services in their communities, the ongoing 
operation of the palliative care suites was seen as supporting the delivery of care in 
the home.  

Figure 23 compares the preferred option (ranked as number one) by respondent type. 
The continued operation of the rural palliative care suites was the most commonly 
preferred option for all types of respondents. This was particularly favoured by 
individuals who identified as:  

 carers or former carers (71%, 17)  

 current or former health professionals (79%, 46). 
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Figure 23 Preferred service delivery model for palliative care beds in rural areas 

11.3.2 Continued operation of the rural palliative care suites 

The feasibility of the continued operation of dedicated palliative care suites in the rural 
hospitals has been analysed against the feasibility criteria. The outcomes of this 
analysis are detailed in Table 30.  

Table 30 Assessment of the rural palliative care suites 

FEASIBILITY CRITERIA ASSESSMENT AND COMMENTARY 

Service capacity 

Met 

Met – The current number of suites exceeds the PCA guidelines in six 
of the seven rural LGAs and no concerns have been identified about 
the capacity of the rural palliative care suites. The suites have current 
processes in place to manage demand in excess of the number of 
available suites.  

Quality and safety 

Met 

Met – Current service delivery aligns with relevant standards and 
guidelines. While a small number of concerns were raised about the 
quality of care, this does not reflect the majority view. Quality of the 
services is likely to be enhanced through the support of the SPCS.  

Accessibility and reach 

Met 

Met – The rural palliative care suites extend the reach of services 
throughout Northern Tasmania. These suites are able to meet the 
particular needs and requirements of individuals from a range of 
community groups. 

Health sector workforce 
capacity 

Met 

Met – No concerns were raised in relation to the current staffing of 
the palliative care suites.  

Service model / model of 
care 

Met 

Met – The palliative care suites utilise contemporary approaches to 
the delivery of palliative care and align with community and service 
provider preferences.  
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FEASIBILITY CRITERIA ASSESSMENT AND COMMENTARY 

Integration with broader 
care sector 

Met 

Met – Rural hospitals are well integrated with the broader care sector 
of Northern Tasmania and have established relationships with care 
providers.  Increased use of technology (including videoconferencing 
and teleconferencing) may further support integration and 
collaboration with the SPCS in Launceston. 

Cost of service delivery 
(ongoing) 

Establishment costs 

Currently, 10 rural palliative care suites are available in Northern 
Tasmania. Where a suite is already in operation, there would be no 
establishment costs associated with implementing this model.  

In order to meet the PCA benchmarks, one additional unit may be 
required in West Tamar. Based on 2011 data relating to the 
construction and fit out costs of existing palliative care suites, the 
establishment of the additional suite is expected to cost 
approximately $85,000 to $90,000118. 

Ongoing operation 

The cost of operating the palliative care suites could not be isolated 
from the overall operational costs of the rural hospitals as the delivery 
of palliative care is integrated with other services. As a result, it was 
not possible to isolate or report upon the cost of operating a palliative 
care suite within a rural hospital as part of this study.  

Sustainability 

Met 

Met – The rural palliative care suites can be utilised flexibly which 
promotes sustainability of the facilities.  

The ongoing operation of the rural palliative care suites within the rural hospitals is 
considered to be a feasible. A number of benefits were identified to this approach, 
including:  

 established service delivery model which is well accepted by the community 
and aligns with preferences for care 

 appropriate staff are already engaged to provide palliative care services 

 access to hospital facilities promotes the quality of service. 

11.3.3 Dedicated beds in RACFs within rural communities 

The feasibility of operating dedicated palliative care beds in RACFs within rural 
communities has been analysed against the feasibility criteria. The outcomes of this 
analysis are detailed in Table 31.  

                                                           
118

 Based on construction and fit out costs provided for a 32 square metre palliative care suite in 2011. 
Available data showed total costs of $81,000 (equivalent of $2,531.25 per square metre) per suite in 2011. 
This has been escalated using trend data about construction costs in Tasmania reported in Review of 
Australian Construction Market Conditions (WT Partnership, March 2015). The escalated cost was 
calculated as $2,570.05 per square metre ($82,242 per suite). http://www.wtpartnership.com/market-
report/australia-review-of-australian-construction-market-conditions/  

http://www.wtpartnership.com/market-report/australia-review-of-australian-construction-market-conditions/
http://www.wtpartnership.com/market-report/australia-review-of-australian-construction-market-conditions/
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Table 31 Assessment of RACFs in rural areas 

FEASIBILITY CRITERIA ASSESSMENT AND COMMENTARY 

Service capacity 

Met 

Met – Sufficient beds should be established to meet current and 
expected future demand in rural communities. 

Quality and safety 

Can be met 

Can be met – Any RACF that provides palliative care beds would be 
required to meet accreditation standards, providing assurance around 
the quality of service. While limited medical support at the RACF may 
impact upon quality, it is noted that RACFs and the rural hospital are 
collocated in some communities increasing access to medical support in 
some instances. 

Accessibility and reach 

At risk 

At risk – While this model would support the availability of inpatient 
palliative care in rural areas, palliative care beds within RACFs may not 
be seen as accessible to some community groups (including younger 
Tasmanians) 

Health sector workforce 
capacity 

At risk 

At risk – The available workforce in rural communities may be 
insufficient to staff palliative care beds in RACFs. Existing RACF staff 
would need to be upskilled to provide more complex palliative care.  

Service model / model of 
care 

Can be met (pending 
cultural change) 

Can be met – While the RACF service delivery model would meet many 
of the requirements for the delivery of palliative and end of life care, 
substantial cultural change would be required to gain community 
acceptance of the delivery model.  

Integration with broader 
care sector 

Can be met (pending 
cultural change) 

Can be met – RACFs throughout Northern Tasmania have existing 
relationships with the broader care sector. Some cultural change would 
need to occur to enhance the acceptance and integration of RACFs as 
providers of high needs palliative care. 

Cost of service delivery 

Establishment  

RACFs in Launceston provided estimates of the cost of establishing a 
palliative care unit (incorporating multiple beds) as part of the study. As 
the costs provided by the RACFs focused on a large unit, they are 
unlikely to reflect the costs of establishing one palliative suite at RACF’s 
in rural areas. As the features which would be required in the palliative 
rooms in an RACF would be similar to those in the established palliative 
care suites at the rural hospitals, the cost of construction and fit out for 
a palliative care suite has been used to estimate the cost of establishing 
rooms in an RACF.  

The cost of establishing a 32 square metre palliative care suite in a rural 
hospital is estimated at between $85,000 and $90,000 per room119. 

Under this model, a total of nine suites would need to be constructed 
throughout Northern Tasmania to meet the PCA benchmarks. Based on 
the cost estimate per room, total establishments costs may range from 

                                                           
119

 Based on construction and fit out costs provided for a 32 square metre palliative care suite in 2011. 
Available data showed total costs of $81,000 (equivalent of $2,531.25 per square metre) per suite in 2011. 
This has been escalated using trend data about construction costs in Tasmania reported in Review of 
Australian Construction Market Conditions (WT Partnership, March 2015). The escalated cost was 
calculated as $2,570.05 per square metre ($82,242 per suite). http://www.wtpartnership.com/market-
report/australia-review-of-australian-construction-market-conditions/ 

http://www.wtpartnership.com/market-report/australia-review-of-australian-construction-market-conditions/
http://www.wtpartnership.com/market-report/australia-review-of-australian-construction-market-conditions/
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FEASIBILITY CRITERIA ASSESSMENT AND COMMENTARY 

$765,000 to $810,000. 

Ongoing operation 

Cost estimates provided by RACFs in Launceston for the ongoing 
operation of a palliative care bed (cost per bed day) have been used to 
estimate cost per bed in rural areas. It is noted that the cost per bed day 
will fluctuate depending upon occupancy.  

The ongoing operation of a palliative care room within a RACF is 
estimated at between $547.59 and $677.59 per bed day.  

Sustainability 

Met 

Met – By locating palliative care services within established RACF 
resources could be utilised across both the palliative and residential 
services to distribute costs and increase sustainability.  

The delivery of inpatient palliative care services within rural RACFs is considered to be 
feasible with some limitations.  

Limitations include:  

 lack of support for the delivery model, with perceptions of RACFs as only 
providers of residential care (requiring cultural change) 

 service accessibility for all community groups (including younger Tasmanians) 
more be more limited or perceived as more limited 

 insufficient workforce capacity to staff additional beds within the RACFs 

 lack of hospital equipment and services may impact upon quality of care which 
is provided.  

11.3.4 Centralisation of services to Launceston 

The feasibility of centralising inpatient palliative care services to Launceston has been 
analysed against the feasibility criteria. The outcomes of this analysis are detailed in 
Table 32.  

Table 32 Assessment of a centralised model 

FEASIBILITY CRITERIA COMMENTS 

Service capacity 

Can be met 

Met – Sufficient beds could be established within a new or existing 
centralised facility in Launceston to meet current and future demand 

Quality and safety 

Partially met 

Partially met – While a high quality service may be provided this 
model would not align with standards that indicate individuals should 
have access to palliative care regardless of geographic location.  

Accessibility and reach 

Not met 

Not met – The centralised model would not support the delivery of 
palliative care services in rural communities.  

Health sector workforce 
capacity 

At risk 

At risk – Given the limited workforce available in Launceston, and 
concerns about the future availability of palliative care staff, the 
available workforce capacity may be insufficient to staff a large 
centralised facility or service.  
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FEASIBILITY CRITERIA COMMENTS 

Service model / model of 
care 

Not met 

Not met – This service delivery model does not align with community 
preferences or contemporary models of care which suggest 
individuals should have services available in their local communities. 

Integration with broader 
care sector 

At risk 

At risk – This model may detrimentally impact upon integration by 
reducing the engagement of the rural hospitals in the provision of care 
throughout Northern Tasmania.  

Cost of service delivery  

The cost of service delivery would be variable depending on the model 
which is adopted. Costs of various options for the delivery of palliative 
care in Launceston are detailed in section 11.4. It is noted that a 
centralised model would also incur higher transport costs which 
should be considered in addition to the cost of the palliative care 
beds.  

Sustainability 

Not met 

Not met – Community opposition to a centralised service and limited 
workforce capacity may negatively impact upon the sustainability of 
this model. 

The operation of a centralised model to support palliative care for individuals 
throughout Northern Tasmania is not considered to be feasible.  

A number of limitations have been identified which impact upon the feasibility of this 
model. Limitations include:  

 lack of alignment with standards and guidelines 

 potential inability to appropriately staff the centralised facility in Launceston 

 lack of accessibility for individuals in rural areas 

 lack of alignment with the preferences of health professionals and community 
members.  

 lack of integration with rural communities. 

11.4 Launceston 

Four potential service delivery models for the Launceston area were identified and 
analysed against the feasibility criteria. An overview of each model is detailed in Table 
33. 

Table 33 Service Delivery Models - Launceston 

OPTION OVERVIEW 

Status quo - 
Contracted beds in 
the Melwood Unit 

Inpatient palliative care services continue to be provided through the Melwood 
Unit at the Calvary Hospital. As the number of beds within the Melwood Unit 
substantially exceeds the benchmark for the Launceston area, no changes are 
proposed to the capacity of this unit.  

There are some opportunities for improvement that could be considered to 
further increase alignment with community preferences.  

In testing this option as part of the consultation activities, respondents were 
asked to consider and identify their preferred option should the Melwood Unit 
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OPTION OVERVIEW 

remain as is, or be altered.  

Residential Aged 
Care Facilities 

Inpatient palliative care services are delivered from a dedicated unit at a RACF 
in Launceston. Due to funding limitations it is anticipated that the dedicated 
beds within the RACF would need to be contracted by the THS.  

The RACF unit would need to have at least five beds to meet the PCA 
benchmark for Launceston. This service should also have capacity to meet 
some additional demand:  

 from other areas of Northern Tasmania where individuals cannot be 
cared for in the rural hospitals  

 generated as a result of ageing population and high incidence of 
disability and chronic illness in Tasmania.  

Therefore, it is expected that a unit within an RACF would require at least six 
beds to meet expected demand120, with a total of 15 required to match the 
current capacity which is available in the Melwood Unit.  

Standalone 
Hospice 

Inpatient palliative care services are delivered through a dedicated, standalone 
hospice within Launceston. In order to meet the PCA benchmark for the 
number of beds required in Launceston, the hospice should have at least five 
beds. This service should also have capacity to meet some additional demand:  

 from other areas of Northern Tasmania where individuals cannot be 
cared for in the rural hospitals  

 generated as a result of ageing population and high incidence of 
disability and chronic illness in Tasmania.  

Therefore, a dedicated hospice would require at least six beds to meet 
expected demand121, with a total of 15 required to match the current capacity 
which is available in the Melwood Unit. It should be noted that it is generally 
considered that a hospice will require at least 10 beds in order to be feasible.  

Launceston 
General Hospital 

Palliative care suites are established within the Launceston General Hospital to 
provide palliative care services. Care would be provided by hospital staff with 
the support of the SPCS.  

At least six suites would need to be established to meet expected demand122 
with a total of 15 required to match the current capacity which is available at 
the Melwood Unit.  

11.4.1 Preferred options - Launceston 

Feedback was collected from community members about each of the four options 
during the phase 2 consultation activities. Discrepancies were identified in the 
preferences and justification of service providers and members of the community.  

Figure 24 compares the preferred option of carers and former carers, current and 
former health professionals and the general public.  

                                                           
120

 As calculated using the PCA benchmarks.  
121

 As calculated using the PCA benchmarks.  
122

 As calculated using the PCA benchmarks.  
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Figure 24 Preferred options - Launceston 

There is a strong preference to establish a standalone hospice facility in Launceston 
among carers and former carers and members of the general public. Of respondents in 
these groups 73% (16) of carers and former carers and 79% (42) of the general public 
preferred the hospice model. While current and former health professionals are less 
likely to prefer this option, the majority of survey respondents in this group listed this 
as their preferred option (56%, 32).  

Throughout the consultation activities, community members often highlighted their 
support for the establishment of a standalone hospice, however, were unable to 
articulate why they felt this was the best option. Assessment of the features and 
services which were referenced in relation to why a hospice is needed suggested that 
all could be delivered in an alternative model as detailed in section 8.1. The 
community did not identify any clear rationale or features which could only be 
provided within a standalone hospice.  

Community members within Northern Tasmania expressed a desire for the number of 
available services to be increased. This was particularly evident at the public forum, 
where many community members expressed a preference for the establishment of a 
dedicated hospice in addition to the existing services (ie. Melwood Unit).  

11.4.2 Contracted beds in the Melwood Unit 

The feasibility of the continued operation of contracted beds within the Melwood Unit 
has been analysed against the feasibility criteria. The outcomes of this analysis are 
detailed in Table 34.  
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Table 34 Assessment of contracted beds in the Melwood Unit 

FEASIBILITY CRITERIA ASSESSMENT AND COMMENTARY 

Service capacity 

Met 

Met – The total number of beds within the Melwood Unit exceeds the PCA 
benchmarks for Northern Tasmania. The current approach to managing public 
beds will provide increased flexibility and ensure sufficient beds are available 
to meet demand for both public and private patients.  

Quality and safety 

Met 

Met – The Melwood Unit is currently providing a high quality service which 
aligns with established quality and safety guidelines. The unit’s location with 
a hospital ensures that appropriate medical support is available at all times.  

Accessibility and reach 

Met, but could be 
improved 

Met, but could be improved – The Melwood Unit is accessible to all 
community members. Limited community understanding of the flexibility to 
respond to community requests may impact upon perceived accessibility.  

Health sector 
workforce capacity 

Met 

Met – The Melwood Unit is currently appropriately staffed by a workforce 
employed by Calvary and the SPCS. Community GP’s are also able to admit 
patients to this facility and continue to provide their care. 

Service model / model 
of care 

Met 

Met – The model applied at the Melwood Unit aligns with contemporary 
practice. Features and services available within the Melwood Unit align with 
needs and preferences expressed by service providers and most preferences 
expressed by community members.  

Integration with 
broader care sector 

Met, but could be 
improved 

Met, but could be improved – Overall the Melwood Unit is adequately 
integrated with the broader care sector. Integration could be further 
enhanced through increased understanding of the Melwood Unit and 
improved GP relationships and admission rights. 

Cost of service delivery  

Under the current contract with Calvary Hospital for four public beds, the cost 
of care per bed day within the Melwood Unit is $820.99. This includes 
$743.40 (the contracted cost per bed) and $77.59 (cost of medical specialist 
staff). 

As the unit is already operational, no establishment costs are associated with 
this model. 

Sustainability 

Met 

Met – As a contracted service the THS has certainty around the ongoing 
operation of the Melwood Unit for the next several years. The location of the 
unit within an established hospital provides greater cost efficiency and 
increases the sustainability of this model.  

The ongoing operation of contracted palliative care beds within the Melwood has been 
assessed as feasible.  

11.4.3 Residential Aged Care Facilities 

The feasibility of establishing a palliative care unit within a RACF in Launceston has 
been analysed against the feasibility criteria. The outcomes of this analysis are detailed 
in Table 35.  
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Table 35 Assessment of RACFs in Launceston 

FEASIBILITY CRITERIA COMMENTS 

Service capacity  

Can be met 

Can be met – Any unit established within a RACF should be designed to have 
sufficient capacity to meet current and expected future demand. 

Quality and safety 

Can be met 

Can be met – Any RACF that provides palliative care beds would be required 
to meet accreditation standards, providing assurance around the quality of 
service. However, more limited medical support would be available onsite at 
an RACF (including medical specialists and equipment), potentially impacting 
upon the overall quality and safety of the service when compared to other 
models. 

Accessibility and reach 

At risk 

At risk – Palliative care units within an RACF may not be seen as accessible to 
younger members of the community. 

Health sector 
workforce capacity 

At risk 

At risk – Given the limited workforce availability in Launceston, and ageing 
workforce, there may be insufficient workforce capacity to appropriately staff 
a new facility within an RACF. 

Service model / model 
of care 

Can be met (pending 
cultural change) 

Can be met – While the RACF service delivery model would meet many of the 
requirements for the delivery of palliative and end of life care, substantial 
cultural change would be required to gain acceptance of the delivery model 
by community members and current health professionals. 

Integration with 
broader care sector 

Can be met (pending 
cultural change) 

Can be met – RACFs throughout Northern Tasmania have existing 
relationships with the broader care sector. Some cultural change would need 
to occur to enhance the acceptance and integration of RACFs as providers of 
high needs palliative care.  

Cost of service delivery  

Costs associated with the establishment and ongoing operation of this service 
delivery model would vary depending on the size, design and occupancy of 
the unit. The following costs are based on information provided by RACFs and 
should be considered as indicative only.  

Establishment  

$190,000 to $200,000 per room ($1.2 million for six beds and $1.9 million for 
10 beds) 

Ongoing operation 

Variability was evident in estimates of the ongoing operational costs.  The 
most robust cost analysis suggested ongoing operational costs of:   

 $600 per bed day (six bed unit) 

 $470 per be day (ten bed unit) 

These estimates do not include the cost of medical specialists consulting to 
the RACF. It is assumed that this cost would be consistent with costs of 
medical specialists servicing the Melwood Unit ($77.59 per bed day). 

Total 

$547.59 to $677.59 per bed day 

Sustainability 

At risk 

At risk – While operation of the palliative care unit by an established RACF is 
likely to increase sustainability and efficiency of the service, a number of risks 
to sustainability are identified. Notably, the model is very similar to that of 
Philip Oakden House which was not sustainable. 
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The delivery of inpatient palliative care services within a RACF is considered to be 
feasible with some limitations. Limitations with this model include:  

 lack of support for the delivery model, with perceptions of RACFs as only 
providers of residential care (requiring cultural change) 

 service accessibility for all community groups (including younger Tasmanians) 
more be more limited or perceived as more limited 

 insufficient workforce capacity to staff additional beds within the RACFs 

 lack of hospital equipment and services may impact upon quality of care which 
is provided.  

11.4.4 Standalone hospice facility 

Throughout the study, it was evident that there is a high degree of active community 
support for the operation of a dedicated hospice. Regardless of which option was 
presented to community members, a large subset requested a hospice facility.  

The feasibility of developing a standalone hospice facility in Launceston has been 
analysed against the feasibility criteria. The outcomes of this analysis are detailed in 
Table 36.  

Table 36 Standalone hospice - assessment 

FEASIBILITY CRITERIA COMMENTS 

Service capacity 

Can be met 

Can be met – Any standalone hospice facility could be constructed with 
sufficient beds to meet current and expected future demand.  

Quality and safety 

Can be met 

Can be met – Any facility that provides palliative care beds would be 
required to meet accreditation standards, providing assurance around the 
quality of service. However, more limited medical support would be 
available onsite at a standalone facility (including medical specialists and 
equipment), potentially impacting upon the overall quality and safety of the 
service when compared to other models.  

The clinical and management governance model would require careful 
planning and implementation to ensure quality and safety are maintained.   

Accessibility and reach 

Can be met 

Can be met – A standalone hospice in Launceston would be accessible to all 
individuals within Northern Tasmania. The policies and processes 
implemented by the service provider would inform accessibility for 
individual community groups.  

Health sector 
workforce capacity 

At risk 

At risk – the limited palliative care workforce within Northern Tasmania 
may be insufficient to staff a new facility. As a result of the media attention 
and lobbying around the establishment of a hospice there is some division 
among the Northern Tasmanian workforce. This may impact upon the 
willingness of some service providers to work within a standalone hospice. 

Service model / model 
of care 

Can be met 

Can be met – The establishment of a standalone hospice aligns with the 
strong community preferences for this form of facility. It aligns with 
guidelines supporting palliative and end of life care in a range of settings.  
The service model would require careful planning and management to 
ensure that practice is appropriately integrated with the broader care 
sector.  
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FEASIBILITY CRITERIA COMMENTS 

Integration with 
broader care sector 

At risk 

At risk – Integration would be dependent upon the relationships a hospice 
service provider was able to establish with the broader care sector and 
community. This may be limited by physical distance between the hospice 
and other services. Media attention and lobbying relating to the 
establishment of a hospice may impact on the willingness of some service 
providers to collaborate. 

Cost of service delivery 

It was not possible to calculate exact costs associated with this service 
delivery model as part of this study. The full costings would be variable 
depending a range of factors including: 

 site selected for the hospice (refurbishment of an existing facility 
or construction on a greenfield site) 

 size of the hospice (number of beds, staffing areas etc.) 

 design of the hospice (informed by the size of the site).  

Based on indicative data collected and analysed as part of the study, the 
cost of establishing and operating a hospice facility is expected to be: 

 approximately $176,500 per bed for establishment within an 
existing facility (refurbishment) 

 $466,000 to $532,500 per bed to establish a hospice on a 
greenfield site 

 $787 to $827123 per bed day for ongoing operation (including the 
cost of the bed and specialist medical services). 

Sustainability 

At risk 

At risk – The operation of a standalone hospice has not been historically 
viable in Northern Tasmania.  

The delivery of inpatient palliative care services within a dedicated (standalone) 
hospice facility is considered to be potentially feasible, with some limitations. 
Limitations for this model include:  

 available workforce within Launceston may be insufficient to appropriately staff 
the facility 

 media attention and lobbying relating to a hospice facility may impact on the 
willingness of other service providers to work with this service 

 the lack of hospital services available in a standalone facility may impact upon 
the quality of care which can be provided when compared to other models 
(requiring patients to be transferred to access some medical services) 

 historic lack of sustainability of hospice services in Launceston.  

                                                           
123 

It is anticipated that a standalone hospice would require approximately 10 beds in order to operate as 
a feasible service. It should be noted that the state currently funds four beds and therefore an additional 
six beds would need to be funded on an annual basis.  
Per bed day costs for a standalone hospice are based on information provided by the Ipswich Hospice 
(seven beds) and cost per bed day for a hospice detailed in the report “Palliative and community care in 
Queensland: towards person centred care” (2013). Available at: 
http://www.parliament.qld.gov.au/Documents/TableOffice/TabledPapers/2013/5413T2591.pdf.  

http://www.parliament.qld.gov.au/Documents/TableOffice/TabledPapers/2013/5413T2591.pdf
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11.4.5 Launceston General Hospital 

The possibility of establishing a palliative care unit in the Launceston General Hospital 
was identified at the end of the project. As such, this option was not fully tested as 
part of consultation activities and more limited information about this model was 
collected overall. 

The feasibility of the operating dedicated palliative care beds within the LGH has been 
analysed against the feasibility criteria. The outcomes of this analysis are detailed in 
Table 37.  

Table 37 Assessment of delivery within the LGH 

FEASIBILITY CRITERIA COMMENTS 

Service capacity 

Can be met (pending 
availability of space) 

Can be met pending availability of space – the long term availability of space 
to meet current and future demand would need to be confirmed with 
management at the LGH. Providing sufficient space is available, enough beds 
should be established to meet current and expected demand. 

Quality and safety 

Met 

Met – It is expected that a high quality service would be provided within the 
LGH. The hospital is currently accredited. 

Accessibility and reach 

Met 

Met – The LGH is an established facility which is accessible to all community 
members and able to meet the needs of individuals throughout Northern 
Tasmania.  

Health sector 
workforce capacity 

Can be met 

Can be met – Additional staff would need to be recruited to appropriately 
staff a palliative care unit within the LGH. A unit within an established hospital 
is expected to be more attractive to potential recruits than standalone 
facilities and offer increased training opportunities.  

Service model / model 
of care 

Can be met 

Can be met – The delivery of palliative care within established hospitals aligns 
with current standards and guidelines. Depending on the design of the 
palliative care unit and care model, it is expected that the majority of 
community preferences.  

Integration with 
broader care sector 

Can be met 

Can be met - A palliative care unit within the LGH would well connected with 
other hospitals services and able to leverage existing relationships with 
external service providers.  

Cost of service delivery  

Data relating to the cost of delivering palliative care services in the LGH were 
not available as part of this study. Any cost analysis would need to consider:  

 Construction and fit out costs 

 Ongoing operation 

 Opportunity cost of beds within the LGH.  

Sustainability 
Insufficient information was available to assess the sustainability of this 
model.   

The delivery of inpatient palliative care services within the LGH is considered to be 
potentially feasible, with some limitations. Limitations with this model include:  

 the lack of community support for the delivery of hospice services in acute 
hospital settings 
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 capacity of the workforce in Launceston to staff a new palliative care facility 
within the LGH.  

11.5 Community Services 

As community based services are generally well received by community members and 
health professionals, alternative approaches to delivering community based services 
were not analysed. Despite this, a number of opportunities to improve the existing 
community services were identified throughout the consultation activities.  

It is noted that an evaluation of the Better Access to Palliative Care program, including 
the Hospice@HOME service is currently underway. Additional opportunities to 
improve the community based services may be identified through these evaluation 
activities.  

An overview of the opportunities identified during this study is provided below. While 
these areas were identified as gaps and opportunities for improvement throughout the 
study, it is noted that projects are currently underway in Northern Tasmania in these 
areas. Notably, the Better Access to Palliative Care program and Primary Health 
Tasmania is conducting projects focusing on:  

 co-ordination and collaboration within the sector 

 further developing linkages and networks between palliative care providers124.  

Increase coordination and communication 

As a number of service providers are involved in the delivery of community based 
palliative care services, coordination between the services is highly important. This is 
particularly the case where multiple services are working with the same patient and 
family.  

A number of attendees at the service provider forum highlighted that, ultimately, all 
palliative care providers should be working to the same goal; to achieve the best 
outcomes for the patient and their family. The attendees noted that in order to 
achieve the best outcomes, the services should be working together to provide a 
consistent, coherent service; not competing for funding or clients.  

At the time of this study, a number of programmes were being conducted by Primary 
Health Tasmania which focused on coordination and communication between services 
including, for example, the Streamlined Care Pathways program.  

While projects are currently being conducted by Primary Health Tasmania, 
improvement opportunities with regards to coordination were raised throughout the 
study. These improvement opportunities focused around the communication of 
patient information and collaboration between different service providers in the 

                                                           
124

 Department of Health and Human Services, Better Access to Palliative Care Project. Available at: 
http://www.dhhs.tas.gov.au/palliativecare/better_access_to_palliative_care_project  

http://www.dhhs.tas.gov.au/palliativecare/better_access_to_palliative_care_project
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provision of care. This was seen as particularly important to ensure that services are 
consistent and avoid duplication in care.  

Improvement opportunities identified through the study which focused on simplifying 
and improving coordination included:  

 ensuring service providers actively communicate about patients and discuss the 
care which is being provided 

 establishing processes to share client files 

 undertaking joint visits to patients (where appropriate and desired by the 
individual and family).  

Increase understanding of the services which are available 

At the time of this study, confusion was evident amongst health professionals and the 
general public about the community based services which are available. Understanding 
of the various services, and willingness to access them, may be increased by 
promotional campaigns which focus on: 

 the role of the different service providers within the community 

 eligibility requirements to access community based services 

 existing referral processes.  

It is noted that Palliative Care Tasmania, as part of the Better Access to Palliative Care 
program has had a key role in raising awareness about existing palliative care 
services125. Activities undertaken by Palliative Care Tasmania may assist in mitigating 
this confusion.  

During the service provider forum it was highlighted that some health professionals in 
Northern Tasmania are using incorrect referral processes to access these services. 
Promotional activities may also assist in ensuring correct referrals.  

Current service providers highlighted the benefits of engaging with the public about 
community based services before they are required. Increased awareness through 
promotional activities would further assist individuals to:  

 understand their options and make informed decisions about where they would 
like to receive care 

 have confidence in their ability to remain at home if preferred.  

Simplify and communicate engagement processes and procedures 

Existing processes used to contact and engage with the different service providers are 
considered to be confusing for some community members. The establishment of a 
central point of contact for community based services was identified as an opportunity 

                                                           
125

 Department of Health and Human Services, Better Access to Palliative Care Project. Available at: 
http://www.dhhs.tas.gov.au/palliativecare/better_access_to_palliative_care_project 

http://www.dhhs.tas.gov.au/palliativecare/better_access_to_palliative_care_project
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to improve community based services. The central point of contact could either be 
implemented through:  

 assigning this role to one of the current service providers 

 assigning case managers to individual patients to simplify communication and 
engagement.  

Increase awareness and understanding of after hours support 

Processes to receive after hours support in the community are not currently well 
understood. The establishment and/or increased promotion of afterhours points of 
contact would assist in improving current services.  

It is noted that work relating to after hours support has been undertaken as part of the 
Better Access to Palliative Care program. This has included the development of core 
principles for the delivery of after hours services which will be made available on the 
Better Access to Palliative Care website in the future. 

Increase awareness of support for family and friends 

As palliative and end of life care focuses on supporting both the patient and their 
carers, appropriate support to friends and family of the patient is important. Some 
service providers suggested that the ongoing engagement with family and friends 
could be improved. The establishment of processes to ensure communication with 
friends and family following the death of the patient (where not already implemented) 
would assist in improving current services.  

Support services for family and friends can be provided through by a number of 
different professionals, with existing service providers currently offering this support. 
Projects conducted as part of the Better Access to Palliative Care program have 
focused on bereavement care in Tasmania126.   
  

                                                           
126

 Better Access to Palliative Care, Bereavement Care in Tasmania: Current Status and Future Directions 
for Palliative Care, September 2015. Available at:  
http://www.dhhs.tas.gov.au/__data/assets/pdf_file/0003/203817/20112015_Bereavement_Care_in_Tas
_discussion_Paper_and_Action_Plan_21_Dec....pdf  

http://www.dhhs.tas.gov.au/__data/assets/pdf_file/0003/203817/20112015_Bereavement_Care_in_Tas_discussion_Paper_and_Action_Plan_21_Dec....pdf
http://www.dhhs.tas.gov.au/__data/assets/pdf_file/0003/203817/20112015_Bereavement_Care_in_Tas_discussion_Paper_and_Action_Plan_21_Dec....pdf
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12 Conclusions and recommendations 

Through this feasibility study, conclusions have been developed in relation to:  

 the current approach to the delivery of palliative and end of life care services in 
Northern Tasmania (section 12.1) 

 the model of palliative care in Northern Tasmania (section 12.2). 

12.1 Current service delivery 

Alignment with PCA standards and guidelines 

Conclusion 1: The current service delivery model aligns with the population based 
guidelines established by Palliative Care Australia.  

Under the current service delivery model, a multidisciplinary approach to the delivery 
of palliative and end of life care throughout Northern Tasmania is applied. Through this 
service delivery model, palliative care is provided in a range of settings, allowing 
community members to access this form of care through:   

 inpatient services in Launceston and rural communities 

 within their homes (or a place they identify as home) with the support of 
community based services.  

A variety of service providers, health professionals and volunteers are engaged in the 
delivery of the palliative care services. Services can be provided throughout the health 
care system, including from primary care in the community (through GPs) to specialist 
services for those with complex care needs.  

This service delivery model aligns with guidelines published by PCA regarding the 
application of a population based approach to the delivery of palliative and end of life 
care. The inclusion of primary, acute and specialist care in the palliative care service 
delivery model reflects the PCA framework for palliative care service planning. Given 
the size of the Northern Tasmanian population, the model suggests that the region 
would require Specialist Palliative Care Level 1 resources (described in section 6), 
including:  

 palliative care for patients, primary carers and families whose needs exceed the 
capability of primary care providers 

 assessment and care consistent with needs 

 consultative support, information and advice to primary care providers 

 formal links to primary care providers and level 2 or 3 specialist palliative care 
providers who are resourced to meet the needs of patients, carers and families 
with more complex problems 
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 a multi-disciplinary team including medical practitioner with skills and 
experience in palliative care, clinical nurse consultant, allied health staff, 
pastoral care and volunteers.  

These suggested resources are reflected in the current approach to service delivery.  

Capacity of inpatient services 

Conclusion 2: The current number of inpatient palliative care beds in Northern 
Tasmania is sufficient to meet demand and is expected to remain sufficient within 
the assessed period (up to 2035).  

Through the feasibility study, the alignment of the PCA benchmarks was compared to 
the available palliative care beds in Northern Tasmania. This includes assessment of 
the benchmark against:   

 the total number of palliative care beds in Northern Tasmania (25 beds across 
the Melwood Unit and rural palliative care suites).  

 all public beds in Northern Tasmania (including the four beds in the Melwood 
Unit and beds in the rural palliative care suites) 

 only the dedicated public beds in Northern Tasmania (four beds in the 
Melwood Unit).  

A number of factors were considering in determining which beds should be included in 
the analysis of whether the PCA benchmark is met in Tasmania: 

 according to the benchmarks, less than one palliative care bed is required in all 
LGAs with the exception Launceston, West Tamar and the Meander Valley. 
Where less than one bed is required, it is not necessary to operate a dedicated 
bed  

 approximately 45.1% of the population in Tasmania has private health 
insurance, suggesting that there will be demand for both public and private 
beds.  

Given there is not a requirement for a dedicated bed in all areas, and there is expected 
to be demand for both public and private beds, all palliative care beds have been 
assessed in order to determine whether the PCA benchmark is met.  

When all palliative care beds are analysed, a total of 25 palliative care beds are 
currently available in Northern Tasmania. This substantially exceeds the PCA 
benchmark for beds based on:  

 the current population (total of 9.72 beds required for the 2015 population) 

 the projected population to 2035 (total of 10.05 beds required). 
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The number of palliative care beds aligned with the PCA benchmarks127 in the majority 
of rural LGAs, however, misalignment was identified in:   

 West Tamar (benchmark not met) 

 Break O’Day (benchmark exceeded by 2.14 beds).  

In Launceston, the PCA benchmark (4.56)128 is substantially exceeded when all 
palliative care beds129 are considered (15, exceeding the benchmark by 10.44 beds). 
When only the contracted public beds in Launceston are analysed, the benchmark for 
this LGA is not met, with four public beds available and a benchmark of 4.56 beds. As 
approximately 45.1% of the population in Tasmania have private health insurance this 
is not expected to have a substantial impact on ability to meet demand when 
combined with: 

 the flexible utilisation model currently applied at the Melwood Unit which 
enables more than four public patients to be admitted at any given time  

 the ability to exceed the 1,460 contracted public bed days (total of four public 
palliative care beds)if required 

 overall unit capacity (totalling 15 beds palliative care beds).  

A number of social and demographic factors about the Northern Tasmanian population 
are expected to impact upon demand for palliative care beds. This includes the 
following factors which are likely to increase demand above that calculated by the PCA 
benchmarks:  

 the ageing population 

 high incidence of chronic disease and disability  

 low socioeconomic setting.  

Due to these factors, it is anticipated that demand for palliative care in Northern 
Tasmania may be higher per capita than other areas of Australia and, therefore, 
palliative care beds in excess of those required under the PCA benchmarks may be 
required. As the current number of beds substantially exceeds the PCA benchmarks 
this is already being achieved.  

Satisfaction with the existing services 

Conclusion 3: There is generally a high level of satisfaction with the current services 
which are available, particularly in relation to the rural palliative care suites. 
Individuals who have accessed the Melwood Unit have been highly satisfied with the 
services provided.  

                                                           
127

 Calculated based on the 2015 population 
128

 Calculated based on the 2015 population 
129

 Including both private and public beds in the Melwood Unit 
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Community members and health professionals in Northern Tasmania were typically 
satisfied with the services that are available at the present time. In particular, there 
was a high level of satisfaction with:  

 the availability of inpatient and community based services to support patient 
choice over location of death 

 the availability of palliative care beds in rural communities, with the rural 
palliative care suites seen as providing high quality services and enabling 
individuals to remain in their local communities.  

 the contribution that community based services have made to the ability of 
people to receive palliative care in their homes.  

Individuals who had experienced the care available in the Melwood Unit were highly 
satisfied with this service.  

12.2 Model of palliative care 

Conclusion 4: Inpatient and community based palliative care services should be 
available in both Launceston and rural locations in Northern Tasmania. The 
availability of both types of service is essential to support patient choice over place 
of death and support the range of individual needs and circumstances.  

PCA guidelines for the delivery of palliative care highlight that (where possible) 
individuals should have access to a range of different palliative care services to provide 
them with choice in their place of death.  

In order to maintain alignment with the PCA guidelines for the delivery of palliative 
care, it is important that community members have access to:  

 inpatient services in Launceston 

 inpatient services in rural communities 

 community based services which support the delivery of palliative care in the 
home.  

The selected model should therefore include both inpatient services and community 
based support in Launceston and Northern Tasmania’s rural communities.  

Recommendation 1: Future models for the delivery of palliative and end of life care in 
Northern Tasmania should support patient choice over their place of death and 
include:  

 inpatient services in both Launceston and rural communities 

 community based services in all regions. 

12.2.1 Rural areas 

Conclusion 5: The ongoing operation of the rural palliative care suites is the most 
feasible option for the delivery of inpatient palliative care in rural areas of Northern 
Tasmania.  



 

Department of Health and Human Services – Northern 
Hospice Feasibility Study  

grosvenor management consulting 
 

133 

 

Three potential service delivery models were analysed for inpatient palliative care 
services in rural areas of Northern Tasmania:  

 continued operation of the palliative care suites within the rural hospitals 

 delivery of palliative care services through dedicated palliative care beds within 
RACFs  in rural areas 

 centralisation of palliative and end of life care services to Launceston.  

Each of these service delivery models was analysed against the eight feasibility criteria 
established as part of the study to understand their viability. The outcomes of the 
assessment for each model is summarised in Table 38.  

Table 38 Inpatient services for rural areas - feasibility comparison 

CRITERIA RURAL HOSPITALS RACFS CENTRALISATION 

Service capacity Met Met Can be met 

Quality and Safety Met Can be met Partially met 

Accessibility and Reach Met At risk Not met 

Health sector workforce 
capacity 

Met At risk At risk 

Service model / model 
of care 

Met 
Can be met (pending 

cultural change) 
Not met 

Integration with 
broader care sector 

Met 
Can be met (pending 

cultural change) 
At risk 

Cost of service delivery  

Establishment - $85,000 
to $90,000 per unit 

Operation – N/A 

Establishment - $85,000 
to $90,000 per unit 

Operation - $547.59 to 
$677.59 

Variable depending on 
Launceston model 

 

Sustainability Met Met Not met 

Summary Feasible 
Feasible with some 

limitations 
Not feasible 
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Analysis of the three service delivery models highlights that:  

 the ongoing operation of the rural palliative care suites is the most feasible 
service delivery model 

The ongoing utilisation of this model presents the least risk as:  

- services are already in place and appropriately resourced. The Tasmanian 
Government would not be required to pay any additional establishment costs 

- delivery of palliative care in the rural hospitals provides good accessibility 
within local communities and aligns with PCA guidelines and standards 

- additional support and medical services are available as required within the 
rural hospitals, positively supporting the provision of high quality care.  

It is noted that the number of palliative care suites available in West Tamar 
does not currently align with the PCA benchmarks. As no concerns were raised 
about capacity in this LGA, and overall the benchmark is substantially exceeded 
for Northern Tasmania the establishment of an additional bed is not necessary 
at the current time.  

 the establishment of palliative care suites within rural RACFs is feasible, 
however, there are some limitations with this model 

There are a number of similarities between the delivery of services in the rural 
hospitals and in RACFs. As with the rural palliative care suites, this model would 
ensure that palliative care services have a good reach into the rural 
communities, allowing individuals to access inpatient services in their local 
area. 

While this model may be feasible, it is noted that:  

- substantial costs would be associated with the establishment of the palliative 
care rooms in the RACFs. The establishment of these rooms would duplicate 
facilities already available within the rural hospitals 

- additional staff would be required to staff the palliative care services in 
RACFs. The available workforce within rural communities may be insufficient 
to provide appropriate staffing 

- services delivered within an RACF may not be perceived as accessible for all 
community members, particularly younger Tasmanians 

- patients may need to be transferred to the rural hospital or Launceston if 
additional medical services, support and equipment was required as part of 
care130. 

 it would not be feasible to implement a centralised service delivery model.  

The implementation of a centralised inpatient service delivery model is not 
feasible. This approach does not align with the PCA guidelines and standards 

                                                           
130

 This would not be problematic in communities such as Flinders Island where the rural hospital and 
RACF are collocated.  
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and would severely impact upon the accessibility of services throughout 
Northern Tasmania. 

Recommendation 2: It is recommended that inpatient palliative care services continue 
to be delivered within the rural palliative care suites throughout Northern Tasmania.  

12.2.2 Launceston 

Perceptions of hospice services 

Conclusion 6: The service delivery model provided by the Melwood Unit aligns with 
the PCA standards and models of care in hospices elsewhere in Australia.  

Despite not being marketed as a hospice, the approach to service delivery within the 
Melwood Unit aligns with that used by hospice facilities throughout Australia. It is 
noted that the current service provider, Calvary, operates a number of hospice 
facilities in other states and territories. This includes services such as Clare Holland 
House in Canberra which were identified as high quality services by current service 
providers in Northern Tasmania.  

Through its current service delivery model, the Melwood Unit provides many of the 
features and services which are typically considered to form part of high quality 
hospice care. This includes:  

 the delivery of patient centric care which aims to meet the needs, requirements 
and requests of each individual admitted the service (including, for example, 
the ability to smoke, drink and have pets visit the facility) 

 private rooms for all patients, with access for family and friends 

 the support of specialist palliative care services 

 ability for patients to be admitted by their GP if desired (utilising primary care 
resources) 

 supporting individuals to be cared for and die in their preferred location (with 
discharge back to the community supported as appropriate) 

 access to a range of allied health services 

 access to spiritual and psychosocial care and support for the patient and their 
family (with onsite social and pastoral care workers). 

Conclusion 7: Community views of a hospice service are influenced by the legacy of 
Philip Oakden House. These views do not always take into account the capacity, 
services and features offered by the Melwood Unit, which are not well understood.  

While there was strong community support for a dedicated hospice, potentially in 
addition to the Melwood Unit, much of the community support is driven by the legacy 
of Phillip Oakden House, a former hospice facility in Launceston. Community members 
commonly reflected on the services and facilities at this site when describing why a 
hospice service is required in Northern Tasmania.  
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Commentary provided by members of the community highlighted continuing 
dissatisfaction with the closure of this facility in 2007.  

Currently, the Melwood Unit has the capacity to meet many of the features sought by 
the community in a standalone hospice. This includes private rooms, access to 
appropriate medical support and access for families (including sitting areas, kitchen 
facilities and the capacity to provide overnight accommodation).  

Despite this alignment, the community has limited understanding of the Melwood 
Unit, and how it would be able to meet its preferences for hospice services. Low 
understanding and awareness of the Melwood Unit has impacted upon community 
perceptions of the suitability of this service. There is particularly low understanding of:  

 the capacity of the unit (particularly that more than four public patients can be 
accommodated at any given time and that the overall capacity of the unit is 15 
beds) 

 facilities and processes in place to support the needs of families and friends 
visiting the facility (including overnight accessibility) 

 ability of the unit to meet particular patient requests and accommodate the 
needs of community groups (including cultural requests, the LGBTI community, 
children and individuals with a disability).  

While the Melwood Unit is currently able to meet many of the expressed community 
preferences, it is noted that it does not align with some preferred features. Notably:  

 the Melwood Unit is located in a hospital which is perceived to have a clinical 
environment. This does not align with community preferences for a ‘home-like’ 
environment 

 access to the Melwood Unit is through the hospital, rather than via a private 
(direct) entrance 

 there is no direct access to garden areas from the Melwood Unit due to its third 
floor location.  

While these factors were of concern to community members, they were not 
considered to be significantly problematic by current service providers and health 
professionals throughout Northern Tasmania. 

Feasibility of service delivery models 

Conclusion 8: The ongoing operation of the Melwood Unit is the most feasible option 
for the delivery of inpatient palliative care in Launceston at the current time.  

Four potential service delivery models were analysed for inpatient services in 
Launceston:  

 continued operation of the Melwood Unit 

 delivery of palliative and end of life care through contracted beds in a RACF 

 development of a standalone hospice facility 
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 delivery of palliative and end of life care through dedicated beds in the LGH.  

Each of the service delivery models were assessed against the eight feasibility criteria 
established as part of the study to understand their viability. A summary of the 
assessment for each model is detailed in Table 39.  

Analysis against the feasibility criteria highlights that the four service delivery models 
may be feasible, with varying limitations (Table 39).  

The ongoing operation of the Melwood Unit is the most feasible of the four options. It 
presents the lowest level of risk in terms of providing high quality services to the 
community in Northern Tasmania and does not require the substantial capital 
investment of the standalone hospice option.  

While the other options are potentially feasible, the development of a hospice or 
implementation of an RACF based model would require cultural change and a change 
in community perceptions to gain acceptance. This includes the acceptance and 
support of current service providers and the general public. 

It is noted that regardless of which option is adopted, individuals will continue to 
receive palliative care in major hospitals such as the LGH.  

Table 39 Inpatient services in Launceston - feasibility comparison 

FEASIBILITY 
CRITERIA 

MELWOOD 
UNIT 

HOSPICE RACF LGH 

Service capacity Met Can be met Can be met 
Can be met (pending 
availability of space) 

Quality and safety Met Can be met Can be met Met 

Accessibility and 
reach 

Met (but could be 
improved) 

Can be met At risk Met 

Health sector 
workforce capacity 

Met At risk At risk Can be met 

Service model / 
model of care 

Met Can be met 
Can be met (pending 

cultural change) 
Can be met 

Integration with 
broader care sector 

Met, but could be 
improved 

At risk 
Can be met (pending 

cultural change) 
Can be met 

Cost of service 
delivery  

Establishment 

N/A 

Operation 

$820.99 / bed 
day131 

Establishment 

Approx. $176k / bed 
(refurbishment) 

Approx. $466k to $533k 
/ bed (greenfield site) 

Operation 

Approx. $787 - $827 / 
bed day132 

Establishment 

$190k - $200k / 
bed133 

Operation 

$678 / day (six beds) 

$548 / day (10 beds) 

Costing data not 
available 

                                                           
131

 This figure is calculated based on the current contract with Calvary Hospital for four public beds and 
includes the cost of medical specialist staff.  
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FEASIBILITY 
CRITERIA 

MELWOOD 
UNIT 

HOSPICE RACF LGH 

Sustainability Met At risk At risk 
Insufficient 

information available 
to assess 

Summary Feasible 
Potentially feasible, 

some limitations 
Potentially feasible, 

some limitations 
Potentially feasible, 

some limitations 

Recommendation 3: It is recommended that inpatient palliative care services in 
Launceston continue to be provided through the Melwood Unit at Calvary Hospital. 

Operation of multiple inpatient services in Launceston 

Conclusion 9: The operation of a standalone hospice in addition to the Melwood Unit 
is not feasible or viable.  

Throughout the consultation activities it was evident that the community had a 
preference for the establishment of a standalone hospice in addition to the continued 
operation of the current services. Under this approach, the Melwood Unit and hospice 
facility would operate concurrently.  

The following factors would impact upon the feasibility of operating two inpatient 
services in Launceston:  

 duplication in service offering  

 increased costs associated with the ongoing operation of two services  

 potential inability of the palliative care workforce in Northern Tasmania to 
appropriately staff two inpatient services (and associated dilution of the 
workforce in two locations, limiting knowledge sharing) 

 demand for inpatient palliative care services would need to be shared across 
two facilities. It is likely that this would impact upon the sustainability of each 
service, with a risk that one (or both) of the services would have insufficient 
patient numbers to meet costs and operate in a financially viable manner 

 inefficiency in the delivery of care by specialist providers. There would be a loss 
of efficiency for SPCS staff who would be required to travel to an additional 

                                                                                                                                                            
132

 It is anticipated that a standalone hospice would require approximately 10 beds in order to operate as 
a feasible service. It should be noted that the state currently funds four beds and therefore an additional 
six beds would need to be funded on an annual basis.  
Per bed day costs for a standalone hospice are based on information provided by the Ipswich Hospice 
(seven beds) and cost per bed day for a hospice detailed in the report “Palliative and community care in 
Queensland: towards person centred care” (2013). Available at: 
http://www.parliament.qld.gov.au/Documents/TableOffice/TabledPapers/2013/5413T2591.pdf.  
133

 It is unclear why the cost modelling presented by RACFs for the establishment of a hospice unit is lower 
than the cost of establishing a standalone hospice facility.  

http://www.parliament.qld.gov.au/Documents/TableOffice/TabledPapers/2013/5413T2591.pdf
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location to provide consultation and support services to patients (particularly if 
the patient is admitted to SPCS care). Allied health professionals working across 
multiple facilities may be similarly.  

Recommendation 4: It is recommended that only one inpatient palliative care service 
is operated in Launceston. That is, the Melwood Unit is not operated in conjunction 
with a standalone hospice or other facility.  

Future considerations for the operation of the Melwood Unit 

Conclusion 10: There are a number of opportunities to increase community buy-in 
and support for the Melwood Unit.  

Due to the strong preference within the community for a standalone hospice facility, 
and dissatisfaction with the closure of the Philip Oakden House, the Melwood Unit is 
not well supported within the community. A number of potential opportunities were 
identified throughout the feasibility study to increase the level of community buy-in 
and support for the Melwood Unit.  

1) Increase community understanding 

At the time of this study, it was evident that community members and some health 
professionals had low awareness of the features and services offered by the Melwood 
Unit. This included understanding of the:  

 capacity of the unit and ability to accommodate more than four public patients 
at a time 

 patient centric approach to care under which the Melwood Unit staff aim to 
meet all patient needs, requirements or requests 

 level of flexibility around patient behaviours, with common perceptions that 
patients are bound by hospital rules and unable to drink, smoke or have pet 
visits 

 the accessibility of the unit to the friends and family of individuals, including the 
availability of designated family areas and capacity to provide overnight 
accommodation.  

In addition, it was highlighted that some cultural groups may have low awareness of 
the skills and capabilities of the Melwood Unit to meet cultural requests.  

Limited awareness of the features and services available within the Melwood Unit has 
impacted upon community perceptions of the facility and its appropriateness as a 
place to receive palliative and end of life care. By increasing the community 
understanding of the services which are available, additional support may be 
generated. 

Recommendation 5: Undertake community awareness raising to increase community 
understanding of the features and services which are available within the Melwood 
Unit. This may include the publication of information about the service within the 
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media and familiarisation activities for local community leaders (particularly cultural 
leaders). 

2) Leverage community passion for palliative care and explore adjustments to the 
Melwood Unit to increase the alignment with preferences for hospice facilities   

Many community members in Northern Tasmania are highly passionate about the 
development of a hospice in Launceston. Community passion is so great that there is a 
lobby group dedicated to the cause of establishing a hospice facility. This group does 
not recognise the Melwood Unit as fulfilling the role of a hospice. To some extent, the 
lobbying has impacted on community perceptions of the appropriateness of the 
existing palliative care services.   

While the Melwood Unit aligns with the majority of community preferences for a 
dedicated (standalone) hospice facility, a number of expressed preferences are not 
currently met. This includes:  

 direct access to gardens/outdoor areas from patient rooms 

 operation of the hospice service in home-like (non-clinical) environment 

 direct access to the hospice (ie. no requirement to enter via a hospital or other 
medical facility). 

The Melwood Unit is aware of these community concerns and has highlighted that 
there may be some flexibility in its approach. It may be possible to work with the 
Melwood Unit to increase its ability to fulfil some (or all) of these preferences, 
potentially increasing community buy-in and support.  

As the lobby group is a powerful voice in the community, it may be possible for the 
THS, and current service providers to work with passionate groups and community 
members to assist in:  

 increase community understanding of the high quality services which are 
currently available 

 leverage community passion to support the existing services 

 increase alignment of the Melwood Unit with community preferences.  

Recommendation 6: Undertake promotional and awareness raising activities to 
increase community understanding of the Melwood Unit and explore opportunities to 
increase the alignment of the service with community preferences.  This may include, 
for example:  

 seeking to leverage community passion to increase support for, and 
understanding of, the current inpatient palliative care services 

 promotional activities to increase the community understanding of the 
Melwood Unit as a hospice facility, for example, considering rebranding the 
Unit as the ‘Melwood Hospice Unit’ or similar 

 relocation of the Melwood Unit to a ground floor location within the Calvary 
Hospital in order to provide access to gardens and/or a direct entrance 
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 making physical or aesthetic alterations to the Melwood Unit to further 
increase the home-like feeling of the facility. 

Opportunity to further test service delivery models in the future 

Conclusion 11: A range of service providers in Northern Tasmania may have interest 
in providing inpatient palliative care services. Future procurement activities may be 
used to further test alternative service delivery models.  

A high level of enthusiasm was identified throughout the study by a range of service 
providers to offer palliative and end of life care:  

 the Melwood Unit takes pride in the services which it provides and is motivated 
to continue the operation of this facility 

 RACFs within Launceston expressed interest in expanding the palliative care 
services which they currently provide to include the provision of complex 
palliative care (typically provided in locations such as the Melwood Unit and 
LGH) 

 there is a high degree of community support for the establishment of a 
standalone hospice, however, it is unclear whether commercial service 
providers would be willing to operate this (or whether it would need to be 
operated by the government).  

Given the high level of enthusiasm and interest in providing hospice type services, and 
the feasibility of a range of options (albeit with differing limitations) the THS should 
consider if market testing of the services is warranted prior to the expiry of the current 
contract and extension options with Calvary for the Melwood Unit.  

Recommendation 7: Consider market testing the delivery of inpatient palliative and 
end of life care in Launceston at the end of the current contract and extension options.  

12.2.3 Community services 

Conclusion 12: The study identified a number of opportunities for improvement to 
the existing community services. The opportunities include increasing coordination, 
collaboration and understanding of the available services. These opportunities are 
currently being addressed through the Tasmanian Better Access to Palliative Care 
Program (funded by the Australian Government) which seeks to enhance access to 
community palliative care with a focus on collaboration, integration and initiatives to 
support individuals to die at home or in their community. 

Despite a high level of satisfaction with the existing community services, community 
members and health professionals identified a number of potential improvement 
opportunities throughout the study. These typically focused on improving interactions 
and coordination between the different services and increasing community 
understanding of what is available. Potential improvements identified throughout the 
study included:  
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1. Increase the coordination and communication of the different community 
service providers to ensure consistency and avoid duplication of services 

2. Undertake promotional activities to increase understanding amongst 
community members and health professionals about the services which are 
available 

3. Simplify and communicate engagement processes and procedures, potentially 
involving the establishment of a single organisation as the primary point of 
contact or assigning case workers to individual patients 

4. Increase awareness and understanding of the after hours support which is 
available, including processes to access services 

5. Increase awareness of support for the friends and family of individuals who die 
in the community.  

While these opportunities for improvement were raised by community members and 
health professionals, it is noted that projects are currently underway to address many 
of these concerns. This includes projects and activities led by Primary Health Tasmania 
and the Better Access to Palliative Care program which are designed to: 

 increase communication and coordination between the different community 
service providers  

 promote access to palliative care and strengthen linkages. 

Recommendation 8: Continue to focus on increasing the coordination, collaboration 
and understanding of community palliative care services through existing project 
activities, support services and system development across Tasmania.  
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13 Reflections and learnings from the study  

When undertaking a project such as the Northern Hospice Feasibility Study, it is 
important to engage in an internal process of review and reflection. This quality 
assurance activity is consistent with contemporary program evaluation and project 
management and facilitates the identification of learnings that may inform future 
project and program evaluation activities.  

At the completion of this study, a number of learnings and unintended outcomes were 
identified, including:  

 the value of effective and strong community engagement in supporting 
evaluation and project activities 

 the benefits of using multiple methods to support consultation activities 
including the value and effectiveness of online survey methods to facilitate 
consultation reach in rural and remote areas 

 increased community awareness about hospice services and palliative care. 

In addition, consultation activities highlighted the level of passion within the local 
community for high quality palliative care; support for the rural palliative care suites 
and the value that is placed on end of life care services in Northern Tasmania 

Due to the community interest in palliative care, the feasibility study also generated 
considerable communication activities and materials outside the project which were 
not prepared by Grosvenor or DHHS. It was noted that, at times, these additional 
communication materials created some confusion within the community about the 
services which are available. This also contributed to a degree of uncertainty amongst 
some health and community service providers around the future of palliative care 
services within Northern Tasmania.  

Overall, the outcomes of the process are very positive. Valuable learnings and 
opportunities have emerged from the study that can be drawn on to inform the future 
development of palliative care in Northern Tasmania.  
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Attachments 

Attachment A – Phase 1 Consultation Report 
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Attachment B – Phase 2 Consultation Report 
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