
Department of Health Library Services 
ePublications - Historical Collection 

 
Please Note: Aboriginal and Torres Strait Islander people should be aware that this publication may 
contain images, voices or names of deceased persons in photographs, film, audio recordings or 
printed material. 

 
 
Purpose 
To apply preservation treatments, including digitisation, to a high value and vulnerable Historical 
collection of items held in the Darwin and Alice Springs libraries so that the items may be accessed 
without causing further damage to the original items and provide accessibility for stakeholders. 

 
 
 

 

Reference and Research Disclaimer 
Please note: this document is part of the Historical Collection and the information contained within 
may be out of date. 

 
 
 
 

This copy is a reproduction of an original record. Please note that the quality of the 
original record may be poor and cannot be enhanced with the scanning process. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Northern Territory Department of Health Library Services Historical Collection 



L - - "./ 

Oro 4Z
HISTORICAL 
COLLECTION 



... 

NT Dept. of Health . 

11111~~~~~11m1~~rn 
3 0820 00048797 0 

FINAL REPORT 

Review 
of 

Health and Community Services 

for 

Hon. Daryl Manzie, MLA 
Minister for 

Health and Community Services 
NT House 

Mitchell Street 
DARWIN, NT, 0800 

20September1991 

Cresap 

DL -H1~1 
3,53·0 
Cfl€ 
l°l°IJ 

ooo<.\2-

-----------------··10111ersPerrincomp11ny 



Government Printer of the Northern Territory 



CONTENTS 

I INTRODUCTION 

1.1 Background 

1.2 Estimates Review Committee 

1.3 HACS In Historical Perspective 

1.4 Research Approach 

1.5 Consultation 

1.6 Summary Overview 

1.7 Acknowledgements 

II OVERVIEW OF THE PRESENT SYSTEM 

2.1 Commonwealth Grants Commission 

• Expenditure On Health And Welfare Services 

• The Effects of Isolation on Expenditure Patterns 

• Northern Territory's Expenditure Patterns 

2.2 Features Of The Present System 

2.3 Intersectoral Relationships 

2.4 Organisation Culture 

2.5 Head Office/Regional Structure 

2.6 Hospital Services 

• NT Hospitals' Efficiency 

• Staff Mix And Costs 

• Domestic Services Staff 

• Non-Salary Costs 

• Hospital Placement In The Departmental Structure 

• Hospital Boards 

2.7 Heal th Services 

• Mental Health Services 

• Dental Health Services 

• Alcohol And Other Drugs 

• Communicable Diseases 

• Environmental Health 

• Heal th Promotion 

1 

2 

3 

4 

10 

11 

14 

15 

11 

18 

19 

19 

23 

23 

26 

28 

29 

30 

30 

31 

31 

32 

33 

33 

33 

34 

35 

36 

36 



II OVERVIEW OF THE PRESENT SYSTEM (Cont'd) 

2.8 Primary Heal th Care Services 

2.9 Grants-In-Aid 

2.10 Community Services 

• Family, Youth And Children's Services 

• Aged And Disability Services 

2.11 Consumer Affairs 

III THE STRATEGIC ISSUES FACING THE DEPARTMENT OF HEALTH 

AND COMMUNITY SERVICES 

3.1 

3.2 

3.3 

3.4 

3.5 

Introduction 

Planning Issues 

• Population Projections 

• Health Indicators 

• Demand For Health Services 

• Corporate Plan 

Priorities And Policy Issues 

• The Culture Of Policy 

Organisation Issues 

Management Issues 

IV THE PROPOSED ORGANISATIONAL MODEL 

4.1 

4.2 

4.3 

4.4 

Background 

Guiding Principles 

Recommended Structure 

Central Office And Administration 

V SERVICE DELIVERY: RECOMMENDATIONS 

5.1 Hospital Services 

• Royal Darwin Hospital 

• Alice Springs Hospital 

• Katherine Hospital 

• Tennant Creek Hospital 

• Gove District Hospital 

ii 

37 

39 

39 

40 

43 

46 

47 

48 

48 

49 

50 

50 

51 

52 

52 

53 

55 

55 

57 

70 

77 

77 

101 

106 

108 

112 



5.2 Community Care 

• Urban Community Health Centres 

• Primary Health Care - Rural 

• Patient Transport 

• Aged And Disability Services 

• Family, Youth And Children's Services 

• Hearing Services 

• Mental Health Services 

• Dental Health Services 

• Alcohol And Other Drugs 

• Rehabilitation 

• Consumer Affairs 

• Mammography 

• Correctional Services 

• Environmental Health 

• Health Promotion 

• Disease Control 

5.3 Scientific Services 

5.4 Cost Recoveries And Transfer 

• Medicare Agreement 

VI ADMINISTRATIVE SERVICES: RECOMMENDATIONS 

6.1 

6.2 

6.3 

Inefficiencies In Administrative Systems 

Policy And Planning 

• Chief Health Officer 

• Epidemiology And Statistics 

• Professional Boards 

• Ministerials 

Human Resource Management 

• Central Office Functions 

• Industrial Relations 

• Human Resource Services 

• Occupational Health And Safety 

• Staffing Operations 

• Staff Development 

iii 

112 

113 

122 

132 

142 

148 

150 

152 

154 

156 

161 

162 

162 

163 

164 

165 

166 

168 

169 

172 

177 

180 

180 

181 

182 

184 

189 

190 

192 

193 

194 

195 

199 -



6.4 Corporate Services 

• Budget Management 

• Financial Policy 

• Risk Management 

• Asset Management 

• Accounts Payable/ Accounts Receivable 

• Nhulunbuy Electricity Accounts 

• Works Programming 

• Information Systems 

• Hospital Information System 

6.5 General Services 

• Co-location Of Central Office 

• Travel Arrangements 

• Transport 

• Stores, Purchasing, Contracts and Asset Management 

• Publications 

• Library 

6.6 Administration Of Grants And Allowances 

• Patient Assisted Travel Scheme (PATS) 

• Grant Administration 

6.7 Conditions Of Service 

• General Conditions Of Service 

• Remote Areas 

VII THE CHALLENGES AHEAD 

7.1 

7.2 

7.3 

Management Issues 

• The Challenges Ahead 

Implementation 

Time-Frame For Implementation 

iv 

202 

202 

204 

204 

205 

206 

207 

208 

219 

212 

215 

215 

216 

218 

221 

223 

224 

226 

226 

228 

230 

230 

232 

238 

239 

240 

241 



APPENDICES 

Appendix A: 

Appendix B: 

AppendixC: 

Appendix D: 

AppendixE: 

AppendixF: 

AppendixG: 

Aependix H: 

Appendix I: 

AppendixJ: 

Summary Of Cresap Audit Of ERC Decisions Affecting HACS 

Notes On Approach To "Efficiency" 

Memorandum Of Understanding Between Cresap And HACS Unions 

Summary Of Cresap Budget Recommendations 

Impact Of Cresap Recommendations On Staffing 

Impact Of Cresap Recommendations On EEO 

Notes On Aboriginal And Non-Aboriginal Morbidity In The Northern Territory 

Consideration of The Kerr Review Of Central Australian Health And Community 

Services 

List Of Individuals And Organisations Making Submissions 

List Of Recommendations 

v 



I 

INTRODUCTION· 

1.1 BACKGROUND 

On 23 April 1991, an efficiency review of the Department of Health and Community Services (HACS) was 

announced by the Chief Minister, Hon. Marshall Perron, MLA. This announcement formed part of his 

Ministerial Statement on Estimates Review Committee (ERC) decisions regarding recurrent expenditure in the 

Northern Territory public sector. Broadly, the thrust of those decisions was to contain the growth of Government 

outlays across all expenditure areas of Government in order to achieve a saving in forward estimates of $108.0 

million over the next two financial years. Approximately half of this amount was a result of reduced staffing. 

Across all portfolios, ERC identified staff reductions of some 1,223 positions. 

As part of that ERC review a number of decisions were taken relating to measures to reduce expenditure in 

Health and Community Services. As the Chief Minister's statement of 23 April 1991 made clear, the review 

focused on areas of administrative structure and operation. Staffing of direct medical services was largely 

unaffected. A further action foreshadowed by the Chief Minister was that an external consultancy would be . 
undertaken into departmental activities to id~ntify further savings options. In a subsequent Ministerial 

Statement on 30 April 1991, the Minister for Health and Community Services, Hon. Daryl Manzie, MLA, 

announced that Cresap had been commissioned by him to conduct the Review according to specific Terms of -
Reference. (These Terms of Reference were subsequently made public, and are reproduced in the Exhibit 

opposite.) 

As the Minister's Statement to the House indicated, following on from ERC decisions to achieve budget savings, 

Cresap was required under the Terms of Reference to review the Department of Heal th and Community Services 

in order to identify additional savings and make recommendations to Government on more cost-effective ways 

of delivering health and community services to Territorians. 

This is the Final Report of the Review of Health and Community Services and follows the Interim Report 

presented to the Minister and made public on 21August1991. As was made clear atthattime, the Interim Report 

did not canvas all areas encompassed by the Review, but reported our initial findings on the Northern Territory 

health system, and itemised our detailed budget recommendations. Further detailed recommendations on a 

number of aspects of health care service delivery, particularly in relation to nurse staffing, and administrative 

and service delivery issues which were not addressed in the Interim Report were held over pending further 

consideration in this Final Report. 
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The new matters that have been addressed in this Report are: 

• organisational structure; 

• nurse staffing in hospitals; 

• rural health services; 

• resource allocation principles; 

• aerial medical services; and 

• hospital boards. 

The Interim Report was designed to maximise consultation, particularly with HACS management and staff, and 

employee and community organisations. Its public release was intended to facilitate broad consultation and 

discussion about the direction and character of our findings and recommendations to date, and allow that 

discussion to inform our final recommendations to Government. In essence, the Interim Report offered an 

opportunity for stakeholders in the Territory's health and community services system to provide the Review 

with feedback and comment on our interim conclusions. In arriving at the final recommendations presented here 

we have been able to consider such comments and views, and have incorporated elements of those submissions 

put to us. 

This Report reflects our: 

• concluded and unchanged views on those issues about which we reported in the Interim Report; 

• re-consideration of a number of issues which were the subject of comment and submission in the 

consultative period following the Interim Report, and which have resulted in amendments to our 

initial recommendations; and 

• recommendations on matters in the Terms of Reference not covered by the Interim Report, and 

other matters (e.g., the Kerr Report). 

1.2 ESTIMATES REVIEW COMMIITEE 

Faced with escalating growth in recurrent expenditure across the public sector, the Northern Territory 

Government, through the ERC, undertook an internal review of expenditure by all departments and agencies. 

As part of its review, the ERC made a number of decisions affecting the Department of Health and Community 

Services. Outlays in Health and Community Services were projected to grow from $228.0 million in the last 

financial year 1990/91 to $280.0 million in 1992/93. Faced with that projected 22 per cent increase, ERC 

determined that growth would be constrained to recurrent expenditure in 1992/93 of $253.8 million. This 

amounts to an effective $25.0 million reduction in the growth of outlays over two years. 
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As part of the ERC process the Department of Health and Community Services made submissions, accepted by 

ERC, forred uctions in recurrent expenditure of $3. 765 million in 1991I92 and $6.068 million in 1992/ 93. Cresap 

was, therefore, required to identify further savings of at least $6.563 million in 1991/92 and $13.534 million in 

1992/93. As well, we were required to "audit" the decisions proposed by the Department as a consequence of 

ERC. (A summary of that audit is in Appendix A.) 

Hence, this Report reflects our intensive analysis of the present health and community services system in the 

Territory, and our concluded views as to how the target savings can be achieved, and where we believe 

improvements can be made in the delivery of health and community services. 

1.3 HACS IN HISTORICAL PERSPECTIVE 

As this is the first comprehensive review of the Department of Health and Community Services, it is important 

to recall the historical context in which it is taking place. The Department has its origins, of course, in the 

Commonwealth Department of Health, and for many years the administration of health services was based in 

the national capital. Policy was formulated in Canberra and operational matters were handled from Darwin, 

compounding the extent to which administrative support was removed from service delivery. Long-serving 

members of the Department recall this "double centralisation problem" and the complications it created. 

Responsibility for the provision of primary health services in the Northern Territory in rural areas was handed 

to the Commonwealth Department of Health in 1972 and to the Northern Territory Government on 1 January 

1979 following self-government on 1July1978. Prior to that date the majority of services had been provided by 

missions and the Department of Welfare. 

From the outset, health service providers and officials in the Territory have had to face extraordinary 

organisational challenges in delivering services to remote communities and localities. As well, the legacy of 

Commonwealth control up to 1January1979 has resulted in an organisation which is administratively less 

mature and less well-equipped to cope with the demands for services than their State government counterparts 

"down south". Particularly in relation to the health issues facing rural and remote communities, organisationally 

the Department has had to run before it could walk. Indeed, it is fair to say that, given the state of health of the 

Aboriginal population, there has seldom been a time when the Department has felt able to stand back from the 

demands on acute care services to strategically plan the delivery of health and welfare services. 

In more recent times, the most significant event in the organisation's history was the creation in 1987 of the 

Department of Health and Community Services, formed by the amalgamation of the former Departments of 

Health; Community Development; Correctional Services and Youth, Sport and Recreation. The amalgamation 

occurred with minimal planning and little regard for the considerable variations in the operational scope and 

organisational culture of the merged Departments. The highly regionalised model of the former Health 

Department was retained, with resources from the other departments being placed on a ''best fit" basis. Little 

attempt was made at a senior level to clarify changed roles, or to communicate a sense of common purpose and 

direction to staff. 
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A number of internal rationalisations of functions and staffing levels occurred between 1987 and 1989 before the 

Department commissioned a review into management structures by Reid Harris & Associates, who provided 

a report in September 1989. That report commented: 

The combining of the previous four Departments into one, with the benefit of hindsight, was implemented with 

minimal planning and negligible staff education. From all accounts the months immediately following were 

characterised by substantial service and staff disruptions. These disruptions were particularly evident at the senior 

management level of the Department because it was at this level that the impact of amalgamation was most 

immediately felt. Within head office, amalgamation had the unforeseen initial impact of actually diminishing 

interaction between health, community and correctional services compared to that previously occurring through 

the separate departmental arrangements. The vestiges of this lack of planning remain today and have seriously 

impeded the Department's capacity to reap the benefits of amalgamation. 

Reid Harris & Assoc. (1989) p.2. 

The Reid Harris report recommended, inter alia: 

• amalgamation of the Katherine and East Arnhem Regions into the Darwin Region; 

• creation of a Policy and Planning Division; 

• transfer of Correctional Services, and Ethnic Affairs, Arts, Sport and Recreation out of the 

Department; and 

• merger of the Corporate Services and Personnel functions under a Deputy Secretary, Corporate 

Services. 

The above recommendations were implemented, with the exception of the amalgamation of the Katherine and 

East Arnhem regions into the Darwin Region. 

The most significant point to be made about the unsuccessful 1987 amalgamation is that its residues are still felt 

by staff. Those residues are lowered morale, and in some cases, a sense of grievance nurtured by those who 

believed their professional contribution and status had been devalued in the process of amalgamation. 

1.4 RESEARCH APPROACH 

The Review used a variety of data collection methods and analytical techniques, as well as interviews and 

consultations, in addressing the Terms of Reference. A critical element within our research approach was the 

secondment of departmental staff to the Review team for the duration of the Review. Officers were seconded 

from the Specialised Health Services Division, Corporate Personnel Consultancy Division, Finance Division, 
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Community Services Division and Corporate Management. Departmental officers brought to the Review their 

knowledge and experience of the system, and a developed understanding of the philosophy and culture 

operating within Northern Territory health and community services. 

Methodology 

Our approach focused on examining the efficiency of service delivery and involved detailed investigations into 

hospitals, health services, Departmental budgets, and administrative functions. 

Hospitals 

We were initially concerned with broad expenditure patterns and utilisation statistics on the five hospitals in the 

Northern Territory. All hospitals were visited and data collected through surveys on cost trends, staff numbers 

and types, and all facilities inspected. Limited international comparisons were sought through our North 

American offices. Data were gathered from the national Hospital Utilisation and Cost Study (HUCS) based on the 

1987 /88 reported data. Data fqr samples of groups of interstate hospitals of similar size and operating 

characteristics were also obtained from HUCS on our behalf by the Australian Institute of Health. These groups 

included rural Queensland, northern Western Australia, and western New South Wales. Such comparisons 

were then used to identify staffing and cost differences to develop priorities for further detailed interviews and 

analysis of hospitals in the Territory. In addition we visited several hospitals interstate to: 

• identify the factors that explained operational differences between hospitals; 

• explore innovative ways employed in the interstate hospitals and other relevant issues to reduce 

costs; and 

• analyse structural differences and other practices in those hospitals which could be introduced in 

the Northern Territory. 

As part of this approach, we developed cost-reduction options across a wide range of areas in the hospital. 

Options were initially developed on the basis of the information gained in interviewing staff and a review of 

practices elsewhere in Australia and overseas. Some of these options were suggested by management of the 

section concerned, by regional management, and by previous reports pertinent to the Review. In some cases 

privatisation of activities, such as pathology, medical engineering and hotel services (e.g., catering, cleaning and 

maintenance) was also suggested. In order to formulate recommendations from these options they were subject 

to quantitative financial analysis and to assessment against a range of qualitative criteria. The options were 

reviewed to assess their impact on: 
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Services to clients and the community 

• the objectives of the Department and whether the option was consistent with the strategy of the 

Department and the objectives of Government; 

• the long-term impact on clients and the status of the health and well-being of Territorians; 

• the quality of service, e.g., level, ease of access, standards, gaps and the fragmentation of services; 

and 

• equity of access. 

Service providers 

• the importance of professional support and career development opportunities; 

• award restructuring principles; 

• EEO principles and the value of job security; and 

• equity within conditions of service. 

Privatisation 

Where there was an option of privatisation, or partial privatisation, the following additional criteria were 

employed to assess these options: 

• availability of the service in the local community and the reliability of its continued availability; 

• the importance of maintaining quality standards, the need to monitor standards, and the potential 

impact if these standards were not met; 

• reliability and the consequences if the private service could not be maintained; 

• the potential of creating a private monopoly and the long-term ramifications of this with respect to 

cost, quality and reliability; 

• the potential for conflict if there is both a private contractor and in-house staff providing similar 

services on the same premises; and 
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• timeliness in service delivery and the importance of having a prompt emergency service available. 

The relevance and importance of each of these criteria varied between the issues being addressed. The ultimate 

decision to recommend a particular option was based on an overall assessment which took into account all the 

above criteria weighted according to their importance. 

In other cases, such as the reproductive medicine unit, the hyperbaric chamber, and bed management policy in 

Territory hospitals, we consulted widely with hospital, regional and Central Office staff. Key individuals, 

medical practitioners and other patient and non-patient groups outside the local hospitals area were also 

consulted, including other government departments and interstate service providers. On several occasions 

service providers approached us with formal submissions on supplying services into the Territory. 

We also took part in several briefing sessions with staff, the Public Service Commissioner, union delegates, 

unions and staff associations. Presentations to staff and management elaborated on options, confirmed our 

estimates and explored issues in implementation. Submissions received throughout the Review contributed to 

our analysis, interpretation and final recommendations. 

IIealth Services 

In analysing community health services in the Territory (i.e., primary care in urban, rural and remote 

communities, and other community services), we sought information from various data bases in Central Office, 

the regions, and community centres. A major effort was directed at developing relevant demographic statistics 

and associated morbidity figures. The important findings from this analysis were used to identify the cost 

penalties of excess morbidity patterns in the Territory and whether such economic and social costs could be 

avoided through changes to the present priorities, structure, processes and resource allocations in the Depart

ment. 

Surveys were also designed and conducted to gather information, for example, on aerial medical services, and 

original data were collected on attendances, patient numbers, ethnicity and gender, and other operational 

information. 

Visits, interviews and follow up discussions with staff in departmental centres throughout the Territory were 

central to our approach in reviewing community services. These visits included dental, rehabilitation, 

detoxification, communicable diseases, welfare and other community service facilities. In addition to data on 

resource use, staffing levels, and non-salary costs, we were particularly interested in management processes, 

practice and procedures. We also researched alternative structures for the management of community health 

through reports on such health structures and processes in Alaska, remote areas of North America, including 

Indian communities, and Papua New Guinea. 
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We visited several Grant-in-Aid communities and non-government organisations which receive departmental 

grants and reviewed the role of service agreements in enhancing accountability and containing costs for the 

purpose of reviewing particular aspects of recent increases in those grants and the role of service agreements. 

In selected instances, such as pensioner concessions, we surveyed interstate practices and procedures. 

Budgeting 

As part of the Review we estimated the budget impacts of both the recommended ERC cost reductions and the 

proposed savings initiatives that we had identified. To assist in this area, we developed a comprehensive 

financial model of the 1991/92 Budget and the 1992/93 Forward Estimates for the Department. This model was 

based on the program/ activity and regional structure used by the Department. Inputs were modified to allow 

for changes in assumptions and ERC matters, and Cabinet decisions that were taken, so as to provide the latest 

financial estimates. We modelled the estimates of savings on a separate computer-based model, linked this into 

.the budget model and then presented the resultant forecasts to Treasury as they prepared the Budget papers for 

Budget year 1991/92. 

Other important aspects of our approach to the budgeting task involved discussions with the Commonwealth 

Grants Commission and the Northern Territory Auditor-General. 

Finally, we reviewed interstate and overseas approaches to allocating resources in health systems with the aim 

of identifying practical methods of distributing resources across programs and regions in the N orthem Territory. 

We also prepared indicative estimates of resources required in the Royal Darwin and Alice Springs Hospitals 

based on a preliminary assessment of the usefulness and interpretation of the New South Wales approach to 

managing resources in that State. On the basis of this work and on analysis of other resource allocation methods 

in use, we identified the underlying principles for developing a resource allocation formula that equitably 

distributes health resources in the Department. 

Administrative Functions 

The research methodology which was most visible to people in the system was our Activity Analysis. In the 

initial weeks of the Review, we conducted an Activity Analysis survey of all administrative staff in the Head 

Office and the regions, except those performing service delivery tasks. This survey was designed to obtain a 

detailed information base of the type of tasks being performed by administrative staff, the time spent by staff 

on those tasks, their costs and perceived importance. The computer-supported methodology allowed these 

work activities to be broken down by organisation unit, function or specific activity. 

The Activity Analysis was undertaken in a number of stages. In the first stageCresap consultants and client team 

members compiled an Activity Analysis Lexicon. The Lexicon is a hierarchicallistingof administrative activities 

that might typically be performed by Departmental officers in the course of delivering health services. The list 
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was designed to be exhaustive and to provide a common base from which all survey participants could identify 

the tasks they routinely performed. The list was submitted for review by representatives of various functions 

to ensure completeness and consistency with department terminology. 

The Activity Analysis survey was then administered to these selected departmental staff in group sessions. The 

survey asked employees to identify the activities they perform from the list given in the Lexicon, to estimate the 

amount of time spent on those activities and to assign a priority to those tasks. Responses were totally voluntary. 

As part of the Activity Survey we also asked respondents to identify those activities which they believe could 

be streamlined, improved or eliminated if they had less time, or additional activities they would undertake if 

more time were made available. 

The Survey provided an additional means by which employees could have input into the Review. The comments 

received were often highly spirited and offered good insights into some of the difficulties encountered by staff 

in carrying out their daily duties. More importantly, it provided the Review team with a more accurate profile 

of an employee's work day. 

The level of participation in the Activity Analysis varied considerably between units and regions. In our initial 

identification of staff performing a high proportion of administrative tasks, we identified approximately 580 

individuals. These were invited to complete the survey. Of this number, 325 staff members participated, 

representing 56 per cent of our target population. Attendance was highest in Alice Springs where 85 per cent 

of administrative staff participated, and lowest in East Arnhem where the turnout rate was 19 per cent. 

Comparable levels were Darwin 44 per cent, Central Office 60 per cent and Katherine 49 per cent. 

To gain a comprehensive view of the total activities and costs incurred in performing those activities throughout 

the Department, values were imputed for non-respondents. Non respondents were matched with respondents 

-in their own unit or in a similar unit in another region, and a proxy made for the activities performed. 

Definition of "Efficiency" 

A further comment needs to be made about our research approach which bears on the definition of the term 

"efficiency". In a public sector setting unfamiliar with comprehensive efficiency reviews of this kind, it is easy 

to misunderstand the nature of conclusions drawn from an analysis of" efficiency". The mere fact of undertaking 

the Review has been construed by some as implying that some "fault" lies with the organisation under review. 

In light of this it may be appropriate to make reference to some definitions of "efficiency''. (A more comprehen

sive summary of our approach to determining "efficiency" can be found in Appendix B.) 

The broad point to be made - which is critical in understanding the driving force behind this Review - is that in 

an environment of limited or reducing resources, organisations are forced to identify and eliminate inefficien

cies, remove inequities, and make difficult trade-off decisions on the services provided. Despite their community 

importance, health and community services are no different. 
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One measure of "efficiency" is the relative usage of resources needed to achieve a given outcome, with 

"inefficient" implying greater use of resources to produce the same outcome. 

In its popular usage, "inefficiency" can be associated with ''bad" or "undesirable" use, or poor deployment or 

direction, of resources. That is, the system has a great capacity to utilise extra resources if they are available. This 

is made more complex by the difficulty of measuring outcomes in all aspects of a health and community services 

system. Thus, efficiency in one sense can be defined as a measure of the degree of equity across a system which 

has limited resources. 

It needs to be said, too, that when we refer to inefficiencies in the system, we are not implying that individual 

service providers or public servants or industrial workers or any other staff are inefficient or in other ways not 

doing their job. What we mean is that we have found less cost-effective procedures and practices, or systemic 

or structural reasons why certain functions cost relatively more to achieve a given outcome. 

In this Report, we are identifying certain inefficiencies which may apply to particular parts of the system, but it 

would be wrong to conclude that individuals working in those parts of the system were in any way at fault. That 

is not what we mean. 

1.5 CONSULTATION 

As part of the Review, Cresap undertook to consult with senior management and staff of the Department, unions 

in the health sector, and community organisations. Prior to the Interim Report, this took the form of formal 

interviews, as well as informal meetings and discussions. Up to the Interim Report we had conducted more than 

300 formal interviews with people at all levels of the organisation. A further 100 formal interviews have been 

conducted since the Interim Report. As well, we have participated in numerous less formal discussions and 

meetings. 

From the outset of the Review we placed particular importance on consulting with representatives of unions 

having members in the health and community services sector. These included the Northern Territory Trades & 

Labor Council; the Australian Nurses Federation; the Electrical Trades Union; the Federated Miscellaneous 

Workers Union; the Metals, Engineering Workers Union; the Professional Officers Association; and the Public 

Sector Union. 

After a period of discussion and negotiation, Cresap and the relevant sector unions reached a basis of 

understanding about issues affecting the Review. (The text of that document can be found in Appendix C.) A 

critical element of that understanding was the further process of consultation upon which we embarked with the 

publication of the Interim Report. That involved discussion with individual unions about matters affecting their 

membership, and elaboration of details associated with particular recommendations. All six health and 

community services unions were involved in this process. 
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Consultation was also undertaken with a range of community organisations having an interest in health and 

community services. In their case, we took the view that community consultation would be assisted by the 

publication of an Interim Report which stood as a kind of "White Paper'' upon which additional community 

debate, discussion and consultation might be based. 

Submissions 

In order to engage in the work of the Review those individuals and staff who were unable to be interviewed, a 

process was instituted whereby submissions were invited from members of staff of the Department of Health 

and Community Services, community organisations and members of the public. To ensure the confidentiality 

of submissions, a private Post Office Box was used at the Darwin GPO. This box number was widely publicised 

through advertisements in the press and resulted in a large number of submissions, particularly from members 

of the public. There were two phases in the submissions process: pre-Interim Report, and post-Interim Report. 

In the pre-Interim Report phase a total of 124 submissions were received, and all were discussed and considered 

in compiling our Interim Report. In the post-Interim Report phase, comments and responses to the Interim 

Report were again invited from staff, community organisations, unions, stake-holders and others. A total of 134 

submissions were received in this phase. (Individuals and organisations making submissions both pre- and 

post-Interim Report are listed in Appendix I.) 

All contributions were valued by the Review team and made an important contribution to our deliberations. 

1.6 SUMMARY OVERVIEW 

The Department of Health and Community Services is the largest administrative unit in the Northern Territory 

Government. It provides vitally important services to the Territory through its hospitals, health, welfare and 

community services programs. Its role in service delivery is greatly valued by the community. The staff of more 

than 3,500 generally show a strong commitment to their work and in many cases, particularly in remote, isolated 

communities, service providers exhibit admirable dedication under very difficult conditions. However, staff -

particularly in the administrative grades - are somewhat demoralised and feel under pressure from what they 

perceive to be constant organisational change and a climate of uncertainty about the future. In part as a 

consequence of this climate, there is a strong "8 to 4:21" work ethic evident in some areas of the organisation, but 

it is by no means universal. 

The system has been over-resourced in recent years, as evidenced by Commonwealth Grants Commission data, 

and the extent of the "over-servicing" amounts to some $15.3 million per annum. This means that in 1989/90 

the Territory was paying some $100 per head of population more than it should to provide a level of service 

comparable with other States and Territories. The Commonwealth Grants Commission recognises (and factors 

11 



into its calculations) the substantially higher cost of providing services in the Territory. Even allowing for these 

diseconomies associated with the Territory's size, population dispersal, remoteness, socio-economic status, and 

other local factors, the cost is greater than it need be. While some of this cost relates to policy factors, the cost 

is one measure of the inefficiencies in the system of providing health and community services in the Territory. 

Paying more for essential services does not necessarily mean that services are provided at a higher level than 

elsewhere or that it produces better outcomes. Certainly, great expense and high resource levels do not 

necessarily mean a better community health status. Health indicators for the Territory confirm that there are still 

very high incidences of illness, disease and excess mortality in the Aboriginal population - which can only be 

effectively tackled by a greater emphasis in the system on public health, health promotion and community health 

care programs. 

Overall, the Department exhibits the familiar features of a young, and, therefore, "immature" organisation in 

terms of its management systems and administrative processes. Typical of such organisations, there are many 

reasons, relating both to structural and management practice, why the system does not perform to a higher level 

of efficiency in delivering health and community services. Such systems often lack pertinent managerial 

experience, management systems are still developing and do not adequately support the role of management, 

and policy development and co-ordination is not strong. 

Structurally, the regional system of service delivery presents some benefits, but it also exacerbates a number of 

problems which are already characteristic features of an immature system: fragmentation of programs and 

professional discipline, diffused accountabilities, and an inhibition to develop better cost-performance through 

functionally-based management. In the regional sys~em presently operating, inefficiencies are entrenched in a 

structure which fragments service deli very at the expense of more integrated and effective strategies, and creates 

a "bottleneck" of decision-making across all sectors at the Regional Director level. 

The essence of our proposals for a restructured organisation is a Department organised not on regional but on 

functional lines with a continued strong regional presence and co-ordination. An important underpinning of 

the restructured organisation is our recommendation to devolve greater authority to middle management -

increasing their capacity to manage. This is of particular importance to District Managers in the Community Care 

Division managing HACS community care facilities at the District level. 

Our proposal places a greater emphasis on the core functions of hospitals and community care in ways which 

enhance strategic management and allow for the development of ways to achieve better health outcomes for 

patients/clients. One of the key emphases being developed under the Commonwealth's National Health 

Strategy is on providing a better mix of services between curative treatment, primary care, public health and 

health promotion. Under the proposed organisational structure, better strategic priority can be given to these 

sectors in terms of resources and programs. 
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Under the proposed structure hospitals and scientific services would be managed on a separate functional basis, 

while community care services and programs would be organised on a district model to achieve a local 

community focus and to ensure administrative support is closer to service delivery. Area co-or.dination would 

continue (albeit in a new form) to ensure that a strong regional focus is retained and that continuity of care and 

other co-operative mechanisms between the sectors are preserved. Administrative support would be provided 

locally except for those functions where centralisation produces significant productivity increases. These 

services would be co-ordinated by a pared-down Central Office whose role would become one of policy and 

strategic management with reduced involvement in day-to-day direction. 

We have put forward a number of recommendations which will improve efficiency in the delivery of services 

and achieve significant savings in 1991 /92 and in succeeding years. The ongoing effect of the savings we propose 

is more than $22.2 million. We have also identified further revenue possibilities and cost-recoveries of just over 

$1.3 million. (A summary of our Budget recommendations can be found in Appendix D.) This has been achieved 

by introducing efficiencies and reducing staffing levels as a result of changed procedures and more efficient 

work-practices. 

Detailed analysis of particular work activities has, generally, not persuaded us of the particular benefits of 

"privatisation". Often the required skills were not available in the private sector, while in other cases, there were 

risks to services associated with "contracting out". However, where contracting out has been shown by our 

analysis to produce savings over and above considerations affecting the value of public sector employment, we 

have recommended it accordingly. Where possible we have also outlined the Equal Employment Opportunity 

implications of our proposals. Given that we have identified opportunities for reductions in positions rather than 

individual staff, greater detail on the EEO implications cannot be provided at this time. (A summary of the impact 

of our recommendations on EEO is given in Appendix F.) 

As a result of our recommendations, the 3,562 base-line staff (in terms of average staffing level) of the Department 

of Health and Community Services would be reduced by 185 positions, over and above the 114 positions 

already identified by ERC. (A summary of the impact of Cresap recommendations on staffing can be found in 

Appendix E.) 

This Report foreshadows significant changes to the health and community services system in the Northern 

Territory. It reduces costs so that services are delivered within available resources and does so without reducing 

quality standards. It proposes the introduction of further equity considerations into some Government 

concessions and other benefits provided by the system, while maintaining access to benefits to those most in need 

of them. It also proposes significant changes to management. Our recommendations offer significant 

improvements to the health and community services system by making the organisation leaner and more 

efficient, better focused and more able to respond to the critical demands placed upon it. As such, it constitutes 

an opportunity for a fresh start to the important role it plays in the Territory community. 
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II 

OVERVIEW OF THE PRESENT SYSTEM 

2.1 COMMONWEALTH GRANTS COMMISSION 

Commonwealth Grants Commission (CGC) data are useful in understanding the cost of providing Northern 

Territory Government services compared to the provision of the same level of service in other States. It enables 

a quantification to be made of the extent of "over-servicing" in particular service areas of Government 

expenditure. In the context of Commonwealth Grants Commission data, this over-servicing is reflected by actual 

spending exceeding a standardised level of expenditure. The standardised level of expenditure brings to account: 

• economies of scale; 

• disability due to population dispersion; 

• disadvantage at the point of delivery for small remote populations; and, 

• social composition due to varying socio-economic structure of the population. 

Each of these factors is considered by the Commission before it determines the additional expenditure needs of 

the Northern Territory (or any other State) arising from special circumstance, explainable disabilities or other 

inherent characteristics. In the situation where actual expenditure exceeds the standardised level, it suggests 

that the State or Territory has over-serviced the particular area compared to need. Such over-servicing could be 

due to a particular policy emphasis by that State or Territory (for example, not means testing certain available 

benefits), and/ or inefficiencies in service delivery within the State or Territory. 

In health services, at least, there appears to be little evidence that a level of expenditure above the standardised 

level leads to the provision of higher quality heal th services or necessarily ensures better health outcomes. It is 

clear from the top Exhibit overleaf, that the Northern Territory Department of Health and Community Services 

has "over-serviced" health and welfare over the period 1985/86 to 1989/90. With actual expenditure ($158.0 

million) exceeding standardised expenditure ($139 .6 million) for HACS by almost $18.5 million in 1985 /86, the 

level of over-servicing amounted to 13 per cent. In 1989 /90 this level of over-expenditure reduced to 7.5 per cent 

or$15.3 million, which represented the difference between actual expenditure ($219.7 million) and standardised 

expenditure ($204.4 million). 

On a per capita basis (see bottom Exhibit overleaf), the Northern Territory, therefore, spends almost $100 per 

person more than the standardised expenditure on health and welfare services after allowance is made for the 

inherent socio-economic, isolation and small scale factors of the Northern Territory. 
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In particular, the Northern Territory spent on average $1,039 per capita on health and community services in 

1985/86. By 1989 /90, this expenditure had grown by 7.8 per cent annually to $1,403 per capita. After allowing 

for factors outside the control of government such as dispersion, age/ sex, socio-economic status and isolation, 

the Northern Territory spent $918 per capita on health and community services in 1985 /86 and $1,306 in 1989 I 

90. As indicated earlier, the over-spending of around $100 per head represents policy priorities and/or 

inefficiencies in providing health and community services in the Territory. 

When compared nationally, Queensland and the Northern Territory represent the two extremes in policy terms, 

with Queensland spending 29 per cent below its level of standardised expenditure in 1989/90 and Northern 

Territory 7.5 per cent above. 

These policy differentials between the States and the Territory, particularly between Queensland, Western 

Australia and the Northern Territory, lead to questions of the re la ti ve efficiency of the various health and welfare 

systems. Queensland's performance, and to a lesser degree Western Australia's, suggests that there is scope for 

the Northern Territory to develop and implement policies and programs which contain growth in public sector 

expenditures on health and welfare services without significantly reducing service delivery or quality. 

Specifically, there is an opportunity to consider more privatisation, i.e., private sector provision of health and 

welfare services, as well as greater cost recoveries from the Commonwealth (through Medicare), and through 

user-pays for services provided to other Northern Territory departments. 
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Expenditure On Health And Welfare Services 

In examining the particular elements of expenditure on health and welfare services in the Northern Territory 

since 1985/86, it is clear that "over-spending'' has occurred in health services, but not significantly in welfare 

services. 

Specifically, total expenditure on health services was almost $188.0 million in 1989/90. This includes general 

medical services (i.e., in the CGC definitions, this includes public hospitals, allied services, nursing homes and 

psychiatric facilities), family and children's health and dental services, and public health. This amount exceeded 

the standardised level by $15.3 million or $97.0 per head in 1989 /90, as shown in the Exhibits below. 
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Expenditure on welfare services, which includes child welfare, relief of the aged, and emergency welfare relief 

and other services, exceeded $30.6 million in 1989 /90. In that particular year, however, the amount spent on 

welfare equated with the standardised level, i.e., after accounting for disability and disadvantage factors in the 

Northern Territory. Except for 1988/89 and 1989/90, annual expenditures on welfare have also exceeded the 

standardised levels. 
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The Effects Of Isolation On Expenditure Patterns 

Since our Interim Report, we have received comment about the accuracy of the analysis, reported above, on 

"over-servicing'' in health and community services. The Department has argued that our Interim Report had 

ignored, or not taken sufficient account of, Commonwealth Grants Commission payments to the Northern 

Territory for "isolation" factors, and that these payments should have been reflected in the standardised figures. 

Bringing the "isolation" factor to account, it was said, would increase the standardised figure such that the 

Territory was not "over-servicing'' in health and community services. 

We have considered the argument and reviewed the evidence, but we maintain our original view - a view 

supported by the Commonwealth Grants Commission - that in 1989/90 (the last year for which figures are 

available) actual expenditure exceeded standardised expenditure in health and community services by $15.3 

million. 

We acknowledge that the argument turns to some extent on matters of interpretation. However, since much has 

been made of the point, it is important to further explain the issue. According to the CGC, isolation disabilities 

relate to costs incurred because of the distances of States from other State capitals and from sources of supply. 

In 1989 /90, the amount for isolation for the Northern Territory was estimated by the CGC at over $73.0 million. 

These costs have not been related to any one particular function of government, but are assessed across the 

Territory overall. Isolation is measured in providing public services on factors such as: 

• labour-related costs ($42.17 million)-in the case of the Territory one-third of all government salaries 

are estimated to attract isolation costs including the Territory Allowance, additional recreational 

leave, rental subsidies, airfare and recruitment costs; 

• freight costs ($23.51 million) - estimated at 15 per cent of 50 per cent of non-labour costs; 

• airfares ($3.92 million) - for interstate travel; 

• travel allowances ($860,000) - an allowance for staff having to spend two additional nights away 

from Darwin given the airline schedules; 

• professional infrastructure ($1.87 million) - an allowance for interstate legal and consulting 

expertise because of a lack of local expertise; and 

• travel related subsidies ($808,000) - to enable sporting teams to compete interstate and to bring 

sporting specialists to the Territory. 
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Northern Territory's Expenditure Patterns 

On the premise that the standardised expenditure as determined by the CGC does not completely reflect the 

effects of isolation, the total of $73.0 million has been spread on a pro rata basis across all departments; that is, 

according to the size of a department's budget, relative to the overall Northern Territory Budget. In turn, $20.5 

million of the $73.0 million could be added to the CGC estimate of standardised cost to produce an "adjusted 

standardised cost" for health and welfare services which would exceed the actual amount spent by some $5.0 

million. 

However, as can be seen from the character of the factors above, such an ad justed allocation does not say anything 

about health and community services, per se, nor does it derive from an analysis of the particular ways in which 

isolation has had an impact on the Department of Health and Community Services. In reviewing the expenditure 

patterns of health and welfare services we have identified ways to reduce the costs of isolation by equitably 

reducing the spending on rental subsidies and airfares. 

In essence, the allocation for the "isolation" fact(}r does not mean that health and welfare services in the Territory 

are now more efficient than we concluded in our Interim Report, i.e., without the adjustment. That interpretation 

has been supported in our subsequent discussion with the CGC. The adjustment simply provides one further 

explanation of the level of actual spending by government departments in the Territory over and above the 

standardised level. According to Treasury "it is likely that all health systems have inefficiencies that can be 

improved, as evidenced by the significantly lower cost of services in Queensland." 

2.2 FEATURES OF THE PRESENT SYSTEM 

Moving from considerations of Commonwealth Grants Commission relativities, it can be seen that the Northern 

Territory Government spends 11 per cent of its total budget on health services. This represents a rise of one per 

cent over the past three years. Over the same period the allocation for welfare decreased by three per cent (from 

five per cent to two per cent). 

Expenditure on health and community services in the Territory has increased from $172.9 million in 1987 /88 to 

$221.8 million in 1990/91, an average annual growth rate of 9.4 per cent. This compares with an average increase 

of 5.6 per cent in the CPI for Darwin over this period, at a time when little change occurred in the size of the 

Northern Territory population. 

The average per capita expenditure (excluding central office expenses but including regional administrative 

expenses) on health and welfare was $1,219 in 1990 I 91. However, there is variation between the regions in total 

per capita expenditure. Up until 1990/91 the per capita expenditure in Area North exceeded that of Area South. 

However, in 1990 I 91 this trend was reversed and the per capita expenditure in Area South was $1,258 compared 

with $1,205 in Area North. (see top Exhibit overleaf) Per capita expenditure for hospitals for Area South has 

exceeded that for Area North in recent years, and this difference has been increasing. (See bottom Exhibit 

overleaf.) 

19 



Total Expenditure Per Capita 

$'000 

1,400 

1,200 

1,000 

800 

600 

400 

200 

0 

1987/88 1988189 

Hospital Services Expenditure Per Capita 

$'000 

800 

700 

600 

500 

400 

300 

200 . 

100 

0 

1987/88 1988189 

1989/90 

1989/90 

20 

1990/91 

1990/91 

Im Area North 

•Area South 

ml Area North 

•Area South 



These differences themselves do not necessarily signify inequities in the allocation of resources, as they do not 

take account of regional variations which have an impact on the costs of delivering health and welfare services, 

nor of differences in the demand for such services. For example, there are regional variations in: 

• the geographic dispersion of the population; 

• regional allowances; 

• transport costs; and 

• morbidity rates. 

There is also wide variation in the allocation of resources to the programs across the regions. (see Exhibit 

following) Some of these differences may be partly explained by variations in regional demand, although this 

would not explain all the differences. These regional differences are more significant for programs like Rural and 

Urban Community Health, and Alcohol & Other Drug Services. 

NT Expenditure Per Capita By Area North & South (By Program) 
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The number of acute care hospital beds per 1,000 population in the Northern Territory is below the Australian 

average. In 1988/89 there were4.6 beds per l,OOOin the Northern Territory, compared with5.4per 1,000 across 

Australia. However, the occupied bed days per 1,000 population is significantly greater than in other States and 

was 22 per cent above the Australian average in 1987 /88. As a result, the occupancy rates of the hospitals in the 

Territory are the highest in Australia (85 per cent in the Territory compared with 73 per cent across Australia). 

Although only 26 per cent of the population served by the Northern Territory health system is Aboriginal (i.e., 

the Northern Territory's Aboriginal population together with almost 3,000 South Australian border Aborigines), 

they take 53 per cent of the occupied bed days. This compares with an Australian average of 1.4 per cent of 

occupied bed days for Aborigines, who comprise 1.3 per cent of the total Australian population. 
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The Territory has slightly fewer people employed in the health industry per head of population than elsewhere 

in Australia. At the time of the 1986 Census there was one health industry worker per 39.6 people in the Territory 

compared with one health industry worker per 35.5 people across Australia. The majority of health industry 

workers in the Territory were in the hospital system (64 per cent), while only 51 per cent of the health industry 

workers in other States worked in hospitals. Despite a widespread perception to the contrary, the doctor I 

population ratio in the Territory is close to the Australian average. It is estimated by the Department that there 

are currently 20.6 medical officers currently practising in the Territory per 10,000 population compared with 21.0 

per 10,000 in Australia as a whole. (The number of medical officers registered in the Territory is 814, but the 

number actually practising is estimated by the Department to be 330, which equates to 20.6 per thousand.) 

2.3 INTERSECTORAL RELATIONSHIPS 

The Northern Territory has an area of 1.3 million square kilometres with a population of only 156,000 people of 

whom 37,000 are Aborigines. Three quarters of the Territory's population (mostly non-Aboriginal) live in urban 

areas, half in Darwin (73,000 population) and the balance in Alice Springs, Katherine, Nhulunbuy (Gove) and 

Tennant Creek. The rest of the population (mostly Aboriginal) is widely dispersed in rural areas, some in clusters 

of less than 200 people and others in groups varying in size from 200 to 1000. 

Against this geographic profile, it is obvious why health and welfare services in the Territory are primarily 

funded by Government. 

For example, the Commonwealth Department of Health, Housing and Community Services (formerly the 

Department of Community Services and Health) funds (in part) the health and welfare service providers. 

Typically, funding agreements are arranged for institutional services such as recognised public hospitals, 

nursing homes (direct funding to nursing homes which are all privately run), and community services. The 

Commonwealth also provides some funding for direct services, which are primarily the responsibility of the 

Northern Territory Government (e.g., rehabilitation). 

On the other hand, the Territory provides the balance of government funds for hospitals; community health; 

family, youth and children's services; and aged and disability services. They also provide grants to non

government organisations for delivery of services, (e.g., St John Ambulance, the Royal Flying Doctor Service, and 

the Australian Red Cross Society), and to independent Aboriginal community organisations, such as Tangentyere 

Council, Kalano Community Association and the Central Australian Aboriginal Congress. Some of these 

organisations also receive direct funding from the Commonwealth through the Aboriginal and Torres Strait 

Islanders Commission (A TSIC), the Department of Health, Housing and Community Services, and the 

Department of Employment, Education and Training (DEET). 

These non-government and independent Aboriginal organisations have played, and will continue to play, an 

important role in the provision of primary health and welfare services. The National Aboriginal Health Strategy 

(March 1989) has provided an opportunity forimproving co-operative arrangements between these sectors with 

the establishment of the Northern Territory Tripartite Forum. 
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The Forum consists of three Northern Territory Government officials representing the Department of Health and 

Community Services, Lands and Housing, and the Chief Minister's Office, two Commonwealth Government 

representatives from ATSIC and the Department of Health, Housing and Community Services/DEET, eight 

Aboriginal Health Workers, community representatives and combined Aboriginal organisation representation, 

and 12 ATSIC Regional Councillors- a total of 41 members. 

A co-ordinated approach to determine objectives and strategies through this Forum will hopefully provide a 

means to achieve an improved health status for Aborigines. 

The current Commonwealth Government agenda for micro-economic reform, and the reduced availability of 

Commonwealth funds, will necessitate the introduction of outcome-oriented programs, and a more rational 

financing system between the Commonwealth and the States. This will require improved co-ordination and 

resource sharing between publicly provided services, non-government organisations, and independent serv

ices, and should rationalise roles and responsibilities, and lead ultimately to better health outcomes. 

2.4 ORGANISATION CULTURE 

An organisation's culture encompasses a range of variables such as its values, beliefs and norms. It also includes 

less tangible elements like the perceived hierarchy of influence and power, public image, channels of commu

nication, and the degree of formality or informality that exists within the organisation. 

The factors shaping the HACS culture are multi-faceted: the fact of being a public service organisation, its base 

in the Territory with the problems of distance, isolation and access to a limited pool of professional resources, 

the types of services it provides and the disciplines that attach to those services, and the client groups it serves. 

It should be said that it may be misleading to talk of a single Health and Community Services culture without 

overtly recognising that there are significant variations: indeed, it may be more appropriate to talk of HACS 

"cultures". For example, the HACS organisational culture in Darwin has important differences from the 

organisational culture in Alice Springs. There are also regional differences to be found in Gove and Tennant 

Creek. 

Accepting that such variations exist, the cultural features are, nonetheless, valid to the extent that they are 

recognisable to staff and outside observers. Some of the cultural features seem enduring ones and others, no 

doubt, are outcomes of the difficulties arising from the amalgamations of 1987. Still others may reflect the 

transient beliefs evident in an organisation under pressure. Certainly, they are not intended to imply that they 

are uniformly prevalent in all parts of the organisation. 

In this context the HACS organisation culture may be broadly characterised by the following features: 

Organisation-wide 

• a focus on the day-to-day and rarely on the longer term; 
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• a culture which is process oriented, not outcome or performance oriented; 

• an ill-defined sense of corporate direction or purpose, expressed as a belief that the organisation 

is rudderless; 

• a strong association with regionally based service delivery groups, and weak identification with 

"the Department" as a whole; 

• a strong association by hospital workers with their institution, and weak identification with the 

Department; 

• a "them/us" mentality between service deliverers and Central Office; 

• a "Berrimah line" attitude toward Darwin among some staff in regions, particularly Area South; 

• a belief that Central Office does not understand or is indifferent to the problems experienced in the 

field; 

• a perception that senior managers "look after themselves" ahead of other considerations; 

• a strong "8 to 4.21 p.m." work ethic among some staff which is driven, in part, by a sense that "if 

they look after themselves, why shouldn't I"; 

• a reluctance by staff to accept additional short-term responsibility in the form of higher duties 

without compensation for performing those duties; and 

• an emphasis on employee rights rather than a responsibility to the Department or the job. 

Professionalism 

• a highly dedicated professional staff frequently working under extremely difficult conditions; 

• a reluctance among professional staff to perform the full range of theirfunctions, e.g., to visit remote 

communities; 

• a reluctance among professionals to meet their administrative and managerial responsibilities; 

• strong professional allegiances which contribute to professional coherence and solidarity, but lead 

to difficulties in integrating services to the community; and 
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• a strong sense of confidentiality of client information which can sometimes lead to an 

unwillingness to solve client problems that cross professional lines. 

Diversity 

• a strong belief in, and focus on, the differences between regions in both the needs for services and 

the way they can be delivered; and 

• an abstract willingness to learn from what the best" down south" has to offer, but a scepticism about 

its relevance to the Northern Territory. 

lntersectoral Rivalries 

• a perception that Welfare Services is not of equal importance in the Department; and 

• a belief that resources are inequitably distributed across the Territory. In particular, that Area South 

is disadvantaged in its allocation of resources and services. 

Resource Management 

• a belief that services should be extended and enhanced, rather than critically reviewed to meet 

resource constraints; and 

• a belief that staff resources are scarce and precious, but that financial resources are plentiful and 

expendable. 

Management Responsibility 

• an unwillingness by senior managers to take tough decisions and follow through with them; 

• a tendency to regard information as a source of power and, hence, to with-hold it rather than keep 

staff fully informed; 

• a belief that reviewing staff performance and providing feedback and counsel to employees is a 

personnel role and not a manager's role; 

• a strong reliance on the personnel section to address difficult human resource management issues; 

and 

• an unwillingness to delegate responsibility to subordinates. 
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The features described above are by no means exhaustive. Nor are they, in isolation, necessarily problematic. 

But in concert with other factors, aspects of an organisational culture can be dysfunctional. 

There are two forces at work in the HACS organisational culture: 

• the disparate localised cultures associated with programs and professional lines; and 

• the broader departmental culture which stems from a sense of common purpose and shared 

identity. 

The organisation "works" when these two cultures are synchronised, that is, when the Department's direction, 

priorities and beliefs are shared by the various service delivery groups. This is manifested by a sense of 

departmental identity and common purpose. 

The organisation becomes dysfunctional when the objectives and goals of the many programs and professional 

groups are not aligned. Consequently, the energy of these groups is directed at differing goals and the sense of 

corporate identity is weakened. The overall outcome is a diminution of departmental effectiveness. 

A good organisational structure facilitates the creation of a shared identity and ensures that the goals of its 

constituent parts are compatible with the overall goals of the organisation. 

2.5 HEAD OFFICE/REGIONAL STRUCTURE 

Following the ERC decisions, the Department drew up a revised organisation structure to streamline its 

operational effectiveness and to reflect the staff reductions resulting from the Estimates Review Committee. 

The Executive believed it necessary to proceed with the implementation of the new structure in order to ensure 

the continuity of operations and to mitigate the loss of morale resulting from the announced ERC changes and 

the ongoing Cresap Review. 

The fundamental change from the previous organisation is the creation of two operational groups providing 

service delivery into North and South regions. The executive structure for the new organisation is shown on the 

following page. 

This structure represents a consolidation of the previous four-region model centred on Darwin, Nhulunbuy, 

Katherine and Alice Springs/Barkly. Darwin,Nhulunbuy and Katherine are incorporated into Operations 

North, while Alice Springs and Tennant Creek are subsumed into Operations South. In addition, these two 

operating arms are supported by the three functional arms of Human Resource Management, Corporate Services 

and Policy and Planning. In the post-ERC organisation, the position of Chief Medical Officer has been removed 

from all operational lines and reports directly to the Secretary. 
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Executive Structure - Department of Health and Community Services 

SECRETARY 1 

~------------- CHIEF 
MEDICAL 
OFFICER 

HUMAN CORPORATE POLICY & RESOURCE OPERATIONS OPERATIONS 

MANAGEMENT 
SERVICES PLANNING NORTH SOUTH 

6/91 

The underlying principle behind the structure is the belief in strong regional affinities that roughly divide the 

Territory along North/South lines. What the proposed structure provides is a mechanism to pull together the 

disparate parts of the organisation, e.g., hospitals, community-based services and program deliverers within two 

regions. How this occurs varies between the two regions. 

Operations North opted for local integration of the hospital and community-based services in the areas of 

Katherine and East Arnhem, while Darwin was to be made up organisationally of the Royal Darwin Hospital 

(with responsibility for the co-ordination of Top End hospitals), Rural Services and Urban Community Services. 

Overlaid on this framework is a matrix of programs with "program 'advisers' responsible for particular specialist 

units, program support and advice across the Northern area and initially across the Northern Territory" (HACS 

Newsletter, 27 June 1991). Administrative support is to be provided locally from Darwin. 

Operations South, on the other hand, elected to place the various programs under distinct service delivery units 

reporting to the Area South Director. Barkly grouped Tennant Creek Hospital and Community Services with 

responsibility for the co-ordination of urban and rural services in the area. In Alice Springs, the Hospital 

represented a separate reporting unit with responsibility for Mental Health and the co-ordination of Area 

Hospital Services. The remaining branches comprised Urban Community Health, Rural Services, Grants and 

Information Services, and Child, Youth and Family Services. 
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Subsequently, the Area Director, South, recommended to the Secretary a new organisation structure based on 

functional lines of business. The 

fundamental elements of this recommended structure is described in more detail in Chapter 4. 

The two regions as represented are organisationally and operationally quite distinct. 

2.6 HOSPITAL SERVICES 

There are five public hospitals in the Territory providing a total of 609 acute care beds, including 41 psychiatrl.c 

beds. Of the Department's budget of $221.8 million in 1990/91, 50 per cent was spent on hospital services. 

Royal Darwin Hospital with 311 authorised beds, is the main specialist teaching hospital in the Territory. It 

provides a range of general, medical, allied health professional and diagnostic services. Royal Darwin Hospital 

is the major hospital for the Top End and accepts patients who cannot be cared for at the Gove and Katherine 

hospitals. In terms ofFull Time Equivalents (FTEs)l, it has a staff of 1,157.9 comprised of 448.4 nursing staff, 195.5 

in the medical and allied health professions, 376 in hotel and other services (e.g., catering, cleaning and laundry), 

and 138 administrative staff. 

Alice Springs Hospital, with 188 authorised beds, is the specialist hospital for Central Australia and also serves 

adjacent areas of South Australia and Western Australia. Alice Springs Hospital provides comprehensive 

inpatient and outpatient services. It is also a too.ching hospital and provides post-graduate training for doctors 

and a certificate course for enrolled nurses. Patients ar~ transferred to Royal Adelaide Hospital for treatment not 

available in Alice Springs. The hospital has a staff of 532.5 FTE - 256.4 nursing staff, 84.1 in the medical and allied 

health professions, 157 in hotel and other services, and 35 administrative staff. 

Katherine Hospital has 60 authorised beds and provides a range of inpatient and outpatient services supple

mented by visiting specialists. A comprehensive range of diagnostic and treatment services is provided. When 

necessary, patients are transferred to Royal Darwin Hospital for treatment. The hospital has a staff of 160 FTEs 

- 73 nursing staff, 14 in medical and allied health professions, 59 in hotel and other services and 14 administrative 

staff. 

Gove District Hospital has 30 authorised beds and provides acute medical services for the East Arnhem Region. 

It offers inpatient services, a 24-hour casualty service and a range of visiting specialist services. There are 100 

FTE staff in Gove District Hospital - 39 nursing staff, nine in medical and allied health professions, 40 in hotel 

and other services, and 12 administrative staff. 

Tennant Creek Hospital has 20 authorised beds and provides a range of inpatient and outpatient services and 

visiting specialist services. Where necessary, patients are transferred to Alice Springs and Royal Adelaide 

Hospitals. Tennant Creek Hospital has a staff of 87 FTEs - 39 nursing staff, 6.5 in medical and allied health 

professions, 30.5 in hotel and other services, and 11 administrative staff. 
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Territory-wide hospital service budgets have increased by 26 per cent in the pastthreeyears. However, the extent 

of the increase varied considerably between hospitals. The budget for Royal Darwin Hospital increased by only 

15 per cent compared with 37 per cent for Alice Springs Hospital and over 40 per cent for the other hospitals. Over 

the same period, the activity level of the hospitals decreased with an overall drop of 10 per cent in the number 

of occupied bed days. However, activity at Alice Springs Hospital was against this trend, and the number of 

occupied bed days there has increased by seven per cent in the past three years. 

The first private hospital in the Territory opened in Darwin in 1987, occupying two wards of the Royal Darwin 

Hospital (RDH). It commenced operating as a separate 150 bed facility in August 1988. Darwin Private Hospital 

is located adjacent to Royal Darwin Hospital and the two hospitals have arrangements to share resources in a 

number of areas. 

The opening of the private hospital has enhanced the a vaila bili ty of medical services in the Territory as the range 

of specialist services has been able to be extended. 

Northern Territory Hospitals' Efficiency 

The efficiency of hospitals is defined by operating costs and staff numbers adjusted for activity levels. One way 

of measuring efficiency is to compare costs and staff per patient. An alternative approach is to measure resource 

utilisation per occupied bed day. This is a more appropriate basis for comparing the efficiency of Northern 

Territory hospitals with those interstate. A comparison of costs per patient is only valid if the average length of 

stay of patients in the different hospitals is the same, or should be the same given their medical profile. In the 

Northern Territory this is not the case because of the longer average length of stay of Aborigines. Hence, the 

resource utilisation per occupied bed day is used to compare the efficiency of Northern Territory hospitals with 

those in other States. The calculation of occupied bed days is ad justed to take in to account non-inpatient services. 

The Hospital Utilisation and Cost Study (HUCS) published by the Australian Institute of Health produces data on 

all hospitals across Australia. The HUCS data are somewhat limited by the fact that the most recently produced 

data are for the 1987 /88 financial year. It is also acknowledged that there are quality problems with these data. 

While at the broad level the HUCS data can provide useful standards for indicative comparisons, it was deemed 

to be inadequate for analytical purposes and none of the recommendations are based on these data. 

Overall, the cost per occupied bed day for Northern Territory hospitals is 23 per cent higher than the Australian 

average. However, when the bed day cost for each of the Northern Territory hospitals is compared with the costs 

for a group of similar hospitals of the same type and size, they appear even more inefficient. On average their 

costs are 46 per cent higher than those in the similar, comparable hospitals. 
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Staff Mix And Costs 

Looked at in terms of Australia-wide comparisons, the staffing mix and salary costs in Northern Territory 

hospitals vary considerably from the Australian average. On average, the number of FfE staff per occupied bed 

in the Territory's hospitals is 15 per cent above that in the comparable group of hospitals. However, there are 

significant variations in the distribution of staff between medical, technical, domestic and other categories. For 

some groups the number of FfEs per occupied bed day is higher than in other States (e.g., salaried medical 

officers and domestic staff), and for some categories of staff the ratio per occupied bed day is lower (e.g., 

diagnostic, professional and technical). 

The impact that these differences have on the cost per occupied bed day varies because of the wide variation in 

average salary costs. The Exhibit overleaf shows that the average salary per FfE staff is generally higher in the 

Territory, the difference being greatest for domestic staff, salaried medical officers and administrative and 

clerical staff. Thus, while the number of salaried medical officers per occupied bed day is only 14 per cent above 

the Australian average, the average cost per occupied bed day of medical staff is 52 per cent higher. This is 

because of their higher-than-average salary cost, which may reflect the more extensive overtime and on-call 

requirement for salaried medical officers, e.g., in Alice Springs. 

Domestic Services Staff 

The cost of domestic services per occupied bed day in the Territory is more than double that for similar hospitals 

elsewhere in Australia. Northern Territory hospitals allocate 28 per cent of their total operating budget to 

domestic services, compared with only 17 per cent in a comparative group of hospitals elsewhere. 

The proportionally greater allocation to salary costs for domestic staff can be partly attributed to their higher 

average salary (40 per cent above that in similar hospitals). It is also a result of having greater numbers of 

domestic staff per occupied bed day (see Exhibit below). 
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Non-Salary Costs 

The non-salary costs in Northern Territory hospitals are43 per cent above the Australian average. While patient 

transport is the area of greatest difference it is only a small proportion of the total budget. It is the relatively high 

costs of domestic services and administration which have the greatest impact, since they form a significant share 

of the total non-salary costs (39 per cent and 31 per cent respectively). (See Exhibit below.) 

Percentage Deviation from National Average of Relative Non-salary Costs 
Per Adjusted OBD 
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Hospital Placement In The Departmental Structure 
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Source HUGS {1987188). AIH 

In the previous regional structure each major urban centre had one hospital. The Regional Director had 

responsibility for the hospital in his/her region. With the post-ERC change in structure to two areas there are 

now three hospitals under the Area Director North and two under the Area Director South. 

This reorganisation results in differences in policies and procedures between the five hospitals. Both structures 

also limit the extent of liaison between the managements and staffs of the different hospitals, thereby reducing 

the opportunities for sharing knowledge. 

While some variation in practices is appropriate given the differences in the client groups, unnecessary . 
inconsistencies can be costly. It can also result in inequities in the services available in different regions. 

One area which has suffered because of this fragmentation of hospital services is that of medical equipment. 

There is an unnecessarily wide variety of types and brands of medical equipment throughout the Territory. As 

a result: 

• the Department does not maximise its buying power when purchasing new equipment; 

• it is impossible to obtain a cost effective contract for servicing equipment; and, 

• the medical engineering costs for maintaining the equipment are greater. 
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Hospital Boards 

Each hospital in the Territory has a Hospital Management Board, which is governed by the Hospital Management 

Board Act as amended on 27 May 1987. The Act provides for the appointment of Board members and conduct, 

term of appointment, removal, conflict of interest, protection of members, procedures for meetings, and related 

matters. 

According to the Act, the functions of the Board are, inter alia, to: 

• give directions and offer advice to the Chief Executive Officer of the hospital with respect to any 

matter relating to the operation of the hospital; 

• fix and supervise the standards of service provided by or through the hospital; 

• advise and make recommendations to the Minister on any matter relating to the operation of the 

hospital, including the needs of the hospital and its future development; 

• co-ordinate the use of resources in the hospital; 

• raise money for such uses in the hospital as are approved by the Minister; 

• maintain liaison with other persons or bodies in the area served by the hospital; and 

• exercise and discharge such powers, duties and functions as are conferred or imposed on it by or 

under the Hospital Management Board Act or any other Act. 

The Chief Executive Officer (CEO) of a hospital will consider any advice and comply with any direction in 

relation to the functions listed above. As such, the Board performs an advisory role in the management and 

operation of the hospital. However, at present the powers of direction of a Board exclude: 

• recruitment, management and discipline of staff; and 

• financial management of the hospital. 

Importantly, the Board is able to introduce community participation and involvement in setting long term 
objectives and strategies of the hospital and in recognising community needs. In this respect, another 
important role of the Board is the identification of the demand for hospital services and the provision of 
community facilities, including hospitals and community health centres. 

1 (Note: All staffing numbers in this section are from departmental records on Average Staffing Level (ASL) by 
position levels and cost centres for 1990/91.) 
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2.7 HEAL TH SERVICES 

Health Services comprise Mental Health, Dental Health, Alcohol and Other Drugs, Communicable Diseases, 

Environmental Health and Health Promotion. 

Each of these programs is described in the following section. 

Mental Health Services 

Mental Health Services provide acute care, rehabilitation, forensic services, community services, and child and 

family services. 

Multi-disciplinary teams of nurses, psychiatrists, psychologists, allied health professionals and administrative 

support staff are employed in the regionalised services. In 1990/91 in Mental Health Services, 131 staff were 

employed and expenditure was $6.71 million. 

One of the strengths of Mental Health Services in the Territory is its preventive programs and rehabilitation 

services, strong community focus and involvement with the Mental Health Association. 

Difficulties with recruitment of appropriately trained staff (e.g., psychiatrists, psychiatric nurses) and the 

turnover of nursing staff has led to inadequate provision of services in rural areas. The absence of full time private 

psychiatrists in the Northern Territory shifts a larger burden of cost to the Northern Territory Government. The 

Mental Health Services' lack of control of the resources for the program in the regionalised structure has not' 

assisted the co-ordination of the program. A further weakness of this service has been the lack of a purpose-built 

secure facility for forensic and dangerous mentally ill persons - a facility already planned and scheduled for 

construction next year. 

Mental Health has been given a higher profile with the development of a National Mental Health Policy. The 

negotiations between the Commonwealth and the States will provide further financial and resource commit

ment from the Commonwealth. In addition, consumer rights have given patients a greater degree of 

involvement and improved safeguards. 

A recent trend in Australia of shifting mental health services away from a medical or hospital setting and back 

into the community is seen as an advance. The Territory leads in this respect. 

Dental Health Services 

Dental Health Services provide preventive and treatment services to pre-primary and primary school children, 

and disadvantaged persons through regionalised teams of dentists, dental therapists, assistants, technicians and 

administrative support staff. In 1990/91,84FTE staff provided these services. Expenditure in thatyearwas$3.57 
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million. The ERC decision has closed Casuarina Clinic with a reduction of two staff, and further reductions of 

eight staff will occur by 1992/93 as a result of the extension of the interval between check-ups in schools from 

one to two years. 

Dental Health Services appears to have achieved improved oral health for most children and adults through its 

school and general dental programs respectively. However, difficulties in recruiting appropriately trained 

dentists have had an adverse impact on the provision of adequate services, particularly to rural areas. This 

manifests itself in the less marked improvement of oral health among Aborigines. 

In addition, the present structure does not optimise the support services and ongoing education necessary to 

maintain staff and diminish the incidence of ''burn out" among service providers, particularly in the rural sector. 

There is potential to maximise the utilisation of private dental practitioners in urbanised areas, despite the 

possible increase in hourly sessional rates, and thereby release staff for rural services, and to further rationalise 

facilities in schools. However, extension of recall times to two years may increase disease levels. 

Alcohol And Other Drugs 

The program comprises: 

• The Drug and Alcohol Bureau (central policy unit) 

• A Ministerial Advisory Committee 

• Regionalised preventive, education, treatment and rehabilitation services. 

Northern Territory Alcohol and other drug services programs are funded under: 

• Hospital services 

• Grants-in-Aid 

• Cost shared and 100 per cent Commonwealth NCADA programs. 

Total expenditure in 1990/91 was $3.16 million. 

A major strength of the programs is the contribution of community organisations to the provision of preventive, 

counselling, treatment and rehabilitation services in the alcohol and drug related field. The Drug and Alcohol 

Bureau's research capability and data base provides information to monitor the range of services for planning 

purposes. 

The role of the Drug and Alcohol Bureau has changed since the amalgamation of the Department. The 

regionalised structure has created difficulties in direct communication with community organisations and 
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resulted in reduced co-ordination and efficiency. As well, the level of training and support provided to non

government organisations has not been optimal. 

The Sessional Committee into the Use and Abuse of Alcohol by the Community submitted its report in August 

1991. The Committee has proposed a number of significant measures to limit the availability of alcohol through 

restrictions on the number of commercial outlets and other means. It has also proposed the introduction of a tax 

on alcohol to fund programs for the prevention and treatment of alcohol abuse. Moreover, the Commonwealth 

intends to increase education and preventive services to remote areas and Aboriginal communities. Together 

with ATSIC' s increased involvement through the National Aboriginal Health Strategy, these initiatives point to 

additional opportunities for the Department to maximise its effectiveness in addressing drug and alcohol abuse. 

Communicable Diseases 

The Communicable Diseases program provides services in the regionalised structure to monitor and control the 

incidence of communicable diseases in the Territory through five major sub-programs: 

• AIDS/STD 

• Leprosy 

• Tuberculosis/Silicosis 

• Disease Surveillance and Control 

• Immunisation. 

Expenditure in 1990/91 was $3.68 million which included grants to community organisations. 

The STD/ AIDS educational program to health professionals, target groups and industries, and the general 

public, and a specifically designed AIDS Education Program, have been significant achievements. 

Leprosy notifications have for many years continued to maintain a rate of 3.3per100,000. Limited use is made 

of community health nursing, medical and Aboriginal Health Workers for leprosy surveillance, treatment and 

management. 

The incidence of tuberculosis increased from 26 to 63 cases during 1988/89, resulting in the need for increased 

staffing. Public awareness programs, community surveys and increased screening have contained the outbreak. 

Continued vigilance will be necessary to keep tuberculosis under control. 

Non-communicable diseases such as diabetes, cancer, cardiovascular disease and renal disease are providing 

new threats to the health status of Territorians. There is a need for a disease control branch which can monitor 

disease trends, take appropriate action and provide Territory-wide direction. Scarcity of appropriate specialist 

skills for disease control in the smaller regions is seen as a weakness and leads to co-ordination difficulties in 

specific programs. 

35 



Potentially, information could be interlinked with improved surveillance through the National Communicable 

Disease Control Network, particularly to control sexually transmitted diseases, AIDS, leprosy and measles. 

Within the Territory, immunisation is a major program with a very high inoculation rate compared to other 

States. 

Environmental Health 

The following range of services is provided to protect and maintain a healthy environment: 

• monitoring of food and hygiene standards, air and water quality, and control of hospital waste; 

• control of therapeutic goods, pharmaceutical drugs, including monitoring of narcotic drug use; 

• controlling the use of poisons, such as pesticides; 

• advising organisations and government on environmental impact studies; and 

• research. 

These services are provided by specialist personnel working in units in the Department both at Central Office 

and from Darwin, Katherine, Nhulunbuy and Alice Springs. Health surveyors are also employed by the Alice 

Springs Town Council and provide an urban service. The departmental expenditure for 1990/91 was $1.61 

million. 

Health surveying, which in other States is a function of local government authorities, is mainly carried out by 

the Department (Alice Springs being the exception). Staffing levels have been reduced over time, and hence 

services have been reduced in both urban and rural areas. 

Medical entomology is also an environmental health program, which provides the Territory with expertise in 

the control of disease carrying insects of medical importance (particularly mosquito-borne diseases). 

In addition, pharmacists provide control of drugs and monitor narcotic drug use, and a medical physicist carries 

out inspections of x-ray equipment. 

Health Promotion 

Area Health Promotion Officers provide a service that aims to improve community well-being and individual's 

control over the quality of their life. They work with policy officers and service providers and provide 

information, policy advice and training in health promotion strategies. 
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Heal th Promotion Officers assist with resources and support for, and participate in, a variety of non-government 

health promotion activities as well as government programs. For example, the National Heart Week organised 

by the National Heart Foundation, and the Commonwealth Government's National Campaign Against Drug 

Abuse (e.g., the "Smoking Who Needs It?" campaign targetted at young women). 

Through the National Better Health Program the Department has been able to employ Aboriginal Health 

Promotion Officers in Darwin, Alice Springs and Katherine. The emphasis of this program is on community 

development, working with Aboriginal people to identify problems within the community and assisting people 

to clarify and achieve solutions which the communities believe will work for them - a model which has worked 

effectively with the AIDS Education Program. 

As a result of ERC decisions the program has been reduced by four staff; two from the closure of Casuarina 

Healthworks; one administrative support position; and one (unfilled) Health Promotion Officer position. 

2.8 PRIMARY HEALTH CARE SERVICES 

Responsibility for the provision of primary health services in the Northern Territory in rural areas was handed 

to the Commonwealth Department of Health in 1972 and to the Northern Territory Government in 1978. As 

indicated in the historical overview earlier in this Report, prior to 1972 the majority of services were provided 

by missions and the Department of Welfare on remote communities. Urban community health centres were 

established in 1974 under the present format of integrated nursing services. Until then nursing services were 

discrete units of infant health, school health and home nursing. 

Today the Northern Territory Government manages 46 health centres and provides services at a further 13 

clinics. The latter may be staffed by Aboriginal Health Workers (AHWs) or visited on a regular basis. All of the 

heal th centres and clinics are in remote localities with the exception of nine urban-based clinics. In addition, three 

mobile clinics operate in the Alice Springs and Barkly Region, providing services to cattle stations and small 

Aboriginal communities. The homelands movement has increased service demands, and requires a number of 

mobile services to be provided from the larger health centres. 

Grant-in-aid funding is also provided to a number of organisations - such as Aboriginal Councils, Roman 

Catholic Missions and other agencies - to manage primary health care services and complementary services. 

These include: 

• Deafness Association of the NT; 

• The Anti-Cancer Foundation of the NT; 

• A New Start Towards Independence (ANSTD; 

• Arthritis & Rheumatism Association; 

• Asthma Foundation of the NT; 

• St Mary's Children's Village; 

• Bindi Centre; and many others. 
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Apart from Northern Territory Government funded health services, there are a number of independent 

Commonwealth-funded organisations providing health services to Aborigines. 

Since the amalgamation of the Health Department with Community Services in 1987, welfare services have been 

managed separately from primary health care. 

Support services of allied health professionals, medical officers and more recently, mental health and commu

nicable diseases program staff are available either on a referral or through intermittent visiting schedules. The 

Aerial Medical Service, the Royal Flying Doctor Service and St John Ambulance provide the interface of 

emergency transport to hospital services from the communities. 

The level and range of services vary according to the geography and demography of specific catchment areas. 

The objectives of the primary health care program are to: 

• reduce mortality, morbidity and disability; 

• enhance the quality of life through prevention of illness, injury and premature death; 

• provide culturally appropriate services; and 

• promote and encourage community participation in the planning and delivery of health and related 

services. 

The primary health care service requirements in urban areas are significantly different to the more complex 

requirements of the rural communities. 

In the rural areas,~vices are directed to a predominantly Aboriginal population residing in remote localities. 

While the emphasis is on preventive health, there is a high proportion of acute medical care for the comparatively 

higher morbidity and mortality experienced by this group of people in comparison to their non-Aboriginal 

counterparts. An aspect of preventive health is to empower Aboriginal people to take responsibility for their own 

health and permit community controlled health services. Many factors which cannot readily be addressed by 

health workers, such as housing, water and sewerage, impact on health status and require redress if there is to 

be any significant improvement in patterns of morbidity in rural areas. 

In recognition of Aboriginal health requirements, a National Aboriginal Health Strategy Report was completed 

in March 1989. As indicated earlier, an outcome of this report has been the establishment of an Northern Territory 

Tripartite Forum to address Aboriginal healthin a co-ordinated approach. The Commonwealth has also set aside 

$232.0 million nationally for Aboriginal health, housing and other infrastructure needs over the next four years. 

Successful bidding for some of these funds by the Territory depends on co-operative arrangements between 
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Aboriginal organisations and the Northern Territory Government, and a requirement of the latter to increase 

resources for Aboriginal services. 

In rural areas between 1987 /88 and 1990 /91, HACS budget expenditure has increased by 37 per cent. This does 

not include Grant-in-Aid to other organisations providing primary rural services. The budget for Grant-in-Aid 

for 1989 /90 was $3.2 million, an increase since 1987 /88 of 23 per cent. Expenditure in urban primary health care 

services increased by 42 per cent over the same period. HACS staff numbers have increased by 12 and 14 per 

cent respectively in rural and urban services in the corresponding time. 

2.9 GRANTS-IN-AID 

The Central Grants Unit made payments totalling approximately $28.0 million to non-government organisa

tions in 1990/91 for health and community related services. These funds were administered by HACS as 

components of three major programs: Health Services, Family, Youth and Children's Services, and Aged and 

Disability Services. This represents approximately 15 per cent of the HACS budget. Grant funds were allocated 

over 228 community-based projects through 13 individual grant programs within the three main program 

headings. 

Of the total funds, a small number are jointly funded with the Commonwealth, usually as a Specific Purpose 

Payment. Joint Northern Territory I Commonwealth initiatives usually have agreements that span several years. 

Approximately 600 full time equivalent positions are funded in the community through the grants projects. It 

should also be noted that some organisations are in receipt of funding for more than one grant project. 

In addition to providing funding for services, the Department provides non-financial support by way of 

information and advice, i.e., program direction and support, financial management and operational guidelines. 

2.10 COMMUNITY SERVICES 

In March 1987, the Department of Health amalgamated with the Departments of Community Development, 

Correctional Services and the Office of Youth, Sport and Recreation to form the Department of Health and 

Community Services. 

Following amalgamation, the Community Services Division became responsible for the following program 

policy areas: 

• Child and family welfare 

• Children's services 
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• Consumer affairs 

• Disability services 

• Services for the aged 

• Women's information services 

• Youth affairs 

• Community services grants and support to the non-government sector. 

Within the Community Services Division, there are currently three program areas. They are: 

• Family, Youth and Children's Services 

• Aged and Disability Services 

• Consumer Affairs. 

Family, Youth And Children's Services 

The Family, Youth and Children's Services' program has responsibility for the Community Welfare Act which 

empowers the Minister to assist persons, families, groups or communities in order to promote their well-being. 

It has an annual budget of approximately $13.0 million and employs around 130 staff. Within this program there 

are a number of sub-programs that contribute to improving the capacity of families to cope and stay together 

during times of need. 

The services provided include: 

• Child Protection: 

Under the Community Welfare Act, the protection of children is the responsibility of the Minister for 

Health and Community Services. The role of child protection is to protect children from the acts of 

family or others which endanger their physical, emotional or intellectual development or well

being. 

• Adoption: 

The Department of Health and Community Services administers the Northern Territory Adoptions 

of Children Act which governs local and inter-country adoptions by Northern Territory residents. 

The Adoptions Unit places children offered for adoption, assesses families applying to adopt, and 

supervises placements until an adoption is finalised. 
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• Substitute Care: 

The role of substitute care is to provide care for children whose parents are, for various reasons, 

unsuitable, unable or unwilling to adequately care for them. Care of these children may be provided 

through foster care, government and non-government homes, or, in appropriate circumstances, by 

assisting the child to live independently. 

• Financial and Material Assistance: 

Prior to ERC, financial and material assistance was provided in two ways. The first was through 

Emergency Financial Assistance and Preventive Family Care. These schemes allowed for discre

tionary funds to be allocated on a needs basis to welfare families and individuals. As the result of 

an ERC decision, the Department has ceased funding the Emergency Financial Assistance program 

in line with the view, held by most State Governments, that income maintenance is the responsibil

ity of the Commonwealth Government through the Department of Social Security. 

The Government is continuing to fund the Preventive Family Care program. HACS also provides 

assistance through programs like burial assistance and the Pensioner Concessions Scheme for bus, 

interstate travel, power, and council rates. 

• Children's Services: 

Children's Services is responsible for regulatory control and monitoring of child care centres, 

capital funding, Commonwealth/Northern Territory negotiations and planning for children's 

services in the Territory. 

In addition, Children's Services provides a close oversight to grant- funded organisations that 

operate within this program, and an information service to the general public from a shop-front 

operation on the ground floor of Casuarina Plaza. 

• Youth Services: 

HACS provides, under the Northern Territory you th policy, a commitment to foster a co-ordinated 

approach to young people in respect to community services. Under the Supported Accommodation 

Assistance Program (SAAP), medium term accommodation and youth advocacy services are 

provided. 
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• Family Support and Counselling: 

This part of the program provides day to day assistance in many areas. Counselling services are 

provided through the Sexual Assault Referral Centre and Adoptions, and generalist support is 

provided throughout the Department. It also provides funds to non-government organisations for 

family, youth and children in situations of crisis. Among the grant recipients are Aboriginal and 

ethnic groups, religious organisations and community government councils. 

In addition, the Territory has representation on a National Ministerial Committee on children, and families with 

children. This Committee examines issues associated with the location and needs of disadvantaged children. 

The Territory is involved in a number of agreements with the Commonwealth that recognises the relative 

disadvantage of services available in the Territory compared with other States. Among these agreements are the 

Supported Accommodation and Assistance Program and the Youth Worker Training Program, which have 

provided additional funding for youth homelessness. 

The Territory is relatively disadvantaged in many areas relating to family, youth and children's services. In 

particular, the Territory has experienced: 

• an increasing amount of youth homelessness; 

• the highest incidence of child maltreatment; 

• a high incidence of alcohol related violence; and 

• higher demand on welfare services because of very high and increasing unemployment. 

The Territory is aiming to combat these problems through a number of different methods: 

• developing grant service agreements for non-government organisations which will incorporate 

specific objectives and provide a more focused target for the operation of the grant recipient; 

• providing funding to more appropriate non-government agencies (particularly in the area of 

Aboriginal/ ethnic, culturally sensitive service delivery); 

• integrating services in order to offer a more complete serv"ice. A pilot project at Palmerston will see 

health services and welfare services being integrated and delivered from one operation; 

• encouraging community participation in the planning and delivery of services, especially in rural 

and remote areas; and 
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• improving planning of service delivery in remote areas and having multi-disciplinary teams 

providing outreach services to many areas previously unserviced. 

Current weaknesses in the delivery of services in the Territory include: 

• inequity of access to support services; 

• minimal financial co-ordination and performance evaluation (other than non-financial) within 

programs; and 

• fragmentation of services resulting in gaps in service. 

Emergency Financial Assistance 

Prior to ERC, the Territory provided emergency relief through an Emergency Financial Assistance program. The 

Territory has provided assistance through this program at the rate of $2.38 per head of population. The funding 

of this program ceased on 30 June 1991. 

NSW and Victoria provide emergency relief services through the non-government sector, which in turn is 

funded by the Commonwealth. Tasmania will cease its scheme next year, while SA and WA continue to provide 

emergency funding. 

Prior to the decision to withdraw from the program, the Department sought to obtain expressions of interest from 

non-government organisations to operate emergency relief by offering grants for this purpose, but such 

expressions proved unsatisfactory. 

Aged And Disability Services 

This program aims to assist aged persons and people with disabilities to live in their preferred accommodation 

by providing a range of support services. This is done by way of departmental funding to individuals and 

community groups, with the Department undertaking some specialist functions. Planning advice for Govern

ment action is obtained through advisory groups established by Ministerial appointments. 

Within this program there are a number of sub-programs that contribute to achieving these goals: 

Rehabilitation Seroices 

Rehabilitation services are provided in varying levels from the Northern Territory's five hospitals and the 

community networks that support them. 
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Most rehabilitation is performed by a range of allied health professionals such as occupational therapists, 

physiotherapists, speech therapists, social workers, Aboriginal liaison officers, psychologists, etc, who co

ordinate services to assist people to adjust to their disability, or help them return their optimum level of function 

following injury, disease or trauma. 

Geriatric Assessment 

Adult Assessment and Co-ordination Teams (AACT) are based in Alice Springs, Katherine and Darwin with an 

outreach based in Tennant Creek. The teams provide multi-disciplinary assessments and co-ordination of 

services for aged persons and younger adults with significant disabilities. 

This service is primarily funded by the Commonwealth, but with the Department of Health and Community 

Services providing the accommodation and infrastructure. 

Elsewhere in Australia, Geriatric Assessment is generally provided for the frail aged. However, due to a lack 

of alternative options, they cater for younger disabled people in the Territory, as well. 

Seating And Equipment Assessment Team (SEAT) 

SEAT is a service directed at minimising pressure sores through the development of customised seating systems 

for clients with physical disabilities who reside in the Northern Territory. A technician responds to the client's 

request for the service, or to a request initiated by.a member of the multi-disciplinary team, either urban or rural. 

The co-ordinator of SEAT oversees quality control of the service and products. 

Challenging Behaviours Support Unit 

The Challenging Behaviours Support Unit is based in Darwin and provides a support service to people with 

severe disabilities and behavioural disturbances where that behaviour is likely to otherwise result in institution

alised care. 

The Unit has responsibility for assessing the individual, developing programs designed to alleviate the 

challenging behaviour, and helping maintain the individual in a normal living environment. 

Adult Guardianship 

The Adult Guardianship Act provides guardianship for people who are·considered by the Magistrates Court to 

be unable to adequately manage their affairs. 

As guardianship leads to loss of full control over the management of one's affairs, guardians are only appointed 

when less restrictive options are not available. 
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Territory Independence & Mobility Equipment Scheme (TIMES) 

This service is operated throughout the Territory by Regional Offices which give technical advice and financial 

assistance for the purchase of mobility equipment, appliances and consumables. 

Disabled Persons Bureau 

Disabled Persons Bureaux are operated by the Department from shop front premises located in Darwin and Alice 

Springs. These locations act as a focal point for disability services and provide information and referral services 

to disabled persons. Another important function is to provide feedback to service providers both within and 

outside government on the problems that disabled people have had with access or use of their services. 

Aged And Disability Services Grants 

The Department resources community organisations to provide services to elderly and disabled people. Support 

to community organisations is in line with policy to encourage self help and a familiar environment for the 

elderly and people with disabilities. Grant funding to community organisations recognises the contributions of 

the non-government sector to community well-being. 

Grants to non-government organisations increased from $3.2 million in 1989 I 90 to $3.6 million in 1990 /91 with 

26 organisations receiving funding. 

Home And Community Care (HACC) 

Home and Community Care (HACC) is a Northern Territory/Commonwealth funded program to provide 

grants for services to the frail, aged and younger people with disabilities. Services are designed to enable people 

to remain in the community rather than being prematurely admitted to institutional care 

Program Developments 

There have been a number of developments over the past months in the area of aged and disability services. 

These include: 

• Northern Territory Government approval of a disability services policy which will apply to all 

Government departments, and a direction for the future planning of departmental services; 

• a review of AACT, which recommended strategies to redress the problems associated with the 

provision of services to rural and remote localities; 

• a review of information counselling services for the disabled; and 
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• Commonweal th/ State working parties which reached agreement on reforms to the administration 

and funding of aged and disability services. 

2.11 CONSUMER AFFAIRS 

The objective of Consumer Affairs in the Northern Territory is the promotion and maintenance of a free, fair and 

equitable market place. 

The Office of Consumer Affairs provides a range of services including preventive measures and conflict 

avoidance functions, remedies of redress, and encouraging integrity and fair trading in business. 

Other services provided include: 

• receiving and investigating complaints; 

• responding to consumer I trader inquiries; 

• undertaking surveillance for dangerous and alleged hazardous products; 

• monitoring business practices; 

• providing consumer and trader education, advice and information; 

• determining of fair rents and disbursement of tenancy security deposits in dispute; 

• controlling of the prices of declared goods; 

• inspecting and verification of weight and measuring instruments used for trade; 

• inspecting and verifying packaged goods; and 

• giving advice and administrative support to the Consumer Affairs Council. 

Services soon to be provided include: 

• licensing of travel agents; and 

• licensing of credit providers and administration of the uniform Credit Act. 

ERC recommended a reduction in Consumer Affairs staff numbers from 21to17. This decision has led to the 

introduction of a 008 telephone number in Katherine and the closing of the Consumer Affairs Office in Casuarina. 

Expenditure in 1990/91 was $1.0 million. 
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III 

THE STRATEGIC ISSUES FACING 
THE DEPARTMENT OF HEALTH AND COMMUNITY SERVICES 

3.1 INTRODUCTION 

In the previous chapter we presented a descriptive overview of the health and community services system. It 

is appropriate now to stand back and view the system from a wider perspective-to place it in its context and make 

some comments about the future. 

What follows, then, is an outline of the thinking that led to our recommendations, together with some of the 

important factors we believe necessary to set the framework for the future. While it is the task of the Department 

to formulate and implement its strategic direction, a framework or process is required which will enable strategic 

management to take place. 

Such a framework will provide the basis upon which the Department can shift from the largely reactive, demand

driven system of health and welfare delivery which exists at present to a more strategically focused, planned and 

managed system - a system responsive to demands but which assesses community needs, prioritises its services, 

and better directs its energies towards achieving sustainable improvements in measurable outcomes against 

performance targets. 

Any broadly-defined health and welfare system, such as the Territory's system, will be demand-driven. But this 

system - more than most - requires strategies for addressing the formidable challenges it faces. 

The key challenges and constraints facing the Territory's health and community services syslem are the 

following: 

• planning: 

The Territory has a diverse population with radically different demographic and cultural charac

teristics, and, most importantly, health status. To meet the health and welfare needs of this varied 

group, careful planning is essential. 
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• priority and policy: 

There is a need to set priorities and develop policies, and programs in an environment of limited 

resources. 

• organisation: 

There is a requirement to provide effective organisational structures and mechanisms to ensure 

service delivery for the Territory's limited resources, large distances and geographic dispersion. 

• management: 

There is a diversity of services to be managed within one Department (hospitals, community health, 

mental health, dental health, public health, welfare). 

3.2 PLANNING ISSUES 

There are a number of key elements that are essential inputs into the planning process: population data, 

projections of demand for services, health indicators, and the development of appropriate measures and 

performance indicators. These are discussed below. 

Population Projections 

The framework for planning is set by the current and projected profile of the Northern Territory population. The 

overall growth of the population, as well as the age structure, are discussed in relation to the Aboriginal and non

Aboriginal populations. 

Understanding the likely growth in the population is important for assessing the relative demands which will 

be placed on the heal th sys tern given the current scenario of service deli very. The age structure of the population 

is also important in that there are different demands on the health system from different age groups. In the 

hospital sector, the age specific;ity of some diseases can be expected to change the prominence of particular 

specialty areas if changes in the age structure are significant over time. In the community sector, the mix of 

services and programs provided will also alter with changes in the age structure of the population. 

Projections of the future size and structure of the population are based on the research commissioned by the 

Northern Territory Treasury and undertaken in 1990 by the Applied Population Research Unit (APRU) at the 

University of Queensland. Assumptions used in (Low Series) projections are available in detail in a paper 

prepared by the APRU in March 1990. In summary, however, the current trends in age specific fertility rates and 

death rates are assumed to continue over the period of the projections. 
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Review of the Management and Delivery of 
Health & Community Services in the NT 

The NT Government intends to undertake a comprehensive review of its 
administration of health and community services management delivery and 
support systems. The objective is to identify options for more cost
effective administration. A consultant is to be engaged for this pmpose. 

The Department of Health and Community Services (HACS) is 
responsible to the NT Government for the administration of a wide range 
of services which arc concerned with maintaining and improving the health 
and well-being of the Community. Some of its effort is directed towards 
the support of non-government service providers. The extent of the 
Department's responsibilities and detail of its administrative and support 
systems arc contained in the 1989,190 Annual Report and the CUITCnt 
Corporate Plan. · 

TERMS OF REFERENCE 

1. Conduct a study of the existing processes and methods of delivery 
and/or supporting relevant health and community services by the NT 
Government. This study is to be undertaken through consultation 
with: 

• HACS management and staff; 

• non-government service providers and staff; 

• clients and community organisations; 

• unions and staff associations. 

2. Review the existing service provision and analyse its cost
cffcctiveness in relation to services of comparable quality available to 
communities of similar character elsewhere in Australia, e.g. rural 
Queensland, northern Western Australia and western New South· 
Wales. 

3. Identify options for managing and delivering services ·more cost
effectively in the NT whilst maintaining the quality ~f services. 

4. 'Identify innovative methods of management and service delivery that 
decreases costs. 

5. Audit the changes to Central Administration and regional structures 
implicit. in the ERC decisions on the delivery of health and 
community services. · 
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Population projections to 2005 have been made using these assumptions. While we have projected population 

growth to the years 2020 and 2030, we have not reported the projections here as their reliability and usefulness 

is questionable given the low population upon which they are based. 

Population Growth 

The Northern Territory non-Aboriginal population of 118,998 is expected to grow to 140,726 by 2005. This 

represents a crude annual growth rate of 1.1 per cent. 

In 1990, there were 37,451 Aborigines in the Territory (or 23.9 per cent of the total population). By 2005, however, 

it is projected that 25.8 per cent of the population will be Aboriginal (or 48,854 persons). This is a crude growth 

rate of around 1.8 per cent annually. 

Age Structure 

As would be expected, the age profile of the non-Aboriginal population is very different to that of the Aboriginal 

population. In 1990, the average age of the non-Aboriginal population was 29 years and the age structure was 

very flat up to 60 years. Only five per cent of the population was 60 years and over. This reflects the migration 

of the older age groups to other States once they reach retirement. By 2005, however, the average age of the non

Aboriginal population is expected to be 33 years. A larger proportion of people will be aged over 60 (10 per cent) 

than in 1990. 

The age structure of the Aboriginal population in 1990 was skewed towards the younger age groups and ih 

particular the 0 to 14 year age group (38 per cent of the total Aboriginal population). The average age of the 

Aboriginal population was 23 years in 1990. By 2005, however, there is expected to be somewhat of a flattening 

of the age structure up to 60 years reflecting decreasing fertility rates. The older age groups will be still under

represented within the Aboriginal population; only five per cent of the total Aboriginal population is expected 

to be 60 years and over. This reflects the low life expectancy of Aborigines in the Territory. The average age by 

2005 is projected to be 26 years. 

Health Indicators 

The essential mission of the Department is to enhance the current health status of the total population. For non

Aboriginal Territorians, whose state of health is generally good, that means maintaining and, where possible, 

improving their current health status. 

However, the major challenge facing the Northern Territory health and community services system is the 

morbidity (i.e., the incidence of illness and disease) and mortality (i.e, the causes of death) in the Aboriginal 

community. 
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What our analysis demonstrates is that the morbidity in the Aboriginal communities has not improved 

substantially over the last decade. Indeed, Aboriginal morbidity appears to have increased over the last decade 

by 24 per cent from 233 separations (i.e., discharges from hospital) per thousand in 1978 to 290 separations per 

thousand in 1988 although it appears now to be reducing. The number of separations peaked in 1986 at 301 

separations per thousand and has declined in the last two years for which data are available -1987 and 1988. It 

has to be acknowledged, however, that this could be due to such factors as improved services in remote areas, 

better diagnoses, and improved access to hospitals. 

In the same period non-Aboriginal hospital morbidity declined by 34 per cent. The rate has steadily declined 

from 216 separations per thousand to 142 separations per thousand in 1988. Excess morbidity in the population 

(that is, incidences of illness and disease above expected levels) is significant in terms of both social and economic 

cost. 

On present projections this excess morbidity is unlikely to change given the demographic characteristics of the 

population. Unless the system can direct its effort more effectively at this excess morbidity, our projected 

outcomes of continuing high incidences of illness in the Aboriginal communities will be realised. Indeed, the 

principal strategic imperative of the Department must be to achieve major sustainable improvements in the 

health status of the Aboriginal population. (A more detailed discussion of Aboriginal and non-Aboriginal 

morbidity and mortality in the Territory is in Appendix G.) 

Demand For Health Services 

A key factor in any analysis of demand for health services is hospital beds. The target national standard is 3.3 

beds per 1000 population. On that basis, the number of hospital beds currently required to cater for the Northern 

Territory population is 512. The total number of beds at present is 729: the number of authorised public beds is 

currently 609 and there are an additional 120 private beds. In other words, at 4.6 beds per 1000 population 

capacity currently exceeds the national standard objective. 

The number of beds required by 2005 to cater for the Northern Territory population, given the population growth 

projections and the current scenario of service delivery, is 677 beds. The Northern Territory has sufficient beds 

currently to cater for the increase in population. 

However, a number of factors such as hostel care, low dependency units, day surgery, the development of new 

procedures and better drugs, less invasive surgical technologies and early discharge planning will potentially 

reduce the number of beds required. 

Corporate Plan 

In December 1990, the Department published its Corporate Plan. The Plan identified a number of priority areas 

that would be the focus of departmental activity. Objectives, strategies and "performance indicators" were 

specified for each of the program areas. 
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The Department should be commended on the development of its Corporate Plan. As an attempt to get some 

performance measures in to its management processes it is a useful beginning. One of the weaknesses, however, 

is thattheperformance indicators lack sufficient specificity and, in many cases, measurement capability is absent. 

A further weakness is that the risk and incidence of morbidity is not addressed at any point in the Plan. In future 

planning, the Department should document objective and specific performance indicators in relation to 

improvements in morbidity and mortality. 

Importantly, too, the Plan does not prioritise within identified areas, and does not address resource implications 

and the general strategic context. 

More significantly, perhaps, the Plan has not won acceptance in important areas of the Department: it has not 

been wholly adopted by management and accepted by officers as meaningful. It seems often the case that, if 

regard is had to it at all, it is seen as abstract and irrelevant. 

3.3 PRIORITIES AND POLICY ISSUES 

One of the key requirements of the Department, at present, is to establish clear priorities for service delivery. The 

current system is high-cost, resource intensive and a challenge to manage. This becomes especially problemati

cal in an environment of limited resources. Broadly, there needs to be a strengthened commitment to contain 

the growth in the acute care hospital sector in favour of those sectors which offer greater opportunity to decrease 

morbidity. This can be achieved as a result of greater emphasis being placed on preventive health and 

community care. 

Environmental health should play a more central role in co-ordinating community effort to improve community 

living conditions. We see the role of environmental heal th specialists (e.g., heal th surveyors), in the co-ordination 

of community effort to improve the water, sewerage and sanitation conditions of communities, as critical to 

better outcomes. 

The primary element in a refocused system, however, is an increased emphasis on community based care. The 

high cost of hospital services and the level of dependency that is embodied within the traditional concept of 

hospital care has stimulated the development of more suitable models of care. For example, the Territory has 

embraced home and community care paradigms and has funded hybrids of hostel care to accommodate rural 

and remote inpatients before and after admission. 

By potentially reducing acute care services, reducing length of stay, and introducing more day surgery, a growth 

in the relative size of community based care arrangements is possible. 

A greater emphasis on community health care, especially in rural and remote areas, is spelled out in the Chapters 

which follow. A boost in the level and effectiveness of these services is critical to the successful implementation 

of interventions based on prevention and community development. Health centres within the community are 

the logical starting point from which extensions to the current range and/ or intensity of services can be made. 
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The Culture Of Policy 

Beyond the requirement to establish strategic priorities, there is a fundamental need in the Territory to move to 

a more policy-based health and welfare system. There are two basic characteristics of the Northern Territory 

public sector which have inhibited this prospect, historically: 

• an administrative culture which is less developed than its interstate counterparts, as a consequence 

of the limited time since self-government, and which places a premium on operational capability 

ahead of policy and planning; and 

• a political culture which perceives policy originating at the departmental level as infringing 

Government's (quite legitimate) prerogatives in the decision-making process. 

As a consequence, the Department's capacity for policy development has been under-developed. A further 

reason lies in the history of the Department. One of the legacies of its antecedents as a Commonwealth 

Department of Health run from Canberra seems to be that under the Commonwealth's administration, there was 

a separation between policy and operations: policy was run from Canberra and operations were run from 

Darwin. Policy officers in Darwin were undervalued in a culture which tended to characterise them as "those 

who couldn't run anything". The consequence of that is a continuing disdain for "policy" by some officers, and 

a sense that where policy does exist, "good officers" can get around it anyway. 

In any event, we simply make the point that there are penalties for not maximising the policy potential within 

the administrative system: one is a cost penalty associated with more ad hoc decision-making as matters are 

resolved more frequently as "one-offs"; the other is that the usefulness of policy as an administrative discipline 

driving uniformity of approach and equity in outcome is lost. 

3.4 ORGANISATION ISSUES 

As indicated earlier, in a service sector as critical as health and community services, there is a higher obligation 

to provide effective organisational structures and mechanisms to ensure service delivery for the Territory's 

limited resources, large distances and geographic dispersion. 

In considering alternative structural models for the delivery of health and community services we have 

examined the existing regional structure in the Territory and alternative structures opera ting in other States and 

the ACT. Consultations and discussions have been held with people at all levels within the Department to 

determine the effectiveness and efficiency of the current organisation structure of the Department. We have also 

sought to elaborate a set of Guiding Principles for Northern Territory health care and welfare services which are 

fundamental to any new structure. 
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. One of the key parameters used in guiding our consideration of the structural options centred on the dichotomy 

between continuum of health status (i.e., health, illness and the varying degrees of health and illness) and the 

discreteness of treatment and intervention models (medical/hospital, community based care, community 

development, preventive) which are brought to bear. In effect there are three separate services (or ''businesses") 

which are the responsibility of the Department: hospital services, community care and public health. They have 

different patient and client types, technologies, skills, cultures, models for care, operational centres and 

information and management requirements. Also, there are multiple entries and exits to the health care system 

from the point of view of patients/ clients. 

While there is no doubt that there is much scope for increased co-operation between and for further blending of 

the sectors (e.g., early discharge programmes, remote area medical outreach services) and that new "services" 

may emerge which straddle the sectors (e.g., community hospitals, low dependency units), the distinctness of 

the skills, technologies and management challenges remain unchanged. 

The distinctness of the sectors is reflected in many of the health systems throughout the country. That is, hospitals 

are managed as core functional units (or "lines of business") separate to community health, as are public health 

and welfare services. 

The broad principles which have under-pinned our consideration of the structural arrangements are that the 

organisation structure must be functional, logical and simple, and that it must; 

• recognise the distinctive character and diversity of the Northern Territory; 

• maximise the potential for effective service delivery; 

• promote administrative and professional leadership and coherence; 

• enhance strategic management priorities; and 

• optimise the management of key Departmental functions. 

In the following Chapter we elaborate on our analysis and detail our recommendations on the structure which 

we believe best meets those requirements. 

3.5 MANAGEMENT ISSUES 

There are a number of issues in the Department of Health and Community Services which we have identified 

as presenting formidable challenges to management. Among these issues are the: 
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• diversity of services to be managed within one Department (heal th, welfare, environmental health; 

hospital, community health, public health, community services); 

• constant change of organisational arrangements; 

• immaturity of management systems; 

• lack of management continuity brought about by staff taking long periods of leave; 

• inexperience of managers; and 

• disposition of senior managers to fill gaps rather than have professionals fulfil functions. 

There is also the fact that the Department has had a history of change, and officers have felt there has seldom been 

a time when the organisation has not been unsettled by administrative re-organisations of one kind or another. 

Organisationally, the Department is still very new, being quite a different organisation from any of those from 

which it emerged in 1987. As mentioned earlierin this Report, the residues of the abortive amalgamations ofl 987 

continue to be felt (however much diminished) through the organisation. These residues found an unwelcome 

echo in the ERC process and, indeed, in the present Review. 

Inexperience is a common feature of Departmental management. There is a recruitment "factor" at work here: 

the Department (and the Northern Territory public sector, generally) has difficulty in attracting, and holding, 

experienced managers. The result is that the Department feels a pressure to fill gaps, rather than allow officers 

to fulfil functions in their professional disciplines. In our observation, the Department has not made the best use 

of its management team. 

There are other substantial challenges facing management of which the most immediate will be the reduction 

in resources consequent upon ERC and this Review. 

The major management challenge, however, is the health status of the Aboriginal population. It is not surprising 

that we found the administrative system struggling to cope with very substantial levels of sickness in the 

community. As we say elsewhere in this Report, the health status of remote and isolated communities in the 

Northern Territory would test the management capacity of mature administrative systems. The Department is 

spending mo re than half its budget resources on Aboriginal health care in hospitals and through health programs 

in rural communities. Accepting that it is an intractable, long-term problem, despite the best efforts of a great 

many dedicated people in the field, it is not being effective. We believe there are organisational and management 

reasons why the professional efforts are not being supported as strongly as they might. 

In the Chapters which follow we relate our detailed findings and recommendations, in which we have sought 

to bring organisational strengths and work-place management efficiencies to Departmental service delivery and 

administrative systems. 
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IV 

THE PROPOSED ORGANISATIONAL MODEL 

4.1 BACKGROUND 

In considering alternative structural models for the delivery of health and community services we have 

examined the existing regional structure in the Territory and alternative structures operating in other States and 

the ACT. Consultations and discussions have been held with people at all levels within the Department to 

determine the effectiveness and efficiency of the current organisation structure of the Department. We have also 

sought to elaborate a set of Guiding Principles for Northern Territory health care and welfare services which are 

fundamental to any new structure. An overview of the structural arrangements for the management of the health 

and community services follows. 

4.2 GUIDING PRINCIPLES 

In response to the preferred organisational structure outlined in the Interim Report, some respondents were 

critical of the structure not reflecting the distinctive character of the Northern Territory, but went on to express 

their concerns that the proposed structure seemed to be at odds with those of other states. They seemed 

perturbed that the Territory was not following the models used by other states. While an examination of interstate 

models has been useful to us in identifying alternative structures, it has not been the basis upon which we have 

made our recommendations. Ind~ed, experience and study of organisational systems around the country shows 

that intellectual fashions on organisational practice have ebbed and flowed with centralised and regional models 

gaining ascendancy at various times. The decision cannot rest on such transitory trends. 

We have started from the basic premise that the Northern Territory has distinctive characteristics and 

requirements and that the organisational structure of the Department has to facilitate the best possible service 

delivery to patients and clients. Despite the interpretation of the model following the Interim Report as a 

centralist one, the proposed structure recognises the distinctive regional character of the Northern Territory and 

emphasises decision making and accountability at a district level to ensure responsiveness to emerging local 

needs. In fact, in terms of service delivery, especially in the critical area of Community Care, the structure 

facilitates more local decision-making, not less. Authority, resources and budgets for service delivery in 

Community Care will be devolved into the districts, and to hospitals in the Hospital Services Division. 
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The following section describes the guiding principles for the design of an organisational structure which will 

optimise the efficiency and effectiveness of the delivery of health and welfare services within the Territory, given 

the constraints of a small but geographically dispersed population. 

The guiding principles should be as follows: 

Clients/ Patients 

1. Clients and patients should have reasonable equity of access to health care services and resources. Barriers 

to access, e.g., isolation and cultural differences must continue to be addressed to minimise the inherent 

inequities of access to health and welfare services. 

2. Service delivery should reflect the local needs of geographically and culturally dispersed groups. A 

community focus is required. 

3. As far as possible, clients and patients should be able to exercise choice in the use of health and welfare 

services. This includes choice between services offered by government, non-government and private 

providers. 

4. Clients and patients should be able to move easily through the range of health and welfare services 

available. Entry to and exit from the system should not be bureaucratic and cumbersome for the patients/ 

clients. 

Organisation 

5. The distinctiveness of community health care, public health efforts, curative medical care and welfare 

should be reflected in the institutional and practice framework. Preventive, community and curative care 

require different skills, techniques, institutions, information, management and delivery modes. 

6. In the delivery of community services, an organisational and management "hub" based on geographic 

imperatives is necessary to ensure the co-ordination and management of local area health and welfare 

services. 

7. Policy development should be linked to program management. 

8. Service providers should have sufficient control and management delegation over resources, and the 

responsibility and authority to manage effectively. 

9. The system should specify and measure outcomes at all stages. 
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10. The relationship between administrative services and service delivery units should be supportive and 

"enabling". Corporate management should provide the policy and procedural framework, set corporate 

and organisational goals, determine system-wide priorities and provide the administrative support 

required by service providers to effectively deliver services. 

11. The system should facilitate co-operation between community organisations, private providers, inter

departrnent and interstate providers as well as within the department itself. 

Culture 

12. The distinctive heal th needs of different cultural groups should be recognised within the delivery of health 

services. 

13. The principles of self-determination and empowerment rather than paternalism should be adopted. 

14. A holistic approach should be a key feature of treatment and service to patients/ clients, to be delivered 

both through multi-skilled practitioners and multi-disciplinary teams. 

15. A commitment to quality service provision should be embodied within the culture of the organisation. 

Resource Management 

16. The structure should facilitate the application of consistent and equitable resource allocation formulae. 

17. The structure should enable service delivery units and administrative functions to adopt relevant 

commercial principles. 

18. The structure should enable the management of major capital items on a system-wide basis. 

19. The structure should include simple, cost-effective administrative arrangements. 

20. The structure should embody mechanisms for accountability, evaluation and monitoring. 

4.3 RECOMMENDED STRUCTURE 

We recommend a functionally-based structure which focuses on the two core service delivery functions of 

hospital services and community care. The proposed structure is shown in the Exhibit overleaf. Following 

consideration of submissions since the Interim Report the structure differs from that originally suggested. 
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Recommended Structure 
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It is a basic tenet of good management to structure organisations around core units which have internal 

consistency and coherence. There are important differences between the sectors of hospitals and community 

care as shown in the Exhibit below. The Exhibit also characterises the differences between those two sectors and 

that of the scientific elements of public health. The structure offers substantial gains in management efficiency 

and effectiveness in addition to other benefits such as professional coherence and functional discipline. 

Characteristics Of The Service Delivery Sectors 

Ho•plt•ls Community Carfl Public Health 

Patlenta/Cllents . High dependency . Low dependency • Non-dependent . Acute . Non-acute • Non-specific 

Technology . Capital Intensive . Capital non-intensive • Capital non-intensive . Invasive . Non-invasive . Non-invasive . High . Intermediate . Intermediate and low 
• Rapidly changing . Stable . Stable 

Care Models . Medical . Primary health care • Environmental . Patient oriented . Community-based • System-based . Curative . Preventive/Educative • Protective 

Resource . Intramural . Intra- and extramural . Intra- and extramural 
(e.g., HACS, GIAs, (e.g., lntergovern· 
NGOs, private mental, interdepart-

Speclallsed 
practitioners, mental) . . General & specialised • Specialised . Highly intensive . Moderately intensive • Less intensive 

·Service Outlets . Few faciltties . Many centres . Dispersed . Concentrated . Segmented • System-wide . Homogeneous . Diverse • Diverse 
--
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Features 

The structure groups service delivery units by function (or core businesses) rather than by geography as the 

central organising feature. Two divisions (or "business" units) are proposed under this model - hospital services 

and community care services (including health and welfare services, and those public health programs like 

environmental health and health promotion previously placed in a public health division). The remaining 

scientific services are grouped into a separate unit. 

The Hospital Services Division manages the five hospitals. The Community Care Division manages seven 

Districts providing health and welfare services. A Scientific Services Unit manages a portfolio of system-wide 

services requiring centralised operations management such as entomology, pharmaceuticals and poisons, and 

radiation and toxic waste. 

Comment 

This structure is based on functionally effective lines. The major benefit of the recommended model is the 

Territory-wide professional leadership, coherence and functional specialisation it provides, and the capability 

for enhancing strategic management. The model facilitates resource sharing and intellectual capital transfer 

within units. Resource trade-offs between the units are explicit and visible, and professional leadership is 

focused around the two core service delivery divisions. 

Moreover, this structure is less expensive to operate than the present one in that middle management is not 

duplicated across geographic areas but management over resources between, and within, the sectors is 

enhanced. Effectiveness in service delivery is achieved through the introduction of seven districts in place of the 

present two region structure, and the transfer of hospital management into a separate division to supply ~nd 

manage health and community services for all Territorians. 

Introduction of this structure requires a major shift in the under! ying culture and structural arrangements of the 

Department. Professional management accountability is emphasised as is operational accountability around 

"lines of business". A radical shift in the way the Department has been operating is needed. This poses a major 

challenge in implementation. 

A disadvantage with this structure is that specialist resources (Allied Health Professionals, District Medical 

Officers, etc.) may need to be shared between districts. Without careful management, this may pose problems 

in equity of access to these resources. We propose an allocation of dedicated specialist resources to reduce the 

possibility of duplication and over-resourcing, and to overcome insufficient allocations where needs have to be 

met. 

59 



Line Management 

The Hospital Services Division will be responsible for the management of the five Northern Territory public 

hospitals. 

The Community Care Division will be responsible for management of services related to community health; 

aged and disabled; family, youth and children; dental; mental health; alcohol and drugs; environmental health; 

health promotion; and disease control. With this structure, the Division will focus on priority areas for the 

Territory- community health and other services in urban, rural and remote communities, alcohol and related 

drug problems, and improvement of Aboriginal health. The operations of this Division will involve extensive 

levels of community co-ordination and participation in the design and implementation of programs. 

The Exhibit below shows the program responsibilities of each of the Divisions. The Assistant Secretary, 

Community Care (i.e., the Divisional head) will report directly to the Secretary. Seven District Managers and 

nine Program Directors will report to this position. Program performance and service delivery will be monitored 

through the District structure. 

Program Responsibilities Of Divisions And Units 

I 
Hospital 
Services 
Division 

• Inpatient 
• Outpatient 
•Medical 
• Surgical 
• Specialist 

Services 

Secretary 

Scientific 
Services 

Unit 

• Medical Entomology 
• Pharmaceutical & Poisons 
• Radiation & Toxic Waste 

I 
Community 

Care 
Division 

• Community Health 
• Aged & Disabled 
• Family, Youth & 

Children 
•Dental 
• Mental Health 
• Alcohol & Drugs 
• Environmental Health 
• Health Promotion 
• Disease Control 
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Policy and 
Planning 
Division 

• Epidemiology & Statistics 
• Policy Co-ordination 
• Ministerial Liaison 
• Communications 
• Professional Boards 

I 
Corporate 
Services 
Division 

• Budget Management 
• Financial Policy 
• Accounting Services 
• Information Systems 
• Legal Services 
• General Services 

I 
Human 

Resource 
Management 

nivi<:inn 

• Industrial Relations 
• Nursing Advice 
• Organisational Strategy 

& Development 
• Human Resource 

Services 
• Staffing Operations 
• Staff Training & 

Development 
• Project Teams 



Each district will comprise of a core team of professional staff, with access to a pool of shared staff resources. 

Resources such as District Medical Officers, some Allied Health Professionals, Clinical Nurse Consultants and 

others will form the core team. Other shared resources will be located in one district and allocated to other 

districts for scheduled visits. All program staff will report professionally to their respective Program Director 

thus ensuring support from within the program. On a day-to-day operational basis, however, they will report 

to the District Manager to whom they have been allocated. 

Area co-ordination is centred around the larger population centres: Darwin, Alice Springs, Katherine and 

Nhulunbuy. However, area management is distinctly different to the regional management which operated in 

the Territory up until ERC. Co-ordination of local service delivery between hospitals and community services 

will be made using existing networks, supported by a formal area co-ordination function that would resolve 

disputes that arise. (The role of the Area Co-ordinator in this context is discussed further in this Chapter.) 

Program Management 

Programs that fall under the responsibility of the Community Care Division will have strengthened program 

management and administrative support under the recommended structure. This will include, in most cases, 

financial, policy and planning, research and statistical support, and secretarial support. In the case of Scientific 

Services where operations are co-ordinated centrally, operations management will be provided across the 

Territory. 

At this stage, we suggest that the following programs form the basic program units in the proposed community 

care structure: 

• Community Health Services. Given the existing structure of Primary Care-Urban, and -Aboriginal 

and Remote Communities, these distinctions should continue under the proposed structure; 

• Aged and Disability Services; 

• Family, Youth and Children's Services; 

• Dental Health; 

• Mental Health; 

• Alcohol and Drugs; 

• Environmental Health; 

• Health Promotion; and 
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• Disease Control, including Leprosy. 

Under the proposed structure the level of staffing is expected to be ten less in total compared to centralised policy 

co-ordination and service delivery resources under the present structure. This level of savings is made possible 

by co-locating policy and planning co-ordination in the Program area, and devolving some administrative 

functions (such as grants) into the District management functions. The actual level of savings in this area will 

be determined during implementation and will depend on the final configuration of Districts/ Programs/ Area 

Co-ordination. 

Program Director - Roles and Responsibilities 

The Program Director will report to the Assistant Secretary of the Community Care Division. The Program 

Director will: 

• provide advice to the Assistant Secretary on the scope, objectives and operational effectiveness of 

the program; 

• formulate a program strategy and estimate resource requirements across the Territory; 

• determine the goals and objectives of the program each year, and recommend (jointly with District 

Managers and in some instances Hospital Chief Executive Officers) allocation of resources to meet 

those needs; 

• develop policies and procedures to provide Districts with the mechanism to implement program 

changes or modifications; 

• monitor the achievement of the program's goals and objectives, undertaking evaluation of the 

program and recommending corrective action where necessary; 

• liaise with District Managers to ensure programs are consistent and compatible across the 

Department while recognising local needs; 

• provide professional guidance to staff in the field, and arrange staff development and training 

programs which are appropriate to their need, in consultation with the District Managers; and 

• provide leadership and development to subordinate staff. 
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Community Care Districts 

In the Interim Report we proposed that there be eight districts within the Community Care Di vision. Since then, 

we have had further discussions with Departmental management and staff, and we now propose that seven 

districts be created. Two of the districts are specifically urban and the remainder are urban/ rural. The number 

of districts proposed is partly based on the size and geographic spread of the population as well as the distinctive 

client profiles of urban and rural communities. We believe that the district should be small enough to ensure a 

local focus. Under current regional arrangements, the community health areas are, generally, too large for local 

area co-ordination to occur. Consequently, overlap and duplication of service may occur between HACS, grant

in-aid organisations and other service providers in some areas, while in others there are large gaps in service. 

The district model will ensure equity of resources as well as community focus. 

Consideration was also given to the ATSIC model of Regional Council Areas and, as far as possible, the districts 

are contained within each of these Areas. It is recognised that there is a need for some slight variations e.g., Pine 

Creek Health Centre fits more appropriately into the Katherine Districtthan the Darwin Rural District. Similarly, 

the Katherine and Barkly Districts were extended to the Western Australian and Queensland borders respec

tively. 

The seven districts proposed are shown in the Exhibit overleaf. Final resolution of the district boundaries can 

be determined during implementation. 

As illustrated on page 65, the Darwin Urban and Alice Springs Rural Districts might include departmental 

community health centres, dental facilities (clinics and schools), independent and grant~in-aid health services, 

other non-government organisations, pastoral property clinics, and Department clinics. 

As described earlier the Community Care Division will be headed by an Assistant Secretary Community Care 

and the District Managers and Program Directors will report to this position. Program Directors will be part 

of the program staff and need not be located centrally. (In fact, the Program Director, Alcohol and Other Drugs, 

for example, should be based in Alice Springs.) To assist them in their tasks of strategic planning, policy 

development, program evaluation and monitoring, Program Directors will each have a core s\aff of support 

comprised of a Policy and Planning Officer, a Research/Statistical Analyst and secretarial support. District 

Managers, however, will have a need for administrative support. Further administrative support will be 

provided by the Human Resource and Corporate Services staff located in each of the areas. 

District Manager - Roles and Responsibilities 

Each of the seven Community Care Districts will be managed by a District Manager, who is, in many ways, the 

key figure in our service delivery arrangements. 
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Health And Community Services Outlets In The Northern Territory 
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Service Outlets In Selected Community Care Districts 

PABWIN URBAN 

Health Centres (7) 
Berrimah 
Darwin Central 
Palmerston 
Casuarina Plaza 
Batchelor 
Adelaide River 
Nightcliff (also Renal Unit) 

Dental Clinics (3) 
Darwin Dental Clinic 
Palmerston Dental Clinic 
Berrimah Jail 

Primary School Dental Clinics (31) 
Alawa 
Anula 
Driver 
Gray Neighbourhood Centre 
Holy Spirit 
Howard Springs 
Humpty Doc 
Jing iii 
Karama 
Larrakeyah 
Leanyer 
Ludmilla 
Malak 
Marrara Christian School 
Moulden 
Millner 
Moil 
Nakara 
Nightcliff 
Palmerston 
Parap 
Rapid Creek 
Sacred Heart 
Sanderson 
St Mary's 
St Pauls 
Stuart Park 
Tiwi 
Wagaman 
Wanguri 
Wulagi 

Independent Health Setv/ces 
Aboriginal Medical Service 

Non Government Organisations 
Tracy Lodge Hostel 
Djuninga Hostel 
Chan Park Nursing Home 
Salvation Army Nursing Home 

G.l.A. Organisations 
Anti-Cancer Foundation of the NT 
Deafness Association of the NT 
A New Start Towards Independence 
(ANSTI), etc. 

ALICE SPRINGS RUBAL 

Health Centres (7) 
Yuendumu 
Tl Tree 
Papunya 
Wlllowra 
Hermansberg 
Docker River 
Harts Range 

Mobile Satvlces from Hermannsberg to: (1) 
Areyonga Health Centre 
Wallace Rock Hole 

Peterman/McDonnell Mobile Setvlce (2) 
Maryvale Clinic 
Lake Nash Clinic 

Mobile Satvlces from Yeundumu (2) 
Mt Allan Clinic 
Nyrripi Clinic 

Mobile Satvlce to Tl Tree (5) 
Six Mile Camp Clinic 
Tl Tree Station Clinic 
Stirling Clinic 
Neutral Junction Clinic 
Napperby Clinic 

Grant-In-Aki Health Centres 
Yu Iara 
Santa Teresa 
Finke 

G.l.A. Organisations 
Amoongana Community 
Papunya Community Centre 
Yuendumu Women's Centre, etc. 
Mutitjulu Council etc 

Independent Medical Setvlces 
Utopia (Urapuntja) 
Klntore (Pintabi Homelands) 
lmampa 
Mutitjulu 

Dental Clinic Facilities (2) 
Yu Iara 
Santa Theresa 

Mobile Services from Papunya (2) 
Mbunghara 
Mt Liebig Clinic 
Haasts Bluff Clinic and 
Small outstations 

Sandover Mobile from Harts Range (2) 
Alcoota Clinic 
Baikal/Benya Clinic 
Mt Swan 
Yamba 
Alam pie 
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On an operational basis the District Manager will manage the shared Program resources allocated to the District, 

as well as an Assistant and a number of clerical/ secretarial staff in administrative supportive roles. The specific 

staffing requirements of the support functions to the District Manager will have to be determined in particular 

cases and will depend on the siz.e of the district and the type of programs in the district. 

For the shared specialist resources as well as the resources dedicated to individual communities, it will be 

necessary to provide appropriate professional supervision through the District structure. Depending on the 

number and type of staff, some Districts would need to have a dedicated senior Aboriginal Health Worker, a 

Director of Nursing, senior District Medical Officer and other senior specialists to provide that professional 

leadership. In those Districts where the shared resources are f.ewer, professional supervision of these disciplines 

would be provided over two or more Districts. This may occur in the smaller districts, such as Barkly and 

Nhulunbuy. 

Service delivery staff within Community Care should remain in their present location subject to review of the 

appropriateness of existing accommodation arrangements. 

The District Manager will provide a focal point for programs, policy and health strategies between the 

communities and the Central Community Care Division. 

Each District Manager will meet with senior district medical officers, nurses and Aboriginal Health Workers in 

the district to consider all aspects of the development of health and community service programs and outcomes, 

as well as changes to resource requirements to meet the distinctive and emerging needs of those communities. 

The District Managers will report to the Assistant Secretary of the Community Care Di vision but-consistent with 

our proposal that managers will be given greater authority to manage - he/ she will be responsible and 

accountable for effective delivery of localised services and programs. The role of the District Manager will be 

to: 

• identify health and community service needs within the District; 

• supervise program based strategies in the community centres and communities within the District; 

• manage, in a budget sense, major maintenance of facilities within the District; 

• manage the deployment of program staff, including those located in communities; 

• determine, with the Program Directors, the goals and objectives for the programs in the District each 

year, and seek allocation of resources to meet those program needs; 

• ensure that program objectives are met; 
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• report to the Assistant Secretary, Community Care, on the achievement of agreed-upon objectives, 

and to implement corrective action where objectives are not being met; 

• provide leadership to staff in the District; 

• deploy, with advice from the Program Directors, resources across programs and communities to 

meet emerging needs; 

• liaise with the Assistant Secretary and Program Directors when unplanned resource needs arise; 

• liaise, through the Area Co-ordinator, with the Chief Executive Officer, or Medical Superintendent 

of the Hospital in the district or area to ensure that continuity of care issues are addressed and that 

the needs of the local community are being met; 

• liaise with the independent non-government organisations, grant-in-aid communities and Com

monwealth-funded organisations in the District to minimise gaps in service delivery and to ensure 

that appropriate services are being provided to community needs; and 

• exercise financial and human resource delegations for staff allocated to the District. 

In summary, the District Manager's role will be to ensure co-ordination of all community services regardless of 

their funding and ownership (i.e., HACS, Grant-In-Aid, private practitioners and non government organisa

tions). The Manager's role will also be to ensure equity of access to health and welfare services and equitable 

distribution of resources to communities. 

Hospital Services 

The five Northern Territory public hospitals will be managed by the Hospital Services Division. Direct line 

reporting relationships will be established between each hospital and the divisional head with the exception of 

Tennant Creek Hospital. The Alice Springs Hospital will be responsible for the management of the 20-bed 

Tennant Creek Hospital. The Deputy Medical Superintendent and Assistant Director of Nursing at Tennant 

Creek Hospital will have day-to-day responsibility for the management of medical and nursing staff at the 

hospital, and will come under the Medical Superintendent and Director of Nursing at Alice Springs Hospital. 

The Exhibit overleaf, shows the organisation structure within the Hospital Services Division. 

The Division will have dedicated management and administrative support. It is proposed that aside from the 

Assistant Secretary, management support will be provided in policy and planning, research, business manage

ment and secretarial support. 
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Hospital Services Division 
(Proposed Organisational Structure) 

I 
Royal 

Darwin 
Hospttal 

Area Co-ordinator 

Hospttal 
Services 
Division 

I 
Katherine 
Hospttal 

• Director, Hospital Services 
• 2 Policy And Planning Officers 
• Research/Statistical Analyst 
• Business Manager 
• Secretary/General Cieri< 

I 
Alice 

Springs Gove 
Hospttal Hospttal 

Tennant 
Creek 

Hospttal 

As mentioned above, specialist professional staff will be shared between districts and will be located in the five 

urban centres of Darwin, Nhulunbuy, Katherine, Tennant Creek and Alice Springs. In these centres there could 

potentially be several service delivery units, e.g., a hospital and one or two districts. Human resource and 

corporate service staff will also be located in each of the urban centres. To help facilitate the continuity of care 

between the hospitals and the community health centres, and to ensure adequate administrative support at the 

area level, we recommend the establishment of an area co-ordinator position in each of the four major urban 

centres- Darwin, Nhulunbuy, Katherine and Alice Springs. Co-ordination of services out of Tennant Creek will 

be undertaken from Alice Springs. 

The Area Co-ordinator will be responsible for: 

• facilitating the continuity of health care within the area, by providing the auspices for meetings 

involving Hospital ChiefExecutive Officers and District Managers to discuss and resolve issues that 

span more than one service delivery outlet. 

• arbitrating on issues relating to resource deployment and policy interpretation. However, the Area 

Co-ordinator will not have the authority to make resource allocation decisions. 

• representing the Department at the area level, that is, being the spokesperson for the Department 

in relations with other departments, the media, the public, local councils, etc. 

• overseeing the day-to-day activities of the area administrative staff and resolving operational issues 

as they arise. Administrative staff will report functionally to their respective areas in Human 

Resources and Corporate Services. 
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The Area Co-ordinator will report directly to the Secretary but will not be a member of the Executive Committee. 

As the representative of the Secretary in the area he/ she will be vested with the appropriate authority to ensure 

issues are resolved locally. 

Scientific Services 

The Scientific Services Unit will be responsible for Territory-wide operations in Medical Entomology, Pharmacy 

and Poisons and Radiation and Toxic Waste. These operations will be co-ordinated centrally and continue to 

operate as at present. It is envisaged that these functions will be managed separately by one of the branch heads 

from within the Unit. 

Resource Allocation under the Recommended Structure 

In an environment of resource scarcity there is a need to provide an equitable distribution of resources across the 

Territory. Program and service delivery resources (i.e., staff salaries and other budget items) will need to be 

systematically allocated between districts and hospitals according to some visible and explicit formulae. 

Briefly, the method of allocating resources should involve a top-down sharing of resources between the Hospital 

Services and Community Care Divisions and concurrently a bottom-up distribution of those resources into 

individual hospitals and districts. Such allocations will involve judgement about the strategic priorities of the 

Department and the level of resources to be applied to those priorities at the district level. While the allocation 

of resources between Divisions will be determined by the Executive Committee, the allocation into individual 

hospitals and each of the Districts will be determined separately by the respective Assistant Secretary and either 

the Chief Executive of the hospital in the Hospital Services Division or the Program Director(s) jointly with the 

District Manager(s) in the Community Care Division. 

An essential feature of these allocations will be the identification of relative need based primarily on data on the 

number of persons using the hospitals or living in the Districts. 

In identifying relative need it will be important to allow for: 

• differences in the morbidity of the population receiving the service. Morbidity will reflect the 

demands placed on those services because of age, Aboriginality, and male/female characteristics; 

• availability of services that are not funded by the government. These would include services 
.. 

provided by private hospital, independents and other non-government organisations in the case of 

Community Care; and 

• those persons who receive services outside their local District. 

69 



The development, and subsequent implementation, of an equitable approach to resource allocation will 

necessitate the use of a considerable amount of relevant data, such as Casemix for hospitals and demographic 

and health profiles for districts. While an appropriate allocation formula is being developed surrogates or 

approximations will need to be used. As the reliability of data improves, the allocations will become more 

equitable. For this reason the introduction of suitable resource allocations should be phased in over s~veral 

(possibly three) years. 

In addition some further allowances should be made on the expenditure side of the allocation for special 

"disability'' factors. These factors, which are brought to account by the Commonwealth Grants Commission in 

its allocation, affect relative expenditure patterns and typically include: 

• disability due to population dispersion in rural and remote populations; 

• disadvantage at the point of delivery for small remote populations; 

• social composition due to differing socio-economic groups in the population; 

• differing activities of hospitals (e.g., teaching and research) and community centres (e.g., urban 

based-services that are different to those provided in rural locations); and 

• isolation disabilities because of distances of hospitals and community centres from the major cities 

of Oarwin and Alice Springs. This will influence expenditure levels on labour~related costs, freight 

costs, travel allowances and maintenance costs. 

The allocated resource and expenditure requirements will then be used to prepare indicative cost centre budgets 

for hospitals, Programs and Districts, which become part of the consolidated budget for the Hospital and 

Community Care Divisions. The budget estimates will be reviewed by the Executive Committee as part of the 

annual budget process. Final budget determinations fix resource levels for each of the hospitals, Programs and 

Districts. Program resources are then allocated to the Districts to carry out their service delivery requirements. 

4.4 CENTRAL OFFICE AND ADMINISTRATION 

In deciding upon the resources needed in the two Divisions, a fundamental assumption was made about the role 

of the Central Office. Within the proposed organisation, we saw this role to be that of a "Guiding" head office. 

That is, involvement with the operating units is limited to strategic guidance and co-ordination, not control of 

the operations. Under this philosophy, operating decisions are largely left to individual service groups, which 

identify their specific operating budget requirements and are held accountable for meeting defined objectives. 

Because of the disparate nature of health and community services and the extent to which they are dispersed 

across the Territory, a core of common administrative activities should be provided in each area to avoid 

unnecessary duplication of staff and resources. 
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The underlying philosophy behind the proposed Central Office structure is, therefore, to provide the minimum 

resources needed to formulate overall department strategy and policy and to assist operating divisions in their 

task of providing health and community services to Territoriafis. There is also a need to maintain common 

standards where possible. 

In the proposed organisation, Central Office will be made up of three divisions reporting to the Secretary of the 

Department of Health and Community Services. These divisions are the Policy and Planning Division, the 

Human Resource Management Division, and the Corporate Services Division. The role and composition of each 

of these divisions and of the Executive Committee is further described below. Detailed functional charts of the 

Central Office are given in the following pages. 

Executive Committee 

The role of the Executive Committee is to assist the Secretary in the discharge of his/her executive and statutory 

powers. The Committee will: 

• set the long-term goals and objectives for performance of the Department; 

• determine corporate policy; 

• allocate resources to the Divisions; 

• review the operating performance of Districts and Hospitals; 

• resolve specific operational decisions of major importance to the Department; and 

• ensure the recruitment and development of senior management. 

The Executive Committee will have six members and a minute secretary. The six members will be the Secretary 

of the Department, the Deputy Secretary Policy and Planning, an.ct the Assistant Secretaries of the Comn'lunity 

Care, Hospital Services, Human Resource Management and Corporate Services Di vision. It is proposed that the 

minute secretary be the Director Ministerial Liaison. 

In addition to the Executive Committee, there will be a need to identify other management committees within 

the Department. These management committees would be the primary vehicle for transmitting basic financial 

and operational data about specific divisions and branches to the Executive. Current examples of management 

committees include the Information Systems Steering Committee and the Rural And Remote Areas Services· 

Policy Committee. 

Policy and Planning 

The lack of a clearly defined long-term corporate policy was frequently cited by managers as one of the 

difficulties of formulating and maintaining effective work programs. While the Corporate Plan addresses many 

of these difficulties, identifying as it does specific objectives, strategies and performance indicators for individual 

programs, it is not well understood how these will be translated into resource allocation decisions on an 
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operational basis. In the words of an Activity Analysis respondent: "Long-term planning is seen as an impossible 

task in view of frequent budget freezes and continuing and intermittent restrictions on staffing and expendi

ture". 

The ability to prepare a department strategic plan has been hindered by the inability to forecast service demand 

for the Territory. The reason for this is two-fold. Firstly, there are problems of collecting epidemiological data 

that accurately reflect the state of health within the Territory. While data collection activities occur throughout 

the Department, there is little or no standardisation of the types of data collected or consistency in the collection 

methodology. Aggregating this data for analysis, therefore, becomes a formidable task. Secondly, and perhaps 

the main practical reason, is the absence of a dedicated epidemiologist with the ability to collate and interpret 

the data. 

In the proposed organisation (see Exhibit opposite), additional resources have been allocated to these tasks. We 

propose the establishment of an Epidemiology and Statistics Branch which will contain the current Case Mix 

Project and a Statistical Analysis Unit comprised of two statistical analysts. Statistical Clerks will be located in 

the program areas to assist with data collection and collation. The Unit will identify the data requirements for 

the Policy and Planning Division in terms of the type of data collected and their format. Program areas, of course, 

will continue to collect any additional data they consider appropriate for their own program needs. 

The statistical analysts will be a shared resource, assisting three Policy Co-ordinators in their task of formulating 

the overall corporate and strategic plan for the Department. The Policy Co-ordination Branch formulates 

department-wide policies and procedures, and provides advice and interpretation of policy and procedures 

from a corporate perspective. The Branch will provide the link with other departments and State and 

Commonwealth governments for matters relating to policy co-ordination. 

Other responsibilities of the Policy Co-ordination Branch include the development of the corporate planning 

framework and guidelines and the establishment of resource allocation criteria and formula to be used as the 

basis for distributing budget allocations between the two operational Divisions. This group will also be 

responsible for co-ordinating the preparation of the Annual Report. 

Ministerial Liaison will be located in the Policy and Planning Branch but be upgraded in role and responsibilities. 

The Director Ministerial Liaison will be charged with reviewing all Ministerial responses, briefings and Cabinet 

submissions to verify compatibility with existing departmental policy and procedure. To assist in this task, the 

position will require observer status on the Executive Committee, but will not be a member of the Executive. 

Changes have been made to the process of Ministerial response with the aim of streamlining the process. Details 

of these recommendations are further described in Section 6.2. The placement of Ministerial Liaison in Policy 

and Planning provides the Division with a direct link to the concerns of the public. 

The Policy and Planning Division also includes the Communications Branch and Professional Boards. The 

Communications Branch will have responsibility for ensuring that both internal and external communication 

needs are enhanced. Recommendations on the changed role of Professional Boards is given in Section 6.2. 
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Policy And Planning Division 
(Proposed Functional Organisation Chart) 
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relations 

Corporate Services Division 
(Proposed Functional Organisation Chart) 
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-Tax 
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• Ledger maintenance 
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• Systems planning 

• Review and draft contracts 
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•Travel 
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• Inter-Government 
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Corporate Services 

The proposed organisational structure for the Corporate Services Division closely follows the structure 

proposed in the post-ERC organisation, although several activities are located in different branches. The 

Division is made up of six branches: Budget Management; Financial Policy; Accounting Services; Information 

Systems; Legal Services; and General Services. Two of these branches, Financial Policy and Legal Services, will 

be located in the Central Office. The other four will be located both centrally and in each of the four areas. 

The Budget Management Branch will be responsible for co-ordinating the budget process, consolidating budget 

submissions from each of the three operating Divisions and monitoring performance against budget. It will also 

be responsible for financial reporting and analysis, and property management. 

The Financial Policy Branch will be responsible for setting the financial framework in the form of policies and 

procedures to be used throughoutthe Department. This will include interpreting financial policy, and reviewing 

any proposed modifications to the ledger structure. They will also be responsible for evaluating and monitoring 

inter-Government funding arrangements and audit co-ordination. 

The Accounting Services Branch will be responsible for all accounts payable and accounts receivable activities 

and ledger maintenance. Most of these activities will be centralised in Darwin, but area liaison positions are 

proposed to help resolve issues that may arise at a local level. 

The Information Systems Branch will retain its·current responsibilities of Information Technology (IT) policy 

formulation and co-ordination, systems assessment anc;l planning, and assistance with systems management. It 

is recommended that in-house development and maintenance of application programs should be sharply 

curtailed if not eliminated altogether. Resources are inadequate to provide this service on a sustained basis. In 

the field, information systems support will be provided by dedicated staff who will assist in the implementation 

and maintenance of systems, liaise with end users in the resolution of technical problems, and work with the staff 

development group in the co-ordination of computer training programs. 

The role of Legal Services remains unchanged from that of the current organisation. 

General Services will include the functions of security, registry, travel, transport, facilities planning, purchasing 

and supply, asset control, library and printing and publications. General Services staff will be co-ordinated at 

the Central Office level, but will be located in the areas. There will be some exceptions to this rule, however, 

reflecting the small size of some areas and the relative lack of staff numbers. Accordingly, Library, Printing and 

Publications will be located in the large urban areas only. 
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Human Resource Management 

As shown in the Exhibit below, the Human Resource Management Division will be made up of a project team 

and five branches: Industrial Relations; Organisational Strategy and Development; Human Resource Services; 

Staffing Operations; and Staff Training and Development. 

The Central Office team will include the Assistant Secretary, together with four Project Officers. The Project 

Officer positions will be filled on an as-needed basis for a fixed length of time. They will provide the Division 

with the capacity to undertake specific ad hoc projects relating to human resource management. 

The Industrial Relations Branch will be responsible for award negotiations and interpretation, advocacy service 

to the Industrial Relations Commission, union negotiations and other industrial relations (IR) matters. 

The Organisational Strategy and Development Branch will provide advice to management on all aspects of 

human resource strategy, organisation design and development. This will include job design, establishment 

control, job evaluation and succession planning for senior management. 

The Human Resource Services Branch will provide expert advice to managers and staff on all human resource 

issues excluding industrial relations and staff training and development. It will assist with employee relations, 

occupational health and safety, workers compensation and rehabilitation. 

Human Resource Management 
(Proposed Functional Organisation Chart) 
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The Staff Training and Development Branch will co-ordinate staff training and development in the field in 

addition to providing ongoing training in certain functions where educational resources are available. It is 

proposed that staff development resources be co-located in regional educational centres to maximise resource 

utilisation through conducting common programs such as orientation and induction, with add-on components 

for technical or specialised information. 

A Staffing Operations Branch is proposed with units in Darwin and Alice Springs to undertake recruitment and 

salaries processing, including leave management. We looked at the possibility of amalgamating payroll 

functions in Darwin, but because of the manual nature of many of the tasks (recording of leave entitlements, pay 

variation calculations, etc.), we believed little efficiency would be gained until the process is automated. Indeed, 

it was believed that local knowledge and presence, given the circumstances, will assist in avoiding inevitable 

errors that occur with manual recordings. 

The Exhibit below provides a summary description of the administrative support activities that will be provided 

in the field. Staff representing the functions of Human Resources, Finance, Information Systems and General 

Services will be present in varying numbers in each of the areas. This administrative group will be available to 

support the operational activities of the service delivery groups without unnecessary duplication. These 

resources will report substantively to their central office Managers, but on a day to day basis the Area Co

ordinator will have over-sight responsibilities over them. 

Administrative Support To Areas 

'~ 
-
-
-

Human Resources 
• Human Relations Management 
• Education And Training 
• Recruitment* 
•Salaries* 

Finance 
• Accounts Payable! 
Accounts Receivable* 

• Budget Formulation Assistance 
• Budget Monitoring And Advice 
• Receipt Of Cash (RTMs) 
• Corporate Credit Cards 
• Bank Transfers 

.. Centralised administrative activities 
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lntonnatiOn Systems 
• Maintenance Coordination 
• Basic Computer Training 

General Services 
•Security 
•Registry 
•Travel 
•Transport 
• Property Management 
• Facilities Planning* 
• Purchasing And Supply* 
• Asset Control* 
•Library* 
•Printing And Publications* 
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5.1 HOSPITAL SERVICES 

Royal Darwin Hospital 

Nursing Staff 

v 

SERVICE DELIVERY 
RECOMMENDATIONS 

In any system of health care, the role of professional medical staff (doctors and nurses) is fundamentally 

important. This is especially true of the Northern Territory where high mortality and morbidity is endemic in 

sections of the community. 

The Nursing Service, supported by the role of the Chief Nursing Adviser, plays a significant role in hospital and 

community settings, and in many ways nurses are the lynchpin of the health system. The Career Structure for 

nurses reflects important gains for nurses, commensurate with their standing in the system and their need for 

professional recognition. 

Nurse Staffing At Royal Darwin Hospital Should Be Managed To Achieve The Formula Level 

Recommended By The Hospital 

In considering efficiencies in the nursing service in Territory hospitals, we have not sought to question the work 

load of nurses, nor have we questioned the professional practices of nurses. We readily accept' that hospital 

nurses in the Territory perform their important duties conscientiously and well. We have simply taken a 

management perspective in examining the staffing formula used by hospital administration and sought to 

reconcile nurse staffing practices with the hospitals' own nurse staffing principles. 

The result of our analysis is that nurse staffing in patient areas in the Royal Darwin Hospital is in excess of the 

levels recommended by hospital management. Hence, what we have done is recommend that the staffing level 

be brought back to those levels. 
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As can be seen in Column [1] of the Exhibit below, 441.34 Registered Nurses and Enrolled Nurses (both of which 

for the purposes of this analysis shall be regarded simply as "nurses") were employed at Royal Darwin Hospital 

during 1990/91. On average over the year, this comprised the following: 

• 334.88 nurses on wards and in other patient areas (including the Day Surgery Unit, the operating 

theatres, Accident and Emergency, etc); 

• 13 Registered Nurses employed within Nursing Administration; 

• 7.18 nurses allocated to "special" patients who required 24 hour care; 

• 40.50 nurses on recreation leave; 

• 17.59 nurses on sick leave; 

• 8 nurses involved in student nurse supervision; and 

• 20.19 paid inoperatives (that is, nursing staff not at work due to maternity leave, long service leave, 

workers compensation and study leave). 

Actual to Recommended Nursing Staff 
Royal Darwin Hospital 

1990/91 

Current Hospital 
Actual Recom'n 

[1] [2] 

Nurses In Patient Areas 334.88 302.50 

Plus: Nursing Administration 13.00 13.00 
Plus: Pool Staff for "Special" Patients 7.18 24.46 
Plus: Recreation Leave 40.50 47.97 
Plus: Sick Leave 17.59 13.97 
Plus: Student Nurse Management 8.00 8.00 
Plus: Paid lnoperatives 20.19 25.00 

Total ROH Nursing Staff 441.34 434.90 

Cresap 
Recom'n 

[3] 

302.50 

13.00 
7.18 

40.50 
17.59 

8.00 
20.19 

408.96 

(1) Current actual staff numbers are derived from Nursing Administration records. Total ROH Nursing 
Staff were derived from ROH cost centre payroll 1990/91 . The current actual number of nurses in 
patient areas reconciles w~h nursing administration roster records. 

(2) As recommended in the Resource Monitoring Study, Aug-Nov, 1990. 
[3) Derived from hospttal recommendation on base nursing staff required and "actual", historical 

statistics on leave, inoperatives and "special" admissions. 

Note that these estimates are net of staff reductions associated with the proposed ward closure. 
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The approved maximum staffing level (MSL) for nurses at Royal Darwin Hospital is 446; five more than the 

average actually employed. 

Required staffing levels are revised every two years by nursing administration using a resource monitoring 

system incorporating average patient dependency (patients are classified into one of four patient dependency 

categories) and average ward occupancy of 85 per cent. This methodology has been used by the hospital for over 

ten years. It is also used in other hospitals in the US, New Zealand and elsewhere in Australia (including Alice 

Springs Hospital). 

Using this methodology, the base number of nurses required in patient areas was estimated by the hospital in 

November 1990 to be 302.50 full time equivalent (FIB) staff (refer Column [2] in Exhibit on previous page). To 

this base number, further staffing components are added to account for: 

• Nursing administration (13 staff); 

• "Special" patients. A separate nursing pool of 24.46 additional FfE staff were budgeted to cover for 

"special" patients requiring 24 hour care. 

• Annual recreation leave (14.11 per cent of required staff or 47.97 additional FfE staff budgeted); 

• Sick leave relief (3.6 per cent of required staff or 13.97 additional FfE staff budgeted); 

• Student nurse supervision (eight additional FfE staff budgeted); and 

• Paid inoperatives (25 additional FfE staff budgeted). 

Improvements In Nursing Deployment And Leave Management Should Be Implemented To 

Achieve Efficiencies 

Our analysis of actual to recommended staffing levels in patient areas indicates that the Hospital is appreciably 

overstaffed (refer to previous Exhibit). This is due to overestimation of the supplementary or "add-on" staff 

components specifically in the areas of pool staff for "specials" and recreation leave. Our findings on these as 

well as the other "add-ons" for sick leave and recreation leave are summarised below. 

Pool Staff For "Special" Patients 

The numberof patients classified as" special" by nursing administration during 1990/ 91 was 4.12 per day. 

An additional 1503 shifts were provided over the year to care for "specials"; or 7.18 staff per day on 

average. Nursing administration budgets for 24.46 staff per day; 17.28 in excess of requirements. 
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It should be noted that although using the same staffing formula, Alice Springs Hospital does not include 

a pool staff component. 

Recreation Leave 

According to nursing administration records, approximately 80,000 nursing hours (or, based on a 19 day 

month, 8 hour day, 40.5 FfE nursing staff on average per day) were taken in recreation leave during 1990/ 

91. This is 7.47 less than recommended by the allocation formula. A full year's leave entitlement for all 

staff whose pro rata leave entitlement may be paid out overstates the required level of replacement staffing. 

This is the case with the present allocation formula. 

Paid Inoperatives 

Paid inoperatives (including maternity leave, long service leave, workers' compensation and study leave) 

accounted for 20.19 FfE nursing staff on average in 1990/91. The nursing administration budget included 

25 FfE paid inoperative nurses; 4.8 in excess of requirements. 

Sick Leave 

Sick leave taken during 1990 /91 is estimated from nursing administration records to be around 4.5 per cent 

of nurses allocated to patient areas; or 17.59 FfE staff on average. The hospital budgets for 3.6 per cent 

or 13.97 FfE staff on sick leave on average; 3.85 FfE staff less than actually required if the excess current 

sick leave is not addressed. 

The number of staff on sick leave has steadily increased since the beginning of this year. Nursing 

administration believe that sick leave has risen to 5.5 percent of nursing allocated to patient areas in recent 

months. The level of leave is becoming a problem amongst nursing staff at the Hospital. This absenteeism 

needs to be carefully managed and reduced to the 3.6 per cent recommended level. 

The net effect of our findings is that Royal Darwin Hospital rosters 25.94 staff across the ward areas over and 

above the hospital's own recommended average staffing level. As can be seen in the Exhibit, 334.88 nurses were 

deployed within patient areas on average in any month compared with the 302.50 recommended by hospital 

administration. 

Reduction of nursing staff by 26 through improved nurse rostering and deployment at the recommended staffing 

level yields savings of $585,000 in 1991/92 and $1.288 million in a full year. 

The staff reductions recommended have allowed for the amount of sick leave experienced by the hospital over 

and above the level budgeted for. They are also net of the effect of the ward closure on staffing levels. The 

reduction in staff can be achieved through attrition. 
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Over and above this number, further casual staff are employed. This is above the establishment staffing level. 

Casuals are employed when there is higher than expected ward occupancy and/ or when greater than expected 

nurses are away on sick leave. Casual deployment is on average 7.8 FrE staff per year. Some of these casuals 

have been employed to cover for nursing staff requirements associatecl with treatments in the hyperbaric 

chamber. 

Improvements to rostering and nurse deployment on wards should be made to effect efficiencies in nurse staffing 

levels. Wards should be staffed at the recommended level given daily changes in occupancy and the use of casual 

staff restricted to minimum levels. 

The 26-Hour Shift Coverage Of The Nursing Day Should Be Reduced To 24-Hours In Line With 

Best Practice Elsewhere 

Royal Darwin Hospital has a roster comprised of three shifts per day; two 8-hour shifts and one 10-hour 

nightshift. That is, the number of daily hours worked and totals 26 not 24. In practice the way the shifts are 

operated at the Hospital results in a three hour period of overlap between the end of the morning shift at 4 p.m. 

and the beginning of the afternoon shift at 1 p.m. The period between the beginning of the morning shift and 

the end of the night shift, and the beginning of the night shift and the end of the afternoon shift is 15 minutes. 

The 26-hour coverage of the nursing day was introduced in 1986. Prior to this, three 8-hour shifts were worked. 

With meal breaks, this allowed a 15 minute overlap period between the end of one shift and the beginning of the 

next. 

The rationale for introducing the 10-hour night shift therefore increasing the coverage per day was ostensibly 

to accommodate a 9.5 hour minimum break between shifts and nine hours rest relief after overtime. A number 

of more economical shift options is able to offer the required rest relief. 

A further consideration in the justification for the 10-hour night shift was the benefit it offered in terms of optimal 

staffing at peak work load periods. This has traditionally been between 7.30 a.m. and 9.30 a.m. In the 

implementation of the roster, however, the three hour "changeover" (i.e., period of overlap of two shifts) was 

scheduled in the afternoon between 1 p.m. and 4 p.m.; a low work load period. This is antithetical to one of the 

primary intentions of the 10-hour night duty roster. In other words, while the 10-hour night shift was premised 

in part on the benefit it would bring by enabling peak times to be more fully staffed, the practice has not been 

to utilise the 10-hour shift in this way. 

The 26-hours of shift coverage per day was a popular rosteroption taken up in many States during the mid 1980s. 

However, a number of hospitals within other States have now reverted to 24-hours of shift coverage per day in 

recognition of the uneconomical use of staff. Western Australia is considering two 7-hour shifts and a 10-hour 

shift per day. In New South Wales, some Area Health Services are reinstating three 8-hour shifts per day. 
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The cost penalty to the system of maintaining the 26-hours of shift coverage is considered to be excessive 

especially in a climate ofrestricted resources and generous working terms and conditions which the public sector 

nursing profession in the Territory enjoys. It is, therefore, recommended that daily shift coverage of 24-hours 

be reinstated. A fixed or rotating three 8-hour shift roster or two 7-hour shifts and a 10-hour shift might be 

considered. 

The effect of reinstatement of a more economical shift roster is a reduction in the changeover period between the 

morning shift and afternoon shift to 15 minutes. This is the current overlap period between the end of the night 

shift and the beginning of the morning shift, and the end of the afternoon shift and the beginning of the night 

shift. This handover time is considered to be appropriate by hospital management from the point of view of 

patient care. 

A reduction in 16.5 nurses would result from the implementation of this recommendation at the Royal Darwin 

Hospital, and savings of $361,500 in 1991/92 and $759,000 in a full year. 

The Number Of Acute Care Beds At Royal Darwin Hospital Should Be Reduced By Twenty Five. One Ward 

Should Be Closed And Beds Reconfigured To Maximise Efficient Utilisation Of Resources 

Reductions in the numberof public hospital beds is an imperative for every State government because of the high 

cost of hospital care. Many States have recently closed, or recommended the closure of, wards and, in some cases, 

entire hospitals. This is consistent with the Australian Health Ministers Advisory Committee of having as an 

objective the provision of 3.3 beds per thousand population by the tum of the century. 

These closures nationwide are being made possible by a number of significant trends in patient care. These 

include: 

• increased day surgery and shorter hospital patient stays due to improvements in medications and 

less invasive surgical techniques; 

• early discharge of patients to their homes or community based settings with appropriate domicili

ary support; 

• the establishment of low dependency care facilities for patients requiring less support than is 

provided within hospitals but who are not yet ready for discharge to their homes; 

• better utilisation of private hospital facilities so that the best use is made of public beds. 

In respect of hospital facilities, the Territory is faced with the same financial imperatives and opportunities as 

other States. The size of expensive health care facilities needs to be gradually reduced and a proportion of these 

facilities replaced with a range of lower cost options which more closely matches patient requirements. 
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In the Interim Report we put forward a proposal to reduce elective surgery beds at Royal Darwin Hospital as a 

way of giving effect to the management imperative to reduce costs. Since then we have worked through 

submissions and discussed our proposal with key stakeholders in order to resolve issues associated with the 

proposal. With the benefit of that consideration and consultation we propose a revised formulation whereby 

savings can be achieved while further minimising the impact on the smooth and efficient running of the hospital. 

In essence, we propose a reduction in the number of beds at Royal Darwin Hospital by 25. The resultant bed/ 

population ratio in the Darwin region would be 4.5 beds per thousand. It should be said that, despite the 

population growth, further reductions in the number of acute care beds need to be made in order to reach the 

national bed ratio target. 

To give effect to this reduction in the number of beds, management of the hospital should close a ward of 32 beds, 

but redeploy seven of those beds into other ward areas. This would reduce the number of beds across the hospital 

by 25. To the extent that compensable patients can be relocated to the private hospital and an effective early 

discharge plan introduced by management, the number of beds to be closed need only be 25. 

Our analysis has indicated that this reduction can be achieved through more effective bed management; that is, 

through a reduction in average length of stay (which releases 23 beds) and better utilisation of other hospital 

facilities (which releases at least two beds). These are discussed in tum. 

Reduced Average Length of Stay 

Across the hospital, the length of stay has increased from 6.6 days to over 7 days between 1989 /90 and 1990/91. 

Average length of stay of patients at the Royal Darwin Hospital is 10.4 days for Aboriginal patients and 5.2 for 

non-Aborigines. This is considerably more than the average length of stay at Alice Springs Hospital of 7.9 days 

and 4.1 days for Aboriginal and non-Aboriginal patients respectively. 

Differences in the rate of interstate hospital transfers accounts for only a small proportion of the difference in 

average length of stay. Alice Springs Hospital transferred approximately 200 patients (or 2.6 per cent of 

admissions) to other interstate hospitals during 1990/91 compared with 160 (or 1.3 per cent) from Darwin 

Hospital. 

Another portion of the difference may be due to higher acuity levels of patients in the Royal Darwin Hospital. 

It is difficult to estimate what should be the impact on average length of stay of the difference in acuity. If a 

reasonable margin for greater acuity is allowed, however, a reduction in overall length of stay of less than one 

day on average can be achieved resulting in the release of 23 beds. 
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This reduced length of stay is achievable through a number of initiatives as follows: 

• Early discharge of patients to their homes or hostels with appropriate domiciliary support. In 

addition to this, the Hospital administration is currently examining the feasibility of a low 

dependency facility. 

• Implementation of new surgical bed management arrangements whereby beds will be allocated to 

particular surgeons to encourage discharge of patients before additional surgical patients are 

admitted. This arrangement will commence in September 1991. 

• Greater use of the Day Surgery Unit at the Royal Darwin Hospital. The Day Surgery Unit was 

established in May 1989. Utilisation has decreased from 77 per cent in 1989 to 50 per cent in 1991. 

While the opening of the Unit at the private hospital explains some of this attrition, the possibility 

that patients are being admitted as inpatients when they could be more suitably admitted to the Day 

Surgery Unit might also explain some of the variation. 

In summary, higher throughput of patients through reduced length of stay is reasonable and achievable in the 

Royal Darwin Hospital. Our analysis indicates that 23 beds could be closed by reducing the average length of 

stay, and yet maintain the presentthroughput of patients. Hence, efficiency will be increased across the hospital. 

Additional beds can be made available by transferring eligible patients into the private hospital. 

Better Utilisation Of Other Hospitals 

The public hospital must actively manage its beds to transfer patients who qualify into the private hospital. 

Darwin Private Hospital, situated next door to Royal Darwin Hospital, has sufficient capacity to cater for excess 

demand from Royal Darwin Hospital. Of the 120 beds available at Darwin Private Hospital, only 70 beds on 

average were occupied during 1990/91. Additional beds are also able to be released through better utilisation 

of the private hospital: 

• In 1990/91, it is estimated that some 22 beds per day in the Royal Darwin Hospital were utilised by 

privately insured patients. Referral of some of these patients to the Darwin Private Hospital is 

clearly indicated. 

• A further small number of beds per day are estimated to be currently allocated to patients who have 

private health insurance coverage but who are admitted as public patients. They are "hidden" due 

to the fact that the admission policy allows patients the right to admission as public patients 

regardless of their health insurance status. There is potential for some of these patients to be referred 

to the private hospital, prior to or on admission to take some pressure off public hospital beds. 
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• Included in this group would be compensable patients. Legislative change in December 1990 has 

allowed these patients to be admitted as private sector patients. For instance, an additional 4.8 beds 

are currently being used by motor accident compensation patients. These patients also qualify for 

admission to the private hospital or at leasttransfer to the private hospital (since their costs are fully 

covered by insurance) after stabilisation within the public hospital. 

• Further reductions, albeit small, in bed requirements at RDH would be achieved by extending the 

current practice of providing medical and surgical outreach services from RDH to Gove and 

Katherine Hospitals. The Hospital administrations are currently considering conducting specialist 

surgical sessions in these Hospitals. 

We believe that better utilisation of the private hospital in these ways would release at least two beds at Royal 

Darwin Hospital. 

In summary, then, improved bed managementand better utilisation of the Private Hospital would release atleast 

25 beds. To achieve that outcome, it is proposed that a ward be closed and patients reallocated within the surgical, 

orthopaedic, obstetric and medical ward areas to absorb the reduction. While it would be a hospital management 

decision, it seems reasonable that the reduction should be shared evenly between the specialty areas. 

An example of how this might be achieved is shown in the Exhibit overleaf. The top Table illustrates the scenario 

whereby a 32 bed surgical ward is closed and seven additional beds absorbed into the remaining surgical ward 

and the orthopaedic ward. These wards have available space for extra beds. 

The middle Table illustrates the way in which patient types are affected. In this example, surgical patients will 

be reduced by nine, orthopaedic by four, medical by eight and obstetrics by four. These four medical and surgical 

specialities share an equal proportional overall reduction in beds. 

The bottom Table illustrates the way in which patients are accommodated within the existing ward structure. 

Thirty five surgical patients will be accommodated in the surgical ward, eight in the orthopaedic ward, eight in 

the medical ward, and four in the obstetrics ward. 

Within the orthopaedic ward, therefore, there will be 28 orthopaedic patients and eight surgical patients (e.g., 

Oral Surgery and Plastics). Within the two medical wards, there will be 52 medical patients and eight surgical 

patients. The surgical patients are likely to be those who have reached a stage in their recovery as to no longer 

require specialist nursing care. Finally, the obstetrics ward will contain 28 obstetric patients and four 

gynaecological patients. Some gynaecological patients are not appropriately accommodated with obstetric 

patients. This bed reallocation scenario does, however, account for this by requiring the placement of only four 

of the seven gynaecological patients within the obstetrics ward. 
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Wards 
Surgical 
Orthopaedic 
Medical 
Obstetrics 
Total beds 

Number of Beds In Wards 
Before And After Ward Closure 

Ward 
Surgical 
Surgical 
Orthopaedic 
Medical 
Obstetrics 
Total Beds 

Beds 
Before 

32 
32 
32 
60 
32 

188 

Beds 
After 

0 
35 
36 
60 
32 

163 

Diff 
-32 

3 
4 
0 
0 

-25 

Maximum Number Of Patient Types Per Day 
Before And After Ward Closure 

Patient Type 
Surgical 
Orthopaedic 
Medical 
Obstetrics 
Total 

Patients 
Before 

64 
32 
60 
32 

188 

Patients 
After 

55 
28 
52 
28 

163 

Dlff 
-9 
-4 
-8 
-4 

-25 

Allocation of Patient Types To Wards 
After Ward Closure 

Patients 
Surgical Ortho Medical Obstets 

35 
8 28 
8 0 52 
4 0 0 28 

55 28 52 28 

86 

Total 
35 
36 
60 
32 

163 
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Bed management within the surgical area will be more difficult given the spread of patients over a number of 

wards. However, expert medical advice indicates that this proposal does not compromise patient outcome. 

Sufficient beds will remain and be available to patients, but they will have to be carefully managed by the 

consultant and senior registrars. 

The savings realised from implementation of this recommendation are $751,000 in 1991/92 and $1.578 million 

in a full year. These savings will be achieved through reductions in staff in the following categories: 19 nurses, 

one medical officer, two laundry staff, six catering staff, two cleaning staff and three hospital assistants. 

Consumables will also be reduced. We propose that the implementation of this recommendation be from 1 

January 1992. 

Medical Officers 

There were 37 resident medical officers (RMOs) and 30 registrars at Royal Darwin Hospital in 1990/91, and the 

salary costs for salaried medical officers was $3.84 million. 

There have been a number of independent reviews of medical staffing at Royal Darwin Hospital in recent years. 

In November 1988, Dr D. Hovarth assessed the medical staffing levels in all sections of the hospital including 

RMOs, registrars, staff specialists, senior staff specialists and visiting medical officers (VMOs). 

The main findings of her report were that an additional RMO should be appointed to the Accident and 

Emergency Department which would reduce overtime and call-outs, and relief staff should be employed to 

coverleave entitlements. She also recommended that the RMOrosters be re-structured to more closely align with 

workload. 

In September 1989, a report on medical staffing in the Accident and Emergency Department undertaken by 

C. Baggoley recommended that Accident and Emergency be staffed with 10 RMOs and 3 Registrars, an increase 

of 2 RMOs and one Registrar. It also recommended that rostering practices be revised to better reflect workloads. 

In March 1991, Dr B. Masters conducted a review of non specialist staff at RDH and found that the numbers of 

non specialist staff did not appear to be excessive. However, this report did identify areas where work practices 

were not cost effective when compared with those in interstate hospitals. In particular, the paying ofunrostered 

overtime for education programs and the practice of VMOs combining active ward rounds on a Saturday 

morning with teaching sessions were considered to be unjustifiable. A number of other practices were identified 

which unnecessarily increased overtime costs. 

Most of the recommendations for these reviews have been implemented, or have been overtaken by the new 

award for medical officers. 
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In the light of these recent reviews on medical staffing levels, and the fact that we have not conducted a detailed 

analysis of the activities of medical officers, we have not recommended that any changes be made to staff 

numbers. 

Overtime Costs For Salaried Medical Officers Should Be Reviewed And Procedures Implemented To 

Contain These Costs 

One area which we have identified as requiring attention is that of overtime costs. In 1990/91 salaried medical 

officers at Royal Darwin Hospital received over $1.1 million in overtime. The Internal Audit Bureau's Report 

of November 1990 into medical officers payments found that there were no effective means of monitoring 

overtime costs or verifying their validity. 

A new award has been negotiated for salaried medical officers in the Territory which includes an agreement to 

trial a new system of overtime and penalty payments at Royal Darwin Hospital. The system is designed to 

streamline the administrative arrangements. The monitoring of payments for overtime will be an integral part 

of evaluating this trial. 

We recommend that this trial be used as an opportunity for reviewing the cost of overtime for medical officers, 

and strategies for reducing the overtime costs be developed. The system which has already been set up may be 

used to develop strategies to reduce these costs e.g., by improving rostering of staff or appointing additional staff 

where this would reduce the level of overtime. 

The Allocation Of Specialists' Sessions Should Be Monitored And The Numbers Of Sessions Regularly 

Reviewed 

In addition to the salaried medical officers, Royal Darwin Hospital currently employs approximately 19 

specialists. These specialists provide an additional 429 hours per fortnight of medical resources at a cost of 

$915,000 per annum. The specialists' sessions were recently reviewed and a reduction of 104 hours was made 

in the rostered sessional hours Under the current arrangements, sessions are allocated on a triennial basis, 

according to the perceived priority as determined by the hospital's Medical Advisory Committee. However, the 

number of hours allocated to specialists may be amended more frequently provided that specialists are given 

three months notice of any changes. 

Systems used interstate for the allocation of sessions and payment of sessional specialists include: 

• using the previous six monthly figures on patient consultations and calculating an average cost for 

the following six months; and 

• paying specialists on a fee for service basis subject to the specialists submitting a claim with details 

of the services provided. The Royal Darwin Hospital has reviewed this option, however, their 

assessment suggested that it would be a more expensive alternative 
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To ensure that the sessional resources are employed to optimal advantage in the hospital and expenditure is 

controlled, we recommend that the number of sessions and hours for each specialty should be reviewed 

annually. The data now available in the Hospital Information System should be used to monitor the demand 

for the different specialities. 

Opportunities For Multi-Skilling OfLaboratoryTechnicians Should Be Taken Up, Administrative Efficiencies 

Implemented And Quality Control Procedures Employed To Reduce Costs In The Pathology Section 

The pathology laboratory at Royal Darwin Hospital offers a comprehensive range of diagnostic tests. The service 

is provided for patients of the hospital and community health centres, and assistance is provided to Katherine 

and Gove District Hospitals. It is available 24 hours per day through the use of on-call rosters and overtime. The 

operating costs of the laboratory were $3.3 million in 1990/91. 

In addition to the main laboratory there are three off-site ST AT LABS foruse by medical practitioners after hours. 

A detailed report on the laboratory was recently produced by Campbell and Associates which recommended 

a number of changes to the practices and management of the pathology service. We have not addressed in detail 

many of the recommendations of this report as we see them as properly being the responsibility of the hospital 

management. However, the report does identify a number of inefficient practices which should be rectified. 

Further changes to work practices can assist to increase the efficiency of the laboratory. 

A significant cost for the Pathology Section is in overtime. In 1990/91 overtime expenditure amounted to 

$189,000, over half of which was in the microbiology and biochemistry sub-sections. Procedures should be 

implemented to reduce the cost of overtime. Increasing the level of multi-skilling of technicians, particularly in 

microbiology and biochemistry, can reduce on-call and overtime costs. In addition, revising the shift structure 

and introducing flexitime to extend staffing cover for the day can also reduce expenditure on overtime. 

Increasing the level of multi-skilling of technicians, particularly in biochemistry and microbiology, would allow 

a reduction of one position in the on-call roster. 

The introduction of quality control procedures to minimise excessive ordering of tests, especially after hours, 

would also reduce the demand for technical staff. For example, one area which has been identified where there 

is potentially unnecessary testing is that of cross matching. There also needs to be monitoring of after hours call 

outs to ensure that staff are only called in for urgent tests, and that when they are called in on overtime maximum 

use is made of their availability. Reducing the demand for pathology services will require the co-operation of 

medical staff in the hospital. 

Analysis of the ratio of administration staff to technicians for the sub-sections within the Pathology Section 

indicates that there are significant differences in the level of administrative support for each sub-section. More 

flexible utilisation of these staff across all areas would improve efficiency. The Campbell report also identified 
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inefficient practices, such as retyping reports, which can be amended. It is therefore recommended that there 

be a reduction of one in the number of administrative staff. 

It is estimated that the total staffing for the laboratory can be reduced by two positions, one administrative and 

one technical, with a saving in salaries and overtime of $51,000 in 1991/92 and $106,000 in a full-year. 

Work Practices Of The Hospital Assistants And W ardsmen At Royal Darwin Hospital Should Be Modified 

To Bring Them In Line With Best Practice Elsewhere 

Hospitals in the Territory employ wardsmen and hospital assistants to provide non-medical assistance to the 

nurses and other services to assist in the care of patients. The tasks assigned to each of these groups of staff vary 

between the hospitals. Their efficiency was, therefore, analysed with both categories combined. 

At Royal Darwin Hospital, hospital assistants are responsible to the nursing management Their functions 

include attendance to the patient environment, filing and other paper work, and maintenance of stocks on wards. 

Wardsmen come under the management of the Administration Section, although in clinical areas they are 

functionally responsible to the most senior nurse on duty. Their duties include the transportation of patients, 

assistance with the positioning and movement of patients, removal and stocking of linen, and the cleaning of 

equipment. 

In the past, the hospital has had difficulties in ensuring that wardsmen coul.d be held accountable for their time. 

To overcome this they have rostered the wardsmen to wards on a daily basis, rather than have them operate as 

a single separate unit. 

The duties of both wardsmen and hospital assistants are dependent upon the number of patients. Thus a 

comparison of their productivity was undertaken on the basis of the number of bed days. The analysis across 

the Territory's hospitals, and with similar hospitals interstate, indicated that there could be improvements in the 

efficiency of these two groups of staff. 

The recommendation that there be a reduction of two staff across these two staffing categories is based on this 

analysis. The net saving is $36,000 in 1991/92 and $75,000 per annum in 1992/93. 

The Reproductive Medicine Unit Should Be Phased Out And The Services Continue To Be Provided By The 

Private Sector. The Department Should Provide Some Financial Assistance For The Establishment Of An IVF 

Satellite Service In The Territory 

In our Interim Report we recommended that all reproductive medical treatment be provided by the private 

sector. We further proposed that public funds would be made available to cover the travel costs of ten IVF cycles 
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per year, that is, the Patient Assisted Travel Scheme (PATS) would provide funding for the travel costs for ten 

trips (for both husband and wife) to attend an IVF clinic interstate. Since the Interim Report we have had many 

submissions asserting that our recommendation in relation to PATS had the potential to discriminate against 

patients who would in all respects qualify for assisted travel. While we believe that the private sector can take 

up services presently offered by the Reproductive Medicine Unit (RMU), we have reconsidered the matter in 

relation to PA TS and believe that better options are available. 

A pilot project in reproductive medicine was conducted at Royal Darwin Hospital over a period of six months 

in 1990. The service has continued, and a total of 307 women and 311 men were patients of the reproductive 

medicine unit in 1990 I 91. Twenty four couples were assisted on the IVF technology program last year. The cost 

of reproductive medicine services in 1990/91 was $206,000. 

The budget for reproductive medicine in 1991/92 is $700,000, of which $500,000 is for Patient Assisted Travel. 

Charges for IVF technology were included in Medicare in November 1990. However, the public hospital cannot 

recover much of the costs of treatment as procedures performed by nursing staff are not eligible under Medicare, 

nor can these costs be recovered from private insurers. 

The role of the Reproductive Medicine Unit encompasses investigation of causes of infertility, advice and some 

forms of treatment. It does not offer IVF and treatments using related technologies. The PATS scheme provides 

up to three interstate trips for couples to participate in an IVF program in another State. 

Infertile couples can be classified into three groups according to the cause of their condition. These are: 

• couples where the woman has a problem with ovulation. This may be treated with super ovulation 

injections and requires a gynaecologist who has expertise in this area. A minority of patients come 

into this group; 

• couples where infertility is due to a "structural" problem. Treatment of these patients may require 

microsurgery which can be done by a skilled microsurgeon under the guidance of a gynaecologist; 

and 

• couples where infertility can be traced to the male. In these cases treatment may involve donor 

insemmination. This technique can be carried out by any gynaecologist with some experience. 

The majority of the investigation and treatment techniques provided by the RMU were available from 

gynaecological specialists in the Territory prior to the establishment of the unit. Phasing out the RMU would 

mean that most of the services would continue to be provided by the local gynaecologists in their private 

practices. The more specialist services requiring particular experience could also be provided by private 

gynaecologists with the necessary expertise. Phasing out of the RMU would provide an incentive for other 
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gynaecologists to develop these skills and offer these services. The technological support services required for 

these reproductive medicine services (e.g., ultrasound and pathology testing) are all available through private 

practitioners. 

A number of infertility clinics specialising in IVF have indicated an interest in setting up a so-called "satellite 

clinic" in Darwin. However, because of the high costs involved in providing a temporary clinic in the Territory, 

and the relatively low number of patients, such a clinic is not likely to be viable without support from the 

government. The advantages of having a clinic operate locally are the potential financial savings from couples 

not having to travel interstate for treatment, and the personal benefits from minimising the disruption to couples' 

lives. 

A number of interstate units have indicated an interest in providing a satellite clinic in the Territory. One 

organisation, an infertility clinic which has been successfully operating satellite clinics in Victoria, recently re

iterated to the Department its interest in providing such a service in the Territory. This group would be able to 

provide the full range of services, and is prepared to meet the costs of specialist equipment and staff for two clinics 

per year. It is anticipated that this would meet the current demand for services. The group has indicated that 

it would seek assistance from the Government for accommodation and airfares. This would amount to 

approximately $25,000 per year. 

On that basis we recommend that the Department commence negotiations with interstate IVF clinics and provide 

financial assistance of this order to facilitate the establishment of a local satellite IVF service. Such an 

arrangement could also be extended to Alice Springs. so that local IVF services could be made available in the 

two major urban centres in the Territory. 

Based on the current budget allocation, the savings realised from this recommendation are $357,000 in 1991 /92, 

and $750,000 in a full year. The major component of this is PATS. 

The Hyperbaric Chamber At Royal Darwin Hospital Should Be Closed And Divers Requiring Decompres

sion Treatment Flown To Broome 

The Royal Darwin Hospital took out a lease on a hyperbaric chamber in October 1990 for decompression 

treatment of divers and patients requiring high oxygen treatment in certain surgical procedures. A total of 13 

patients were treated in the eight months from October to 30 June 1991, five divers and eight who were treated 

for other conditions. The annual cost of operating the chamber is estimated at $248,000. 

Prior to the opening of the hyperbaric chamber in Darwin the nearest available chamber was in Townsville, and 

divers requiring decompression were flown there. However, in July 1991 a new chamber commenced operating 

in Broome, which is significantly closer: the flying tirri.e from Darwin is less than half that of the time required 

to fly to Townsville (one hour 45 minutes to Broome as against four hours to Townsville in commercial aircraft). 
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Very few Australian hospitals have decompression chambers and thus cannot use this form of treatment for non

di ving related conditions. ·There is only one fixed unit in hospitals in each of New South Wales, Queensland, 

Victoria, South Australia and Tasmania, and two units in hospitals in Western Australia. There are also two units 

operated by the Navy (in NSW and WA), and a number of mobile units around Australia. 

Following release of our Interim Report submissions were received which suggested that the availability of such 

a unit in Darwin was critical for occupational and recreational divers in the region. It was submitted that the 

decommissioning of the chamber may have an impact on the local activities of commercial di vingcompanies and 

the mining industry. If that is accepted, one option which may be considered is for the affected parties to 

negotiate a joint funding arrangement to support the continued operation of the chamber. The companies which 

employ diVing operations, the other government departments which have an involvement in diving operations 

(e.g., Marine and Port Authority, Police Force of the Northern Territory, and the Work Health Authority), 

recreational divers' organisations and the hospitalcould each share the cost of operating this unit. It is noted that 

in Broome, where the pearl divers wished to have a decompression chamber established, the cost of the chamber 

was met by the local divers. 

Notwithstanding the concern expressed, we recommend that the lease on the hyperbaric chamber be relin

quished and that divers requiring treatment be flown to Broome. Based on the usage of the chamber to date the 

net savings (taking into account the anticipated cost for Patient Assisted Travel to Broome) from this recommen

dation would be $73,000 in 1991/92, and $195,000 in a full year. 

Work Practices For Cleaning Staff Should Be Modified To Achieve Efficiencies 

It was recommended in the Interim Report that multi-skilling and rationalisation of the cleaning function should 

be introduced to save resources. However, it is acknowledged that the proposed model for multi-skilling would 

not provide efficiencies for the cleaning staff but rather allow for more efficient rostering of catering staff. 

Nevertheless, rationalisation of cleaning practices can be introduced to realise savings in cleaning staff. 

Efficiencies can be achieved by changing work practices such as the frequency of cleaning non-patient areas, 

where this will not jeopardise hygiene and infection control standards. In addition, the program of rosters may 

be revised to obtain a more efficient utilisation of staff. 

The privatisation of the cleaning service was considered but rejected because of the importance of maintaining 

high quality standards required for patient safety. Partial privatisation of non-patient area;; was judged to be 

impracticable because of the problem of having both public and private cleaners performing similar duties on 

the same premises. In addition, minimal savings would be achieved by privatising only non-patient areas. 

Cleaning staff numbers can be reduced by 10.5 FfE through restructuring rosters, changing work practices and 

modifying standards. This would realise a saving in 1991/92 of $151,000 and $319,000 in a full year. 
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Multi-Skilling Opportunities Should Be Taken Up With Catering Staff 

Multi-skilling as a general concept has been supported by the industrial unions as a part of award restructuring 

provisions. Furthermore, it is a course which is increasingly being adopted in hospitals throughout Australia. 

For example, the Eastern Sydney Area Health Service is currently trialling a project which involves extensive 

multi-skilling of a range of patient services. The first phase of this pilot has encompassed cleaning, catering, and 

some stores and wardsmen's functions. Consequently, a new category of Patient Services Assistant (PSA) has 

been created, and each PSA is trained in the full range of functions. 

The Department is also setting up a pilot multi-skilling project, however, the Territory scheme involves training 

a group of staff to be able to fill a number of different positions in the hospital rather than merging functions. The 

job classifications to be involved have been identified and laundry, cleaning and catering will be the main group, 

and hospital assistants, yard, maintenance and courier a sub-group. Initially ten staff have been asked to 

volunteer for this pilot. 

In line with the broader model of multi-skilling it is recommended that by multi-skilling cleaning staff to take 

on some of the functions of catering assistants the number of catering staff can be reduced. The overall reduction 

can be realised by using cleaning staff to assist with the peak meal delivery periods. In practice, this does not 

mean cleaners preparing meals but rather cleaning staff delivering meals at the beginning of a shift, and moving 

to cleaning duties after this. The program of activities for cleaning and catering staff, and the hygiene procedures 

followed, should be designed according to NSW protocols to ensure that infection control standards are 

maintained. 

Privatisation of the catering service at the hospital was considered but rejected because of both cost and quality 

considerations. Standards for patient meals must be consistent, and a commitment to fulfil special dietary 

requirements is essential. The experience of the Darwin Private Hospital in privatising patient meal services 

indicates that such standards may be difficult to ensure in Darwin, although interstate hospitals have success

fully privatised this service. However, it may be possible to privatise the staff meal service, and the Hospital 

Board has indicated an interest in managing such a service as a fund raising activity. 

A further option in this area was to employ a cook/ chill meal system, rather than the cook-serve system currently 

used. However, requirements for food preparation and the delivery of meals to patients would change little 

under such a system. It was therefore determined that efficiencies in the current system should be realised before 

adopting a change in technology. A detailed investigation of the potential savings from utilising a cook-chill 

system should be considered following implementation of the multi-skilling option. 

It is recommended that the multi-skilling of catering and cleaning staff be adopted and staff numbers in the 

catering section reduced by 24. This would realise savings of $396,000 in 1991/92 and $828,000 in a full year. 
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Increased Throughput, Improved Automation, And The Adoption Of Best Practices In Other Laundries 

Should Be Employed To Increase The Efficiency Of Royal Darwin Hospital Laundry 

There are currently 34 staff employed in the laundry at Royal Darwin Hospital. The duties of these staff include 

a sewing service for repairs and the manufacture of some items, and the preparation of pre-packs for the Central 

Sterilising Department. 

The Australian average standard for productivity in hospital laundries is one tonne per operator per week. 

Improved automation through the upgrading of the feeding/folding equipment and provision of a stacking 

facility would allow for a reduction of two staff. The cost of the equipment required is estimated at $180,000. 

Royal Darwin Hospital laundry has excess capacity so that it is feasible to increase the volume of laundry 

processed and thereby lower the average cost per tonne. A significant increase in throughput can be realised by 

having the laundry for Katherine hospital processed at Royal Darwin Hospital. This would require an increase 

in staff numbers of three, and result in increased costs at Royal Darwin Hospital for consumables and utilities. 

However, on our analysis, it is more cost effective than continuing to provide a separate service at Katherine. 

A further potential option for increasing throughput is for Royal Darwin Hospital to provide the laundry service 

for the Private Hospital. Royal Darwin Hospital should consider preparing a competitive bid when the contract 

for this service next goes to tender. 

A comparison of the productivity levels which will be realised at Royal Darwin Hospital following the 

implementation of the above recommendations with the Australian standard for hospital laundries, indicates 

that a further reduction of two staff should be possible. Thus, the net impact on staffing at the laundry would 

be a reduction of one. The net impact on the costs at Royal Darwin Hospital is an increase in costs of $250,000 

in 1991/92, and $40,000 in 1992/93. (However, an overall saving to the hospital system is effected by the 

associated staff reductions and costs at Katherine Hospital. These savings amount to $68,000.) 

A further option which has been considered is to contract the Department of Correctional Services to use 

prisoners to provide a sewing service. If such a contract was adopted a reduction of two positions could be 

achieved. 

Correctional Services have the necessary sewing equipment, however, they would not be able to take on this. 

work until their industrial complex is completed (possibly April 1992). Discussions should be undertaken with 

Correctional Services closer to that time to assess the viability of this proposal. 
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Routine Maintenance Services At Royal Darwin Hospital Should Be Privatised 

The maintenance services at Royal Darwin Hospital are currently provided by both private sector contractors 

and in-house staff. Hospital staff undertake both planned maintenance duties and repairs. 

ERC recommended that the privatisation of maintenance be investigated. In recent years there has been a trend 

towards privatisation of hospital maintenance services. This is potentially a viable option for Royal Darwin and 

Alice Springs Hospitals, however it is not feasible in the smaller hospitals where the services required are not 

always available in the local community. 

At Royal Darwin Hospital, private contractors could be used to perform the routine maintenance functions 

currently being undertaken by the hospital staff. A core staff is required at the hospital to perform maintenance 

in sensitive areas and of vital equipment, as well as for emergencies. 

Following the Interim Report, a number of representations were made asserting that routine maintenance 

services should not be privatised. The main issue of concern was the loss of jobs for the trades staff. Various 

alternative propositions for reducing costs in this Section were submitted. These included: 

• reducing management staff, rather than tradesmen; 

• undertaking in-house work which is now being let out to contractors and maintaining the current 

staffing level, thereby reducing expenditure for contracts; and 

• saving costs in areas other than by reducing staff e.g., by reducing the number of vehicles operated 

by the Section and by monitoring call-outs to reduce overtime costs. 

All these proposals are considered to be to some extent potentially practicable options. There are currently nine 

administrative and management staff, and two foremen in the Section, 23 skilled tradesman and labourer 

positions, and one storeman. The value of contract work in 1990/91 was $274,000, and a major component of 

this may be done in-house. There are six vehicles for this Section which may be able to be reduced by at least 

two. It has been suggested that some after-hours call-outs have not been strictly urgent and could have waited 

until normal business hours. The overtime costs in 1990/91 were approximately $82,000. 

It is recommended thatthe hospital proceed with privatisation and thatthe other alternatives for reducing costs 

be examined in more detail in the implementation phase. Some combination of all these proposals, along with 

privatisation of selected routine maintenance, will realise the savings of $172,000 in 1991/92 and $361,000 in 

1992/93 with a reduced impact on staffing. 
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Medical Engineering Services At Royal Darwin Hospital Should Be More Competitive With Private Sector 

Services. Efficiencies Can Be Realised Through Multi-Skilling And Changed Work Practices 

The Medical Engineering Branch (MEB) at Royal Darwin Hospital services medical equipment for Royal Darwin, 

Katherine and Gove District Hospitals, and the dental service in Darwin. Service contracts have been used for 

the maintenance of some medical equipment at Royal Darwin Hospital (e.g., x-ray equipment). 

There are 17 positions in the Branch, but four have been vacant for some time, and the Medical Engineer's 

position as head of the Branch has not been substantively filled for over a year. 

ERC recommended that the electronics section of MEB be privatised reducing the number of positions by three. 

ERC also recommended that the dental technicians should be relocated to the dental service. Such a move would 

reduce the opportunities for multi-skilling within the Branch, and hence the potential for increasing operating 

efficiencies. 

Quotations received from the private sectorindicate that the medical engineering service could operate at a lower 

cost than at present. Our recommendation brings the cost of this service in line with the private sector. Because 

of the critical nature of the engineering service, and the advantages of having a permanent staff who are familiar 

with the wide range of equipment to be serviced, it was decided that MEB should remain in-house but work 

practices should be altered to reduce costs. 

The medical engineer appointed to head MEB should be selected on the basis of both his/her management and 

engineering skills. It is critical that, on appointment, the medical engineer in conjunction with medical staff in 

the hospitals and policy staff in the Hospital Services Division, develops a policy on the standards to be applied 

for the servicing of medical equipment. The engineer should also review the functions being performed by the 

Branch, productivity levels, and the management of resources across the different areas within the Branch. In 

this review consideration should also be given to including the anaesthetic technician in the Branch, and shifting 

responsibility for instrument repairs (currently undertaken by Maintenance Section) to MEB. 

The results of this review can be used to identify the details for the operation of the Branch with the recommended 

staffing levels. Options which should be considered include: 

• reducing the secretarial and stores staff to part time; 

• increasing the degree of multi-skilling of the technical staff; 

• increasing the extent to which service contracts are used for maintenance and repair of new 

equipment; 
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• employing contractors for one-off tasks which can be more efficiently undertaken by the private 

sector; and 

• improving the rostering of servicing of dental equipment. 

The recommended staffing level for MEB is 11 full time equivalent positions. The savings realised net of the ERC 

decision are $28,000 in 1991/92 and $64,000 in 1992/93. 

In addition, there can be savings to the Department by reducing any duplication in effort in reviewing new 

medical equipment to be purchased for hospitals, and in ensuring greater uniformity in the medical equipment 

across all Territory hospitals. To realise these savings the Department should develop an equipment purchasing 

policy, and the Medical Engineer at Royal Darwin Hospital should have Territory-wide responsibilities for 

medical equipment and medical engineering services. 

The Efficiency Of Garbage Services At Royal Darwin Hospital Should Be Substantially Improved By 

Revising Rosters And Changing Work Practices 

The garbage services at Royal Darwin Hospital include the collection of waste from the hospital and nursing 

village, and the incineration of all hospital waste. 

There are five staff in this section although there has been a very high level of sick/ special leave, thereby 

substantially reducing the actual number of operative staff. 

Changes to work practices can be implemented to reduce the amount of work required. For example, at present 

the garbage from the nursing village is collected three times per week. This is in contrast to private households 

in Darwin which only receive a once a week garbage collection service. A similar level of service could be 

introduced without detriment to the amenity of the areas affected. 

A revision of the rosters can also be employed to reduce the staffing requirements. 

The garbage service staff should be reduced to two. Relief staffing will then be required from other areas in the 

hospital or on a casual staffing basis. According to submissions since the Interim Report, this reduction in staffing 

for garbage services is accepted, however it may require waste segregation practices be introduced for it to be 

practicable. 

The saving would be $101,000 in a full year, less any costs from segregating waste. 
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Priorities Should Be Established For Maintenance Of The Grounds At Royal Darwin Hospital And The 

Overall Level Of Service Reduced In Line With These Priorities 

The Royal Darwin Hospital campus extends over approximately 65 acres. The ground maintenance staff are 

responsible for maintaining the lawns, gardens and car park areas as well as the pool. About one quarter of the 

total area is comprised of lawns and gardens, and lawn mowing makes up a large proportion of ground 

maintenance work. 

The level of maintenance of the grounds can be varied across the campus, with greater care being taken of the 

front entrance areas and less of the non-public areas without detriment to the amenity of the areas affected. If 

priorities are established, and the frequency of mowing reviewed, then the number of ground maintenance staff 

could be reduced by two. The saving would be $57,000 in a full year. 

Royal Darwin Hospital Should Seek To Reduce The Cost Of Power For The Operation Of The Hospital 

The power costs for the hospital in 1990/91 were $3.66 million, most of which was electricity costs ($2.9 million), 

and diesel ($74,000). There is potential to reduce these costs in a number of areas of the hospital through 

modifications to the current technology. One project which will reduce operating costs, the provision of a new 

system to control and monitor mechanical/ electrical plant in part of the hospital, has already received Cabinet 

approval. 

Other projects identified to date by hospital staff include: 

• abolition of idle boiler hot banking; 

• provision of enthalpy sensing at the chiller hall to allow the main leaving chilled water temperature 

to be reset to a higher level during the dry season months; 

• utilisation of laundry flash steam to supplement de-aerator supply in the boiler house; and 

• provision of alternative power sources for domestic hot water in hospital outbuildings. 

The hospital should review these and other proposals to reduce its power costs, and establish a priority rating 

nf these projects for further investigation and costing. Assessment of energy conservation projects will need to 

take into account both the initial capital investment required and the potential savings. 
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The Powers Of The Board Of The Royal Darwin Hospital Should Be Expanded To Include Financial 

Management On A Trial Basis 

Earlier in this Report, we have referred to Hospital Boards. There are five Boards in operation in the Territory, 

one for each hospital. According to their annual reports they have each met over the past financial year at varied 

intervals usually at four to six week intervals. 

Two of the Boards have suggested that they have had difficulties in the past year in attracting community 

representatives. On the other hand, one of the other Boards has had continuity and stability of membership, and 

thus, has enabled each Board member to have a specific ai:ea of responsibility. 

Against this background one of the key issues for consideration is the financial powers of the Boards of 

Management. We have received contrasting views from two of the Boards on the matter. 

For example, the Board of a smaller hospital expressed concern at having a responsibility for the financial 

position of the hospital as the Board member considered that the Board was reasonably inexperienced. In the 

case of one of the larger hospitals, a Board member has expressed a desire for the Board to assume that financial 

responsibility. 

In view of the differing attitudes of Boards to an appropriate level of powers and responsibilities, we believe it 

appropriate to recommend that an approach be adopted which recognises the distinctive needs and wishes of 

the present Boards, and their hospital managements. Specifically, we recommend that the Minister for Health 

and Community Services consider an expanded role for the Board of the Territory's largest hospital, the Royal 

Darwin Hospital, on the basis of a two year trial following which a review might be conducted of the trial's 

success. 

Such a move would require legislative amendment to the Hospital Management Board Act. One of the limitations 

to commencing this role immediately is the absence of a suitable computer based management information 

system for the hospital and the Board. Nevertheless, the initial steps of financial management delegation could 

begin in terms of policies and guidelines, and the preliminary design of the management information system 

requirements of the Board. 

Based on the experiences of Royal Darwin Hospital, a model financial management system and approach would 

be developed for the Board. If the trial is successful, other hospital Boards could be considered for adopting an 

extended financial management role. 
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Alice Springs Hospital 

Medical Officers 

Alice Springs Hospital currently employs 16 RMOs, ten registrars (excluding those employed by Mental Health 

Services), 11 staff specialists and two VMOs. 

In 1990, the hospital administration reviewed the medical staffing and identified five clinical units in which 

additional resources were needed. They concluded that there was a requirement for: 

• one additional RMO for the surgery and medical units; 

• a further registrar position in the Accident and Emergency Department; 

• an RMO position in the Intensive Care Unit; and 

• an anaesthetics registrar. 

As a result of this review, two additional RMO positions were assigned to each of the surgery and medical units, 

however, the remaining recommendations have not yet been approved or implemented. 

Subsequently, in April 1991, Dr. Donald Child (formerly with the Royal Prince Alfred Hospital in New South 

Wales) was commissioned by the Minister for Health and Community Services to review the medical staffing 

levels at Alice Springs Hospital. This report is due to be completed by the end of September 1991. 

Given that this review has yet to report, we have concluded that it would be inappropriate to make any specific 

recommendations on medical staffing at this stage. Nevertheless, the general recommendations on overtime and 

sessional specialists as proposed for Royal Darwin Hospital should also be applied to Alice Springs Hospital. 

Nursing Staff 

Nursing Staff At Alice Springs Hospital Should Be Increased By Seven And The Staffing Mix Changed As 

Recommended In the Recent Nursing Resource Review 

Alice Springs Hospital employed 253.28 full time equivalent (FfE) nursing staff during 1990/91. The maximum 

staffing level (MSL) for nurses at the Hospital is 252. As illustrated in the Exhibit opposite, on average over the 

year, t.his comprised the following: 

<> 191.48 FfE nurses on wards and in other patient areas; 
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• 16 FfE nurses employed within Nursing Administration; 

• 45.8 FfE nurses were paid inoperatives or away due to recreation leave or sick leave. 

We undertook an analysis of nurse staffing levels at Alice Springs Hospital during the course of the Review. Our 

analysis used the recommended ward staffing levels as determined in the Resource Monitoring Study (RMS) 

undertaken in August 1991 and took into account actual staffing levels, recreation leave, sick leave, study leave 

and other inoperatives for 1990/91. It should be noted that the resource monitoring system used at the Alice 

Springs Hospital is the same as the one used at Royal Darwin Hospital. The basis of our analysis is the same as 

used in determining the adequacy of current staffing levels at Royal Darwin Hospital, reported earlier. 

Without repeatingthe detailed methodology, our analysis has indicated that, in relation to thenumberof nursing 

staff required, the Hospital is understaffed. Our findings indicate that approximately 15 additional staff are 

required (see the Exhibit below). 

Actual to Recommended Nursing Staff 
Allee Springs Hospital 

1990/91 

Current Hosp Ital 
Actual Recom'n 

(11 [2] 

Nurses In Patient Areas 191.48 206.20 

Plus: Nursing Administration 16.00 16.00 
Plus: lnoperatives 45.80 [4] 45.80 

Total Alice Springs Nursing Staff 253.28 268.00 

Cresap 
Recom'n 

[3] 

206.20 

16.00 
45.80 

268.00 

(1) Current actual staff numbers are derived from Nursing Administration estimates. Total Alice Springs nursing staff 
were derived from Alice Springs cost centre payroll 1990/91 

(2) Recommended number derived from Resource Monitoring System (RMS) analysis of staff requirements, Aug 1991. 
[3] Cresap recommendation derived from RMS analysis of nurses required on wards and estimates of 

leave and inoperative levels 
[4] Nursing administration indications have been used of the numbers of staff who are paid inoperatives, on recreation 

leave and sick leave. These reconcile fairly closely with personnel (lnterpers) information. 
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Our calculations are based on nursing administration indications of sick leave, recreation leave and paid 

inoperatives. These reconcile fairly closely with payroll and INTERPERS personnel information. Because of 

inaccuracies in the INTERPERS personnel records, nursing administration estimates have been used. The 

average number of total nursing staff for 1990/91 is taken from payroll information for Alice Springs Hospital. 

We, therefore, recommend that an additional 14.72 FfE nursing staff be appointed to Alice Springs Hospital. 

This recommendation would cost $322,000for1991/92 and $676,000 in a full year. 

The RMS results also indicate that the nurse staffing mix needs to be addressed. Fewer enrolled nurses and more 

registered nurses are required. The increase in the number of registered nurses at higher salaries will be offset 

by the greater reduction in numbers of enrolled nurses. The new staffing mix is, therefore, cost neutral and 

should be implemented as such. The net increase in nursing staff, enrolled nurses and registered nurses 

included, is proposed to be fifteen. 

The 26-Hour Shift Coverage Of The Nursing Day Should Be Reduced To 24-Hours In Line With Best Practice 

Elsewhere 

As recommended for the Royal Darwin Hospital, we propose that the 26-hours of shift coverage per day be 

replaced by a more economical shift roster which provides coverage for 24 hours per day. The rationale for 

reducing the total number of hours rostered per day is discussed earlier in this Report in the context of nursing 

staff at Royal Darwin Hospital. The same arguments hold for Alice Springs Hospital. 

A reduction in eight nurses would result from the implementation of this recommendation at the Alice Springs 

Hospital, and savings of $175,000 in 1991/91 and $367,500 in a full year. 

Work Practices And Duties Of The Hospital Assistants And Wardsmen Should Be Modified To Increase 

Efficiency 

The allocation of duties and responsibilities to wardsmen and hospital assistants at Alice Springs Hospital is 

somewhat different from that at Royal Darwin Hospital. However, overall the functions performed by these two 

groups in both hospitals are generally the same. An analysis of the productivity of these staff was therefore 

undertaken with both categories combined to identify efficiencies. 

The occupied bed days per staff at Alice Springs Hospital are considerably less than for all other hospitals in the 

Territory except Tennant Creek. The efficiency level at Alice Springs Hospital is 80 per cent of that at Darwin. 

Based on this analysis, we recommend that there be a reduction of eight staff across these two staffing categories. 

The Mt saving is $139,000 in 1991/92 and $287,000 in a full year. 
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Alice Springs Hospital has been considering a proposal to re-structure the functions currently being undertaken 

by hospital assistants. This proposal included assigning the clerical tasks to medical records staff, and cleaning 

functions to the cleaning section. There is also potential for increasing the efficiency of hospital assistants and 

wardsmen by amalgamating the two groups and multi-skilling. 

In order to implement a net saving of eight hospital assistants and orderly staff an analysis of workloads and the 

allocation of staff to functions needs to be undertaken. A redesign of jobs for these functions should take into 

account the results of this analysis, and alternatives for performing certain functions (e.g., having the mortuary 

attendant collect a body for transportation to the mortuary). 

Multi-Skilling Should Be Adopted With Cleaning Staff To Achieve Efficiencies 

Multi-skilling of cleaning and catering services was discussed above for Royal Darwin Hospital. The same 

strategy can be adopted for the Alice Springs Hospital to achieve efficiencies. 

This would realise a saving in 1991/92 of $50,000 and $105,000 in a full year. 

Multi-Skilling Should Be Adopted With Catering Staff To Achieve Efficiencies 

Multi-skilling of cleaning and catering services was discussed above for Royal Darwin Hospital. The same 

strategy can be adopted for the Alice Springs Hospital and efficiencies achieved through multi-skilling. 

With more efficient work practices and better utilisation of staff a reduction of five staff can be achieved. This 

would realise a saving in 1991/92 of $83,000 and $171,000 in a full year. 

Alice Springs Hospital Laundry Equipment Should Be Upgraded To Provide A More Efficient Service 

The productivity of the Alice Springs Hospital laundry is below that of the other hospital laundries in the 

Territory, except the very much smaller laundry at Tennant Creek. At present Alice Springs Hospital staff 

process 25.9 tonnes of laundry per annum per person compared with 32 tonnes at the Darwin laundry. 

Equipment purchases over recent years have altered the original operating design of the laundry and have had 

a significant negative impact on the efficiency of operations. This situation can now only be rectified by making 

a capital investment in equipment so that operating procedures can be modified and costs reduced. 

One alternative considered for the Alice Springs Hospital laundry was to privatise the service. The Yulara reoort 

has a large laundry with the capacity to undertake the laundry service for Alice Springs. However, this option 

was rejected because of the cost and difficulties of transportation and the risk of the loss of service where there 

is no alternative back-up facility. 
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It is estimated that an investment of less than $340,000 at Alice Springs Hospital would mean that the laundry 

could operate with a staff of 17. This would still mean that the productivity level was below the Australian 

standard. Further reductions in staff may, therefore, be possible following the re-equipment of the laundry. 

It is, therefore, recommended that the equipment at Alice Springs Hospital should be upgraded and an initial 

reduction of at least five staff be made. This would realise annual savings of $158,000 for a one-off capital cost 

of $336,000. Because of the lead time involved in implementing a major equipment upgrade the impact of this 

recommendation is not expected to have an effect until 1992/93. The net cost in that year would be $181,000. 

Maintenance Services At Alice Springs Hospital Should Remain In-House 

ERC recommended that the privatisation of maintenance be investigated and, as indicated above, we have 

recommended that routine maintenance at Royal Darwin Hospital be contracted to the private sector. 

At Alice Springs Hospital, however, we propose a different course. Period contracts are currently used at Alice 

Springs Hospital for a range of maintenance functions including refrigeration and lift maintenance, and for 

painting, plumbing, and carpentry. 

Analysis of the functions of the maintenance staff at Alice Springs Hospital indicates that three positions could 

be reduced through privatisation. A core staff covering a range of skills is required for emergencies, and for 

repairs and maintenance of critical equipment and equipment in sensitive areas. 

If the costs of utilising private contractors are taken into account this would effectively create a saving of one 

position. However, with an increase in the amount of work going to contract, there would be an increase in 

contracting and monitoring functions. Thus, the net financial savings from privatisation would be minimal. 

Taking into account conditions of service and the value of familiarity with the facilities at Alice Springs Hospital, 

we believe that increased privatisation of maintenance services at the hospital cannot be supported. 

The Contract For Radiology Services At The Hospital Should Be Reviewed And Arrangements Adopted To 

Bring Costs In Line With Best Practice Elsewhere 

Alice Springs Hospital has a contract with Jones and Partners for the provision of a range of radiology services. 

The5e include the reading and reporting of x-ray films, and the equipment and services for a CT scanner and 

ma,nmography unit. The services of a specialist radiologist are made available to the hospital for four sessions 

per ·neek. The consultants also provide additional radiography staff. 

The hospital pays the consultants a percentage of the Medicare schedule fee for general radiology services and 

mammography services to public patients, and a fixed fee for CT scanning services for public patients. The 

consultants pay the Territory a percentage of the Medicare schedule fee for general radiology services to private 
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patients, and are limited as to the fee they can charge private patients for mammography and CT scanning 

services. 

A comparison of the cost of the radiology services at Alice Springs Hospital and Royal Darwin Hospital indicates 

that the cost to the hospital of the Alice Springs service is almost double the cost at Darwin hospital ($57.90 per 

screening compared with $29.50). While it is acknowledged that the consultants have provided a level of service 

over and above that required by their contract, and that radiology services ate vital to the hospital, the 

discrepancy in cost between the two major hospitals cannot be ignored. 

The contract with Jones and Partners is in force for at least another four years, and does not expire until 30 

November 1994. At that time Alice Springs Hospital should undertake a thorough investigation of all alternative 

options for the provision of these services, including the use of in-house staff and facilities. The true cost to the 

hospital under the various options should be comprehensively assessed. 

Alice Springs Hospital Should Seek A Feasibility Study To Assess The Potential For Co-Generation To 

Reduce 11te Power Costs Of The Hospital 

Power costs for the hospital in 1990/91 were $1.147 million, which covered electricity (70 per cent of the total 

cost), natural gas and generating diesel. 

There have been preliminary investigations of a proposal to introduce electricity co-generation at the hospital. 

This could potentially provide for considerable savings in the hospital's power costs. An initial feasibility study 

identified annual savings of $362,000 in electricity and steam costs for the hospital with co-generation. A capital 

investment of $1.225 million would be required. 

A detailed feasibility study is now required to fully assess the proposal for utilising electricity co-generation at 

Alice Springs Hospital, the potential savings and capital investment required, and the impact on the services and 

facilities of the Power and Water Authority (PAWA). The Department should seek to set up this study in 

conjunction with PAW A and Transport and Works. 

Katherine Hospital 

Work Practices Of Hospital Assistants And W ardsmen Should Be Modified To Bring Them ln Line With Best 

Practice Elsewhere 

As discussed above an analysis of the efficiency of wardsmen and hospital assistants has been done with both 

these staff categories combined. The basis of the assessment is the occupied bed days per staff. 

Based on this analysis we recommend that there be a reduction of one staff across these two staffing categ6ries. 

The net saving at Katherine Hospital is $15,000 in 1991/92 and $31,000 in a full year. 
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More Efficient Cleaning Practices Should Be Adopted At Katherine Hospital To Bring Them In Line With 

Best Practice Elsewhere 

A comparison of the productivity levels of the cleaning staff across the Territory indicates that the efficiency level 

of the cleaning staff at Katherine Hospital is well below that in other hospitals. 

More efficient work practices can be achieved at Katherine through multi-skilling with catering staff, as in the 

other hospitals. 

With more efficient practices and better utilisation of staff across these two areas, a reduction of two positions 

can be achieved. This would realise a saving in 1991/92 of $28,000 and $58,000 in a full year. 

Katherine Hospital Laundry Should Be Closed And The Service Provided By Royal Darwin Hospital 

The cost of operating the laundry at Katherine Hospital in 1990/91 was $246,000 and there was a staff of six. A 

total of 161 tonnes oflaundry was processed. The productivity of the laundry, as measured by tonnage processed 

per staff, was below that of Darwin and Gove District Hospitals, and almost half the Australian standard for 

hospital laundries. 

The laundry at Royal Darwin Hospital has the capacity to absorb all ~he laundry currently being done in 

Katherine. Shifting the laundry to Darwin will incur one-off costs to re-locate equipment from Katherine and 

to increase the linen stock holdings, and recurrent costs for transportation. However, there will be a net saving 

to the Department. 

In many other States there are centralised hospital linen services, with distances of up to 400 kilometres being 

covered. For example, in the East Gippsland region of Victoria there is a centralised service for 13 metropolitan 

and country hospitals. 

Closure of Katherine laundry was an ERC decision, although it was not brought to account in the Department's 

budget for 1991/92. ERC said that there would be a reduction of six in the average paid staff at Katherine as a 

result of this closure. However, one laundry attendant position will need to be retained at Katherine for the 

receipt and dispatch of linen. 

The cost saving at Katherine will be $218,000 in a full year. The increase in recurrent costs at Royal Darwin 

Hospital and transport costs would be $150,000. Thus, there is a net annual saving of $68,000. 

_, 
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Tennant Creek Hospital 

Tennant Creek Hospital Should Remain Open And Continue To Provide The Current Level Of Service 

Tennant Creek Hospital is a 20bed hospital with facilities for Accident and Emergency, visiting specialists, minor 

surgery and inpatient care for less acute conditions. It is located 500 kilometres from the nearest alternative 

hospital at Alice Springs. 

Private medical services in Tennant Creek include one GP and 2.5 doctors employed at Anyinginyi. 

Admissions have increased at the hospital by 20 per cent (from 1,500 to 1,800 per year) in the past five years. The 

average occupancy of the hospital in 1990/91was91 per cent. 

The population of the area served by Tennant Creek Hospital is approximately 5,200 thereby providing 3.8 beds 

per 1,000 population. This is well below the Australian average of 5.36 acute beds per 1,000 although we believe 

the Commonwealth National Health Strategy is proposing nationally a restructure on the provision of acute care 

to achieve a national target average of 3.3 beds per 1,000. 

Given the cost of operating Tennant Creek Hospital (currently $4.9 million per annum), we examined the 

economic and social costs of a reduced level of service at Tennant Creek, or closing the hospital and operating 

the facility as a combined health centre with inpatient services relocated to Alice Springs. Furthermore, the 

Review of Central Australian Health and Community Services (the Kerr Report) recommended that a review be 

undertaken of the role of Tennant Creek Hospital to ascertain whether it would be a more appropriate use of 

resources in the Barkly area if inpatient functions were transferred to Alice Springs Hospital. 

While the realisable savings of the hospital closure option are considerable, ($1.2 million net), we consider that 

the social cost of doing so is unacceptably high. In reaching that conclusion we considered such matters as: 

• the risk to patients of significantly reducing the capacity to respond to accidents and emergencies 

with the longer response time of aerial medical services; 

• the dislocation to patients and their families of inpatient stays at Alice Springs,500 kilometres a way; 

and 

, • 
• the impact of the closure on the social and economic well-being of the town. 

While it is theoretically possible to close Tennant Creek Hospital on strict economic grounds, we do not be; ieve 

the economic arguments outweigh the social costs. The economic arguments alone could just as easily jt.stify 

closing Gove District Hospital or Katherine Hospital. Such a course would not be warranted. 
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How,ever, there are efficiency gains to be made at Tennant Creek which would realise savings of $263,000 in 

1991/92 and $590,000 in 1992/93. The obligation to realise those savings in the absence of closure is high. 

Management Responsibility For Tennant Creek Hospital Should Be Devolved To Alice Springs Hospital 

Currently Alice Springs Hospital provides support to Tennant Creek Hospital in a number of areas, e.g., 

pathology, visiting specialists, medical engineering. Alice Springs Hospital also assists with relief staffing of 

medical officers and other senior positions. Placing Tennant Creek Hospital under the management of Alice 

Springs Hospital will facilitate the provision of support services to Tennant Creek Hospital and, hence, a more 

efficient utilisation of resources across the two locations. 

Under this recommendation the Chief Executive Officer, Medical Superintendent and Director of Nursing at 

Alice Springs Hospital would have direct responsibility for Tennant Creek Hospital. Day-to-day management 

of Tennant Creek Hospital would come under a Deputy Medical Superintendent, Assistant Director of Nursing, 

and an Operations Manager /Hospital Secretary located at the hospital. 

In line with this recommendation, the positions of Medical Superintendent, Director of Nursing and Manager, 

Barkly should be classified appropriately. 

The Maternity Ward At Tennant Creek Hospital Should Be Restructured So As To Achieve Efficiencies In 

Nursing Staff Numbers 

The current physical arrangement of the wards at Tennant Creek Hospital requires that the maternity ward be 

staffed separately and thus increases the total number of nursing staff required. If the maternity ward is relocated 

so that it can be staffed from the main ward, the number of nurses can be reduced by three level 2 positions, one 

level 2 position downgraded to a level 1, and a decrease in the higher duties allowance. 

The net saving of this restructure is $155,000 per annum 

The Accident And Emergency Service After Hours Should Be Shifted To The Treatment Room Of The 

General Ward To Realise A Further Reduction In Nursing Staff Numbers 

At present the Accident and Emergency section of Tennant Creek Hospital is physically removed from the ward 

areas. For security purposes nursing staff levels after hours must be sufficient to allow for two nurses to be absent 

from the wards to attend to an Accident and Emergency patient. 

If patients who attend Accident and Emergency after hours are seen in the treatment room off the main ward then 

nurstng staff numbers can be reduced by one Level 1 nurse and one Level 3A nurse (Night Supervisor). 

This recommendation would realise a saving of $96,000 per annum. 
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Nurse Numbers At Tennant Creek Hospital Can Be Reduced By A Further One Position Thereby Bringing 

The Hospital In Line With Staff Numbers In Other Northern Territory Hospitals 

The nursing staff /bed ratio for Tennant Creek Hospital is well above that for the other hospitals in the Territory. 

There is one nurse per 1.46 beds at Royal Darwin Hospital and one per 1.8 beds at Alice Springs Hospital, 

compared with two nurses per bed at Tennant Creek Hospital. A further reduction of one in the nursing staff 

at Tennant Creek Hospital will bring the ratio to one nurse per 1.7 beds. 

One position which could be eliminated is that of the Nurse Manager. Part of the functions of this position 

include nurse education and more of this service could be provided by Alice Springs Hospital. The other 

functions could be taken over by the Assistant Director of Nursing. 

The recommended reduction of one nurse position would realise a saving of $54,000 per annum. 

Rental Costs Borne By The Department For The Local GP And Private Dentist Should Be Reduced By 

Providing Facilities On The Hospital Campus 

Currently the private doctor and dentist are located at a separate premise for which the Department pays the 

rental of $27,000 per annum. A small proportion of this rental is recovered from the doctor and dentist ($2,400 

per annum from each). No charges are levied for power or security. 

Relocating the maternity ward will make it possible to move the private doctor and dentist onto the campus and, 

thereby, save on rental costs. In addition, it would relieve the workload of Accident and Emergency at the 

hospital as non-emergency patients could readily consult the GP during standard hours, rather than wait to see 

the hospital doctor. 

Some funds ($30,000) have already been included in the budget for structural modifications at Tennant Creek 

Hospital. The estimated total cost of the required expenditure is $48,000. There would be a net cost in 1991/92 

of $4,000 and savings of $28,000 in 1992/93. 

The Department should also recover actual costs for services to the private practitioners, and increase cost 

recoveries by charging a market value for the rental of facilities on the hospital campus. 

The Private Medical Practitioners In Tennant Creek Should Be Invited To Provide Services To The Hospital 

On Contract, Thereby Allowing Medical Staff To Be Reduced By One 

Historically, Tennant Creek Hospital has had difficulty in finding appropriately qualified staff to fill the registrar 

positions. One position has been substantively vacant for the past year and Resident Medical Officers from Alice 

Springs Hospital have been used to fill the position on temporary, three-month appointments. 
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The hospital currently has a three-month contract with the local GPs to provide sessions at the hospital and 

participate in the on-call roster. This arrangement also has ad vantages as it means that a one in four on-call roster 

can be employed. It is recommended that the contract be extended, subject to a satisfactory assessment of the 

trial. 

The net effect would be an annual saving of $47,000. 

The Number Of Hospital Assistants And Wardsmen Should Be Reduced By One To Bring Tennant Creek 

Hospital Staffing In Line With That Of Other Hospitals 

Tennant Creek Hospital has a total of five hospital assistant and wardsmen staff while Gove District Hospital 

has only four, and the other hospitals also operate with a more efficient ratio of occupied bed days per staff. By 

adopting the practices elsewhere in the Territory, Tennant Creek Hospital should be able to reduce staff numbers 

by one. 

One procedure which can be employed to reduce the requirement for wardsmen is the privatisation of the after

hours patient collection/ pick-up. Such an arrangement has been trialled over the past three months and appears 

to have operated satisfactorily. 

This arrangement will realise additional savings in call-out payments to wardsmen. The total saving, net of the 

cost for the private services, is $56,000 in a full year. 

The Laundry At Tennant Creek Hospital Should Be Closed And The Service Provided By Alice Springs 

Hospital 

Tennant Creek Hospital processes 76 tonnes of laundry per annum. The productivity of the staff, as measured 

by the number of kilograms processed per person, is less efficient than the other hospital laundries. For example, 

the salary costs per tonne are 40 per cent higher than at Gove District Hospital. 

A local transport company is able to provide a daily service to transport laundry to Alice Springs. The Alice 

Springs Hospital laundry has the capacity to process the additional tonnage. 

Closing the Tennant Creek Hospital laundry would allow staff numbers to be reduced by 2.5. The savings, net 

of transport costs and additional costs for Alice Springs Hospital, are $105,000 in a full year. 

Re1r1uce Overtime Costs For Pathology At Tennant Creek Hospital By Sending All RoutiM Tests To Alice 

Spt.,ngs Hospital 

A review of the pathology laboratory at Tennant Creek Hospital in 1990 by the National Association of Testing 

Authorities (NATA) reported that there were numerous deficiencies with the laboratory and its procedures. 
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NAT As requirements for the laboratory to be registered indicate that either additional staff, or a reduction in 

workload, is warranted. 

A number of NAT As requirements can best be met by developing a closer relationship between the laboratory 

at Tennant Creek Hospital and pathology services at Alice Springs Hospital. This could encompass the 

development of policies and procedures, relief staffing and support in the provision of testing services. 

In 1990/91 pathology services at Tennant Creek Hospital incurred a cost of $19,000 in overtime. All routine tests 

can be sent to Alice Springs Hospital thereby reducing the workload at Tennant Creek Hospital so that the 

procedures required by NATA can be implemented. Such an arrangement has been in operation over the past 

few months. Maintaining this practice would realise a net saving of $6,000 in 1992/93. 

The Catering Staff At Tennant Creek Hospital Should Be Reduced By One To Bring It In Line With More 

Efficient Practices Elsewhere 

A comparison of the meal numbers per staff at Tennant Creek Hospital and the other hospitals in the Territory 

indicates that a reduction of one catering position is possible. This may be achieved by some multi-skilling with 

cleaning staff, as in the other hospitals. The savings from this reduction in staffing would be $43,000 in a full year. 

Gove District Hospital 

Multi-Skilling Should Be Adopted With Catering And Cleaning Staff To Achieve Efficiencies 

Multi-skilling of cleaning and catering services was discussed above. This strategy can also be adopted in the 

Gove District Hospital and efficiencies achieved process through multi-skilling. 

A comparison of the productivity levels of the catering and cleaning staff at Gove and other Territory hospitals 

indicates that changed work practices are possible to improve efficiency. 

With more efficient work practices and better utilisation of staff in both these areas a reduction in staff numbers 

can be achieved. This would realise a saving in 1991/92 of $46,000 and $98,000 in a full year. 

5.2 COMMUNITY CARE 

The Community Care Division encompasses all the community-based health and welfare services provideq by 

the Department. Following consideration of submissions received in response to the Interim Report, it has l: ~en 

decided to include Environmental Health, Disease Control and Health Promotion in this Division because of 

their link with the other community care services. 
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Environmental Health provides community-based services, and with the establishment of Aboriginal Environ

mental Health Officers there will need to be an even closer relationship between environmental health services, 

community health centres and Aboriginal Health Workers. The Disease Control Unit provides direct patient 

services, and the Health Promotion Unit is community focused and offers a support service to the providers of 

health services. 

Urban Community Health Centres 

Community Health Centres In The Darwin Region Should Be Restructured 

Dan.vin Community Health Centres 

The first community health centre established in Darwin in 1973 combined domiciliary, school heal th and infant 

welfare nursing services in the one facility. 

Since then, the philosophy of service provision has been directed at the community with the objective of: 

• preventing illness through immunisation, screening and early intervention programs; 

• maintaining the elderly, disabled and chronically ill in their own environment; and 

• promoting health through a variety of programs directed at specific groups. 

Additional programs such as mental health and communicable disease services have been included in the last 

five years as well as specialised nursing services of palliative care, stomal therapy and diabetic education. 

There are, at present, five urban based community health centres in Darwin and Palmerston. A sixth centre on 

Bagot Reserve is specifically for Aborigines. The five urban centres are located at: 

• Darwin Central 

• Nightcliff 

• Casuarina . 

• Berrimah 

• Palmerston . 

The Department of Health and Community Service submitted, and ERC accepted and recommended: 

• the integration of Child and Family Counselling services with community health; 

• the establishment of a Child Protection Unit to cover Darwin; and 
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• centralising domiciliary care in one location in Darwin. 

The proposed reduction in staff was 13.5 (i.e., six welfare officers, 3.5 nursing staff and four receptionists). 

To effect this, the establishment of a domiciliary nursing service at Berrimah Health Centre and closure of 

Darwin Central Clinic was proposed. 

Domiciliary Nursing Services In Darwin Should Continue To Be Provided From The Community Health 

Centres 

An ERC decision proposed that domiciliary nursing services should be centralised, which would require the re

location of 40 nursing staff. The identified facility at Berrimah for the domiciliary nursing service is not suitable 

to accommodate this number. In addition, a comparison with the home visits nursing service in Western 

Australia, indicates that the cost of domiciliary nursing services in Darwin as they are currently provided 

compares more than favourably (i.e., $26.84 per visit versus $47.80 per visit in WA). 

Nevertheless, it is our view that a totally integrated approach to nursing service delivery will permit multi

skilling of registered nurses and flexibility in terms of programs and service delivery. 

Other factors which favour integrating domiciliary nursing into the health centres include: 

• being able to locate resources to reflect demographic demands, and respond to shifts in demand; 

• convenience in access to clients; 

• the availability of space in the existing health centres to permit integration of staff; and 

• the ability to redistribute resources, if required, without disenfranchising service recipients. 

The Darwin Central Health Clinic Should Remain Open 

The Darwin Central Health Clinic is the base for health services, audiology and hearing services in Darwin. It 

provides a focus for regular clients and a large transient population requiring public heal th screenings. The total 

number of clients seen in 1989/90 was 20,467 of which home visits totalled 10,952. 

Having considered the costs of this location, attendances and demographic factors, we recommend that Datwin 

Central remain open. However, there should be some changes to the range of services offered at this location. 

Specifically: 
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• the hearing services should be relocated to Casuarina Plaza which will free up approximately 113 

square metres of floor space. The cost of this relocation has been pre-paid in the 1990/91 budget; 

and 

• · welfare staff (seven in total), currently housed in the Cavanagh Street office, should take up the 

vacated space in Darwin Central. 

Based on the analysis below, there will be an overall reduction in nursing and administrative/ receptionist staff 

as a result. This reduction will amount to a saving of one staff and $86,000 (in budget terms) in 1991/92 and 

$179,000 in 1992/93. 

The Nightcliff Health Centre Should Be Refocused As A Renal Dialysis Unit 

In 1989 /90 there were 19,056 attendances at the Nightcliff Health Centre of which 9,868 were home visits, 8,489 

were clients seen at the clinic for child health assessments, immunisations and treatments, and 699 were health 

screenings. The renal unit is also located in the Nightcliff Health Centre. Renal dialysis clients total 25 at any 

one time and are currently dialysed Monday to Friday. 

In respect of the renal unit at Nightcliff: 

• to meet the projected increase in client numbers (i.e., a doubling in the number of patients over the 

next two years) the unit will need to be extended into other areas of the Centre; 

• the need to provide isolation areas for clients with Hepatitis B places further demands on the facility; 

and 

• the Centre has had extensive alterations and installations of equi prnen t for the renal unit (involving 

expenditure of $100,000 in 1990/91). It now has the capacity to take up to 40 clients. 

Thus, the requirements for dialysis will continue to place increasing demands upon the facilities at Nightcliff. 

By changing the focus of services at the Centre it will be better able to respond to these demands . 

In proposing changes to the services available at the Nightcliff Centre the impact on the local community was 

taken into account, and consideration given to the alternative services available. The main factors considered 

were: 

• there are six general practitioners in the area, including some in the nearby shopping centre; 

• pensioners and Health Care Card holders should not be disadvantaged as they may be bulk billed 

by the private practitioners; 
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• staffing resources atthe nearest Health Centre ( Casuarina) will be increased to cater for the expected 

increased demand at that Centre; and 

• there may be an increased demand for nursing home visits in the Nightcliff area. These will be 

serviced from Casuarina. 

Staff savings of 2.5 positions (1 x Registered Nurse(RN) 3A, 1 x RNLl and 0.5 x A02) will be realised by the 

proposed changes. Six nursing staff will remain in the unit with a part .time receptionist. The remaining staff 

will be allocated to the other centres, in line with the strategy of providing integrated health and welfare services. 

Two nursing staff will transfer to Darwin Central to pick up the domiciliary work load in the Narrows area and 

increase the number of infant clinics from two to three per week. The remaining staff will be allocated according 

to the distribution of services and based at Casuarina Plaza. 

The vacated space at the Nightcliff Health Centre could be: 

• leased to a general practitioner. This would increase the utilisation by private providers, thus 

reducing the demand on, and cost to, the Department as well as provide services to the renal unit; 

or 

• occupied by the Child Protection Unit if the Department of Correctional Services takes over the 

Berrimah Clinic or the Child Accident Prevention Foundation from the first floor of Health House; 

or 

• offered to other non-government organisations, such as Family Planning and the Anti-Cancer 

Foundation. 

The net saving from the rationalisation of Nightcliff has been included in the overall expenditure reduction of 

$86,000 in 1991/92 and $179,000 in 1992/93. 

Casuarina Health Centre Should Provide An Integrated Health Service Covering Health, Welfare 

And Hearing Services 

The Casuarina Health Centre operates from the first floor of Casuarina Plaza and provides a comprehensive 

range of services. It is the base for specialist nurses (diabetic, stomal, incontinence, respiratory and palliative 

care). The diabetic nurse has regional responsibilities, the other specialist nurses service clients across Darwin. 

The total number of clients seen in 1989/90 was 25,665, which included 2,894 health screenings and 7,470 

domiciliary visits. 

The specific details as to the form which the integrated health and welfare services will take have yet to be 
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established, and will depend upon the Palmerston pilot project. However, the concept primarily relies upon the 

co-location of services. Under our recommendations, and in line with this model, specialist nursing services and 

welfare officers will be located at Casuarina. The Casuarina Centre will take up some of the workload from the 

Nightcliff Health Centre, and will include audiology and hearing services. 

Services At Berrimah Health Centre Should Be Redirected To The Palmerston And Casuarina Health 

Centres 

Berrimah Health Centre provides a service to the Department of Correctional Services with two nurses at the 

prison each day full time, Monday to Friday, fortnightly visits to Gunn Point Prison Farm, and daily visits to 

Malak House. In 1989 I 90, the Berrimah Health Centre screened 950 prisoners. A doctor visits Gunn Point twice 

per week. A total of 16,494 clients were seen in 1989/90, which included 1,297 health screenings and 7,314 

domiciliary visits. 

We recommend: 

• redirecting the services at the Berrimah Health Centre to Palmerston and Casuarina, and redistrib

uting the resources at Berrimah. The Berrimah Centre is currently leased by Transport and Works 

until 1994 at a cost of $70,000 per annum. Relinquishing the lease at Berrimah would offer this level 

of savings up to Government; 

• locating two RN level 2 positions dedicated to Correctional Services at Palmerston; 

• transferring one RN level 2 position to Palmerston to service the ind us trial area south of Berrimah; 

• transferring two RN level 2 positions to Darwin Central to cover the industrial area north of 

Berrimah and provide additional resources for infant health clinics; 

• transferring the remaining positions to Casuarina to provide additional infant health services for 

Karama and for domiciliary services; 

• allocating one RN position to the renal unit to meet service requirements; and 

• relocating the Child Protection Unit to the facility, or sub-letting it to another Department. 

An Integrated Health Service Should Be Established At The Palmerston Health Centre 

Palmerston Health Centre provided home care to 10, 122 persons in the rural areas in 1989 /90. There were 6,470 

clients seen at the clinic which provides two infant health clinics daily. A further 654 health screenings were 

conducted and in all there were 24,207 attendances. 
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Palmerston Health Centre has been proposed as the first integrated health centre to be trialled in Darwin with 

additional welfare staff. This concept of an integrated health centre will incorporate both health staff and 

community services staff into a common facility. The basis of the approach is to.have multidisciplinary teams 

available for service delivery, and to lessen the delineation between disciplines and provide a more complete 

service. The precise details as to how these teams will operate have yet to be worked out by the Department. 

Subject to the results of the trial in Palmerston, and local considerations such as available space, suitable 

resources and client demands, we recommend that the integrated community health centre model which is 

established1in Palmerston be developed for the other urban centres in the Territory. 

The After Hours Medical Service In Palmerston Should Be Privatised And The Department's 

On-Call Service Cease 

Currently, there is an after hours medical service at Palmerston, with a daily clinic from 6 p.m. to 10 p.m. provided 

by a mix of private general practitioners and Departmental medical officers. The Department also provides a 

medical officer on-call in the Centre from 10 p.m. to 8 a.m, and on public holidays and weekends from Saturday 

12 noon to Monday 8 a.m. 

The total cost to the Department of these services in 1990/91 was $277,800. However, Medicare refunds can be 

claimed for the practitioners' services and the Territory Government received $83,000 in Medicare revenue from 

after hours and on-call services at Palmerston in 1990/91. Thus the net cost to the Government was $194,800. 

We concur with the ERC decision to privatise the after hours medical service at Palmerston and further 

recommend that the Department's on-call service cease and can be provided by private practitioners. Serious 

emergencies would be dealt with by the Royal Darwin Hospital Accident and Emergency Department. The 

situation may be assessed in 12 months time to review the extent to which the private practitioners have offered 

after hours services, and theimpactthat c~asingthe on-call service may have had on the Accident and Emergency 

Department at Royal Darwin Hospital. 

The Mataranka Health Centre Should Be Retained 

An ERC decision was that mobile health services were to· be provided to Mataranka and nearby areas to allow 

the closure of the Health Centre, thereby saving one staff and $60,000 in 1991/92 and $63,000 in 1992/93. 

The reduction of one staff position is based on a staffing level at Mataranka of two nurses. However, the Centre 

has operated with only one nurse for most of the past year, and could continue to do so on a long-term basis 

provided that leave relief was provided from Katherine. 

If the Centre at Mataranka was closed, and a mobile service provided from Katherine, the Department would 

incur a greater cost than if the Centre was maintained with only one nurse. There would be increases in the 
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transport costs for nurses to visit the communities currently being serviced by Mataranka. There would also 

potentially be increased costs from renting premises in Mataranka for the mobile service, and for aerial medical 

services or ambulance services as a result of not having a trained medical person to provide on-ground a-ssistance 

with the assessment of needs for this service. 

We received many submissions seeking to present a justification for the Centre to remain open. We consider 

reasons for keeping the Centre open, other than the financial considerations above, include: 

• Mataranka is on the main highway - subject to heavy traffic and with the nearest major hospital at 

Katherine 150 kilometres away. If Mataranka is closed, services will need to be provided from 

Katherine increasing travel time and, hence, response time to accidents and emergencies. Closure 

of Mataranka would necessitate increased aerial medical expenses and continued mobile visits by 

car; 

• the local population is 200, although the tourist influx in the dry season would, at least, double its 

size for part of the year; 

• the catchment area encompasses the following locations and communities, which would have to be 

serviced from elsewhere: 

• Jilkminggan - population 100 - one AHW (outside of Mataranka) 

• Hodgson Downs - population 100 - one AHW (position vacant) 

• Roper Valley Station - population 100 (visit every two weeks) 

• Moroak Station - population 100 (visit every two weeks) 

• Elsey Station - population 100 (visit every two weeks) 

• Larrimah - visit every two months 

• Nutwood Downs - visit every two weeks 

• Daly Waters -visit every two months; 

• morbidity in these Aboriginal communities is similar to other communities and requires continued 

health care; and 

• the nearest health centre is Elliott (approximately 300 kilometres south). Closure of Mataranka 

would result in a distance of 450 kilometres of highway between health centres. i.e., Katherine to 

Elliott. 

Thus, both financial and community service considerations support the retention of the Mataranka Health 

Centre, albeit with a reduction in staffing of one nursing position. 
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The ERC Decision To Close Victoria River Downs Health Centre Should Be Upheld 

ERC proposed that mobile health services replace the current arrangement at the Victoria River Downs Health 

Centre, thereby reducing staff and saving $60,000 in 1991/92 and $63,000 in 1992/93. 

Since that decision the Minister has agreed to an increase in the frequency of District Medical Officer (DMO) visits 

to one per week. 

Once again we received submissions seeking to present a justification for the Centre to remain open. The 

arguments presented included: 

• although the population ofVRD is small, approximately 20 to 40, the numbers increase in the cattle 

mustering season to approximately 80; 

• the catchment area includes: 

• Pidgeon Hole - one AHW - population 50 

• Yarralin- part time AHW -population 100-150, 18 km distance; 

• should VRD close, the visiting nursing service to VRD will be provided from Timber Creek 

fortnightly, thereby adding to its costs and Pidgeon Hole will be visited by nurses from Kalkaringi; 

and 

• no additional staff had been planned for Timber Creek or for Kalkaringi to provide service even 

though workloads would be increased. 

However, our assessment of the situation was that these arguments were not persuasive. VRD can be serviced 

by either Timber Creek or Kalkaringi. This should be possible without further additional resources, especially 

in the light of the Minister's decision to provide additional DMO visits. Furthermore, it is not envisaged that the 

workload of the other health centres will increase significantly. 

We, therefore, concur with the ERC decision to close the VRD Health Centre. 

Efficiencies In The St John Ambulance Service Should Be Realised 

St John Ambulance agreed to implement a new ambulance service in Palmerston in October 1990 on the basis 

of a minimum of a one year term of operation. 

The Department put to ERC the proposal to close the 24-hour ambulance service based at Palmerston and to 

revert to the arrangement prior to October 1990, whereby Palmerston was serviced after-hours and on weekends 

from Casuarina and Darwin stations. Annual savings were estimated at $390,000 in 1990 dollar values. 
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St John has identified ways to achieve reductions in administrative areas of $303 ,000 in the 1991 /92 grant, with 

a further "one off" reduction of $100,000 in 1990/91, without closing the Palmerston after-hours service. The 

$303,000 will be produced from efficiency measures and increased revenues and does not represent a reduction 

in service. 

The Department will undertake a review of the Palmerston 24-hour service in October 1991. In 1991 /92, the cost 

of the service to the Department is estimated to be $300,000. 

Since the Interim Report, we have had an opportunity to seek additional information and we have received 

several submissions. 

Last financial year, St John carried 3,733 patients from Palmerston, 2,366 from Casuarina, and 2,205 from Darwin. 

It also supplied ambulance services in Alice Springs, Tennant Creek and Katherine. Some ambulance services 

are provided by mining companies, and there is the Royal Flying Doctor Service and the Aerial Medical Service 

as well as Departmental ambulance services at Jabiru. 

In recent years there has been an increase in the level of financial support provided by the Department to St John. 

While the expenditure for St John has increased by an average 13 per cent per annum, the Department's grant 

has increased by 18 per cent, and the number of cases transported by two per cent (see Exhibit below). 

St John Ambulance, Trends 

Department Grant (a) 
Total expenditure (b) 
Government grant 
as a proportion of expenditure (b) 

CPI (a) 
Number of subscriptions (b) 
Cases transported (b) 
Population, 
Darwin Statistical Division (b) 

a) Percentage trend from 1987/88 to 1990/91 
b) Percentage trend from 1987/88 to 1989/90 

121 

Annual 
Percentage 
Increases 

• !1:1:i;:;:::::::::::1m111:::111.:::::::;11:11;1!~! 

• -



Briefly, owing to declining volunteer staff numbers, which were previously rostered after hours on ambulance 

duty, the staff costs of that service is likely to increase. This will lead to an increased financial commitment to 

St John by Government, unless costs of the service can be contained. Analysis of the trends in the costs and 

utilisation of the service suggests that further efficiencies could be obtained, albeit by a reduction in the provision 

of service. There are several options which should be considered: 

• reduce the service in Darwin and provide services from two locations (Palmerston and Casuarina); 

• reduce services from Palmerston after hours and revert to service delivery arrangements as in 

October 1990; and 

• reduce services in Alice Springs, Tennant Creek and possibly Katherine. 

Given the coverage and potential duplication of ambulance services throughout the Territory, it would be 

beneficial to enlarge the review planned for October to consider all ambulance services. That review should also 

consider the basis of determining the grant payable to St John not just on their operating costs but related to the 

number of patients carried. In this way the grant will relate directly to activity levels in St John Ambulance. 

Without pre-empting the outcome of the review of the Palmerston ambulance service nor our suggested 

broadening of that review, we believe that the grant to St John Ambulance can be reduced by a further $150,000 

in 1991/92 and $314,000 in 1992/93. 

Primary Health Care - Rural 

As we have said elsewhere in this Report, improving the health status of Aboriginal people is the greatest 

strategic management challenge facing the Territory's health system. For the most part, this means services to 

rural areas of the Territory. There have been many advances in service delivery strategies in the last few years, 

most notably in the primary health care model and multi-disciplinary team approaches adopted by rural health 

services. We endorse these approaches and in this section discuss the key elements in effective delivery of rural 

health services. In addition to the primary health care approach, these elements are Aboriginal Health Workers, 

District Medical Officers, Remote Area Nurses, Aerial Medical Services, and District Health Councils. The role 

of independent health services (i.e., Aboriginal Health Services) and the management and HACS policy toward 

the growth of independents is also discussed. (The role of District Managers is described elsewhere in this 

Report.) 

The concept of boosting rural health support is by no means new to the Department. What we are suggesting, 

however, is a concerted, sustained effort supported by explicit and visible resource allocations. As described 

elsewhere in this Report, the budgetary allocations will be determined using an objective resource allocation 

formula which may include such factors as remoteness and morbidity as weighted variables. 
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Primary Health Care Approach 

The Primary Health Care Model Should Be Strengthened By Implementing Appropriate Structures Which 

Focus On The Community To Ensure Equity Of Resources And Access To Services 

Rural health nurses and Aboriginal Health Workers are the main providers of primary health care services in the 

remote areas of the Northern Territory. They are supported by District Medical Officers and other health 

professionals on a visiting basis. The role of primary heal th care workers is to act as a catalyst in the community 

in the promotion of positive attitudes and behaviours in health issues. 

The Departmental policy statement on Aboriginal health, developed in 1982, promoted Aboriginal self 

management and the acceptance of responsibility to ensure their survival and growth. 

The policy recognised that Western medical services alone are not able to substantially improve Aboriginal 

health, and that environmental, social and cultural factors have a profound impact on health. 

Health professionals at a community level have been hampered in fulfilling Departmental policy objectives by 

the overwhelming morbidity presenting at a health centre level. This morbidity places an emphasis on a 

curative/ disease orientation rather than preventive health promotion. 

The Review of Central Australian Health and Community Services by Professor Charles Kerr, Professor of Social and 

Preventive Medicine at Sydney University, identified the need for the establishment of more formal arrange

ments being established between community controlled organisations and HACS in order to develop an 

integrated approach to provision of health services. (A summary of Cresap consideration of the Kerr Report is 

in Appendix I.) 

While informal mechanisms exist through the Central Australian Rural Practitioners Association (CARP A), it 

is considered that the establishment of the Northern Territory Tripartite Forum under the National Aboriginal 

Health Strategy is the venue where this should occur. 

District Health Councils 

District Health Councils Should Be Established With Local Community Representation To Ensure Account

ability Of Departmental Health Services To The Community Served As Well As Community Input On 

Decisions Relating To Local Health Needs And Priorities 

In addition to the creation of more formal mechanisms to incorporate community controlled organisations at the 

corporate planning level, we propose that community representation be incorporated at other levels in the HACS 

planning process, primarily at the District level. 
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We propose that District Health Councils be constituted with Departmental and community representation to 

take a broader view of the health needs of larger populations. In his Review, Professor Kerr proposed that a 

Central Australian Health Council be established in the southern region. While we support the idea behind his 

proposal we recommend that it be implemented Territory-wide based on our proposed district structure. The 

requirement for greater levels of accountability are not limited to issues in central Australia. 

It is, therefore, recommended that District Health Councils be constituted to facilitate community access and 

accountability. It is envisaged these Councils would play a role in: 

• providing a forum for addressing issues of concern to both service providers and the community 

they serve; 

• fostering better understanding between service providers and their patient/ client community; 

• providing for community input into District program planning and evaluation; and 

• facilitating the development of more culturally relevant and appropriate practices within the 

District. 

We do not minimise the difficulties that may arise in the implementation of such a proposal; nor are we unaware 

of the informal consultative mechanisms which frequently already exist to provide community input into the 

provision of services. However, we believe it is timely and appropriate to now begin to formalise these 

arrangements in ways that can further assist in community development. 

Under this proposal, the District Health Council would be the principal consultative mechanism for the District 

Manager, who would convene regular meetings of the Council. The agenda would include short and medium

term strategies to reduce morbidity and mortality rates within the local community, annual health service plans 

and service effectiveness. 

Aboriginal Health Workers 

A High Priority Should Be Given To Increasing The Number Of Registered Aboriginal Health Worker 

Positions By Forty And Increasing Participation Rates 

Aboriginal Health Workers (AHWs) are recognised as the key agents in improving the health status of 

Aboriginal people. 

Training of Aboriginal people to undertake health roles commenced in the 1960s. Two schemes, the nurse 

assistant training course and the training of Aboriginal assistants in leprosy at the East Arm Hospital, were 

available. Although these courses met with some success, their influence in rural areas was limited. 
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In 1976 a special Task Force was established to plan the implementation of the Aboriginal Health Worker 

Program and to introduce a uniform approach to curricula Territory-wide. A broad goal of one trained AHW 

for every 100 Aborigines in rural areas was set. 

The Health Practitioners Allied Health Professionals Act was enacted in 1985, which required Northern Territory 

AHWs to be registered and maintain an annual practising certificate on successful completion of their training 

course. The program continued to be taught by the Department of Health and Community Services with a 

combination of on-site and residential modules until it was transferred to the Batchelor College School of Health 

Studies in January 1990. 

Analysis has shown that only 70 per cent of funded AHW positions (HACS or Grant-in-Aid) are currently filled 

(i.e., 216 positions or 165.15 FfEs). Approximately 64 per cent of those employed are registered, and the 

remainder are trainee AHWs. 

A 30 per cent shortfall of AHWs in the workforce is increasing the difficulties of primary health care services in 

rural communities. This is compounded by requirements to release trainee Health Workers from work to 

undertake their theoretical training. Further to this, there have been difficulties experienced by Batchelor 

College in providing tutorial support to Health Workers. AHW trainees in some communities and outstations 

have intermittent health professional support and training. 

The accumulated effect of limited numbers of Health Workers, particularly registered Health Workers, and 

unfilled vacancies is detrimental to the improvement of Aboriginal health. It is estimated that approximately 

80 registered AHWs (excluding those employed by independent health service organisations) are not in the 

workforce. To address the shortfall and to improve the skill mix of qualified AHWs in the community, a high 

priority should be given to filling the existing vacancies and increasing participation rates of registered AHWs. 

We propose that this be achieved by mounting refresher courses and actively encouraging unemployed 

registered Health Workers back into the workforce to act as role models and to assist with the supervision and 

training of AHWs on site. 

We have also identified a lack of resources to support ongoing staff development of registered AHWs in the field, 

and new trainees employed and enrolled at Batchelor but unable to commence the program immediately. To 

retain current employees and reduce turnover, an education program should be mounted and directed at those 

registered AHWs in the workforce and new recruits awaiting entrance into the formal education program. 

The number of funded positions available compared to the target ratio of one per 100 populatio~ indicates a 

shortfall of 50 positions. Not all of these requirements need be met by HACS, but could be achieved by 

independent and grant-in-aid organisations, and by HACS community centres. Based on the present staffing 

mix of these centres, HACS would need to fund an additional 40 AHW positions. 
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This would enable the broader public and primary health care role of Aboriginal Health Workers at community 

level to be enacted and not confined to the health centre level. 

The Management Of Aboriginal Health Workers Should Be Strengthened By Additional Staff To Assist The 

Present Managers 

In respect of Aboriginal Health Workers overall, we propose a restructure of their professional support 

arrangements. At present there are three Aboriginal Health Worker Managers, one based in Darwin, one in 

Katherine and one in Alice Springs. We propose that there be one additional Aboriginal Health Worker Manager 

position in Nhulunbuy and four additional Deputy positions. Under this arrangement there would be the 

present Aboriginal Health Worker Manager, whose function includes liaison with senior management, and a 

Deputy Manager whose function would incorporate training and professional support responsibilities. Of the 

40 additional positions identified earlier, five positions should be dedicated to increasing the support of the 

management of the function. 

An Additional Four Staff Should Be Dedicated To Aboriginal Health Worker Training 

To achieve all of these strategies, four positions dedicated to Aboriginal Health Worker training are proposed. 

Taken together these additional resources will enable: 

• orientation and induction of AHW trainees (both Departmental and those funded through grant

in-aid) prior to commencing the Batchelor course ; and 

• continuity of education programs and refresher courses for registered AHWs. 

The Department, through the District Manager, must also consider relocation of services and redistribution of 

resources as other independent health services are established. (In those circumstances care must be exercised 

to ensure that the advent of independent services does not simply mean a withdrawal by HACS of its 

responsibility to provide services; what is required is a redefinition of the role of HACS services.) 

The staff mix of registered AHWs to trainees and registered nurses in the field also requires monitoring by 

managers to enable Aboriginal communities to attain greater levels of self management. 

An Additional Twenty Aboriginal Health Workers Should Be Dedicated To Health Promotion And 

Environmental Health Roles And Their Distinctive Training Needs Addressed 

The current role of Aboriginal Health Workers is centred primarily on clinical work; that is, treating patients who 

present at clinics, ensuring patients attend clinics, etc. A secondary role is prevention, health education, 

environmental health and community development. Additional resources are required, however, in commu

nity development and health education if attitudes and behaviours within the communities are to be influenced 

for the better. 
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Some of these resources could be obtained by Aboriginal Health Workers transferring into community 

development, health promotion and environmental health. This will provide greater employment options for 

senior AHW swishing to take on non-clinical roles and improve recruitment and retention. This should go some 

way to redressing the high turnover and lost expertise of the more experienced, senior Aboriginal Health 

Workers who need to be encouraged to re-enter the workforce. 

It is recommended, therefore, that an additional 20 Aboriginal Health Workers be dedicated to health promotion 

(10) and environmental health (10). For each program, we recommend five two-person Teams to be allocated 

on a shared basis between the Districts. For example, Team 1 would be shared on a half-time basis between 

Darwin Urban and Darwin Rural. 

Health Workers employed in the Health Promotion and Environmental Health Programs will report to and 

receive professional support and guidance from their respective Program Directors. On a day-to-day basis they 

will report to the District Manager(s) to whom they will have an operational responsibility at least on a part-time 

basis. 

As stated above, the present clinical focus of the AHW program needs to be widened, and it is important that 

Aboriginal Health Workers employed within non-clinical programs be given appropriate professional training 

and support. Batchelor College provides clinical training which includes the Certificate Health Promotion 

Workshop. The Aboriginal Health Promotion Worker team currently works closely with the College in 

delivering the course module. In addition to this module which is directed at Batchefor College students, 

Aboriginal Health Promotion Workers and Aboriginal Environmental Health Workers need more specialised 

training in the theory and practice of delivery of health promotion, community development and environmental 

health services and programs. Appropriate orientation and on-going inservice training should be provided from 

within the program areas in this respect. 

The cost of these proposals for an additional 60 AHWs (made up of 40 registered AHWs plus 10 Health 

Promotion AHWs and 10 Environmental Health AHWs) and four staff for education is estimated to be $793,000 

in 1991/92 ($1.63 million in a full year. 

Remote Area Nurses 

Historically the core of the Northern Territory Medical Service, remote area nurses continue to provide vitally 

important services often under extremely difficult conditions. Approximately 69 nurses are currently employed 

within 30 rural and remote community health centres in the Territory. This provides an average of around two 

nurses per health centre although approximately one fifth of these are staffed by one nurse only and another four 

are staffed by Aboriginal Health Workers only. 

It has been the Department's policy to staff centres with AHWs wherever possible rather than with nurses, and 

to put in place a culturally appropriate skill mix which recognises the importance of AHWs in community health. 
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Over time it is intended that the nurses' management role should be transferred to the AHW as circumstances 

permit. 

Turnover of nurses in rural communities is highly variable. Some centres have had the same nurse for more than 

ten years while others turnover every year. Where it does occur, however, high turnover results in lost expertise, 

lowered productivity and, perhaps most importantly, lost opportunities for better co-operative relationships to 

be developed within the community. There is widespread recognition that this high turnover needs to be 

arrested. One year should be targetted as the minimum for which staff remain in communities; a three year stay 

is probably ideal. 

Accommodation Standards For Health Centre Staff In Remote Localities Should Be Upgraded As A 

Matter Of Priority 

A number of factors contribute to the high turnover of staff in remote localities. Many of the health centre 

facilities are of a poor standard, and the housing for nurses often consists of bedsits built in the 1960s and with 

minimum maintenance or refurbishment since that time. This frequently contrasts sharply with their staff 

counterparts from the Department of Education and Northern Territory Police who have significantly higher 

standards of housing. The HACS capital works program should include provision of sufficient funds to upgrade 

the health centres and housing as a matter of priority. 

Induction, Orientation and Inservice Training For Remote Area Nurses Should Be Expanded As A Matter 

Of Priority And Greater Training Emphasis Given To Cross-Cultural Issues 

Inadequate training and support is an additional factor in the turnover and effectiveness of staff. Orientation 

and induction of new staff is currently limited to two to three days and there is no follow-up. Most importantly, 

it does not include adequate orientation for work with Aboriginal communities. Induction into relevant aspects 

of Aboriginal culture and community structure, Aboriginal health, rural living, etc, will improve productivity 

and retention as will regular and periodic inservice courses. 

The key requirement for training of this nature to occur is training resources and sufficient leave relief. In terms 

of the latter, overall staffing levels and leave relief staff whether for recreation leave, sickness or training will be 

the subject of a review (including a work load analysis) to be undertaken later in 1991. This may well identify 

additional staff requirements both for coverage of grant-in-aid centres as well as HACS centres. 

In terms of training resources, there is one education position for Rural Services in Alice Springs and another in 

Darwin. Nurse Educators in Gove and Katherine cover the training requirements for all staff (hospital and 

community). This level of training support is adequate for induction and on-going education of rural staff, 

including Remote Area Nurses 
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Annual training plans should be formulated by the Educator in consultation with relevant managers within the 

Community Health Program of which rural health centres are a component. As described elsewhere in this 

Report, staff employed specifically for functional areas such as rural staff education would remain accountable 

to their functional area (i.e., Community Health Program - Rural Subprogram) for the development and 

implementation of their specialist training program, but would use the resources of the Staff Development and 

Training Centre. 

The Department Should Consult With The School Of Nursing At The Northern Territory University To 

Ensure That Specialist Education In Remote Area Nursing Is Established As A Priority 

Currently there is no accreditation or certification of Remote Area Nursing as a nursing specialty. Recognition 

of the differences in skills and approaches required in primary health and remote area nursing needs to be 

addressed in the form of a post graduate diploma or degree and/ or specialty certification. 

The School of Nursing at the Northern Territory University is currently in the process of determining needs and 

priorities for post graduate nursing education. We recommend that the Department consult with the School to 

ensure that specialist education in remote area nursing is established as a matter of priority. 

District Medical Officers 

There are currently 20 District Medical Officers (DMOs) employed by the Department including one DMO 

employed by the Royal Flying Doctor Service based in Alice Springs. The allocation of DMOs between the 

regions is six in Alice Springs, one in Tennant Creek, 6.5 in Darwin, four in Katherine, and three in East Arnhem. 

The District Medical Officers in East Arnhem are, in fact, Salaried Medical Officers based at Gove Hospital and 

make routine medical visits to clinics in rural and remote areas. All other District Medical Officers are dedicated 

to rural and remote area service provision and as such have no hospital responsibilities. 

District Medical Officers promote and participate in implementing a primary health care model of service 

delivery. That is, their clinical role is augmented by preventive strategies, community development and health 

education approaches. We endorse that role as significant and appropriate. In addition, service delivery is in 

the context of decentralised services provided by multidisciplinary teams. For example, DMOs have been 

involved in the planning, staff training and evaluation of a "Heart Week Campaign" in one remote community 

in Darwin region, a screening programme designed to raise awareness of risk factors for coronary artery disease. 

District Medical Officers are encouraged to undertake specific public health training such as a post-graduate 

qualification in Public Health. A new career structure is also being considered which is similar to career 

structures within hospitals; that is, Registrars to Specialists in the Public Health stream. This is seen as an 

improvement in the perceived recognition and status of public health relative to other medical specialties. 
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DMOs Should Continue To Be Responsible For Routine Clinics for Remote Communities, Medical Advice 

To Nurses And Health Workers In These Communities, And Evacuations 

The DMOs are an integral part of aerial medical services as they use these services for transport to clinics in 

remote communities, and give advice on the use of aerial medical services for the evacuation of patients. The 

functions of the DMOs include: 

• visiting communities for routine clinics by road and air (contract, charter, commercial); 

• providing medical advice by telephone or radio to Aboriginal Health Workers, nurses and others 

in remote areas; 

• determining when an evacuation is required, its priority, the means of transport to be used and 

advising on in-transit treatment for the patient. They also oversee the necessary arrangements for 

evacuations; 

• accompanying patients being evacuated, as required; and 

• making arrangements for interhospital transfers. 

The DMOs' functions can be divided into two parts: visiting patients in remote areas and working with 

communities on public health issues; and being on-call to provide advice and support to the evacuation service. 

The DMOs in most areas are part of the rural health service and only provide a service to rural areas. However, 

in East Arnhem the DMOs also work in the Gove District Hospital. There is not a full workload for a separate 

DMO position, and the hospital requires more than three full time doctors. Each doctor is responsible for one 

community, and visits this community one day per fortnight. The DMO in Tennant Creek assists with the on

call roster for the hospital but does not work any shifts in the hospital. 

Alice Springs has been considering various proposals which would separate out the two responsibilities of the 

DMOs. One proposition is for on-call services to be provided by doctors in the Accident and Emergency section 

of the hospital, and DMOs would only undertake the community visits. So that the hospital doctors understand 

the community environment for their on-call and evacuation duties, they would be required to spend some time 

each week undertaking clinics in communities. A number of doctors would fill these positions on a rotating basis. 

It is argued that such an arrangement would provide more attractive working conditions for DMOs whose 

primary interest is in public health, prevention of illness and working with patients. They are less interested in 

emergency medicine, and their skills in this area deteriorate due to lack of experience in acute care. 

However, the majority of on-call work for DMOs involves providing medical advice by telephone or radio. 

Doctors only accompany a small proportion of emergency evacuations, and the majority of flights (at least 80 per 
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cent) only have a nurse on board. In their advisory role in determining whether to evacuate a patient it is 

important that DMOs understand the circumstances relevant to a call, i.e., the physical environment, facilities 

at the health centres, the communities and issues in the communities, the level of expertise of the nursing staff 

and Aboriginal Health Workers. It is also said to be important that a doctor visits the same community for some 

time so that he/she can become accepted, and can be of greatest benefit to the community. 

Under the alternative proposal it would be difficult to establish a roster for the Accident and Emergency staff 

which would retain the continuity of commitment to communities without constant changes to the roster of 

routine visits. This model also creates a split in the functional responsibilities of the doctors working in Accident 

and Emergency as they would have both a responsibility to the District Manager and to the hospital. 

Furthermore, while hospital based doctors would have greater experience in emergency medicine, they are 

unlikely to have the public health expertise of DMOs. They may also not be interested in working in this area, 

so that the problems the model is designed to overcome will only shift to another area in the Department. 

It is, therefore, recommended that the responsibilities of DMOs should continue to include clinics, on-call work 

and emergency evacuations. Because of the specific requirements in East Arnhem the current arrangements 

there should remain. In cases where particular medical expertise is required for an evacuation then the DMO 

on-call should liaise with the hospital to seek the assistance of another doctor with the necessary expertise. 

With time, and new developments in communications technology, other alternatives to this model which may 

provide a better service could become feasible. For example, the wider distribution of the cellular telephone 

system would allow DMOs to provide the telephone advice service from any location. There would still need 

to be a central medical resource for when a doctor is required to accompany an evacuation. One option rnigltt 

be for these doctors to be based in the Accident and Emergency sections of the hospitals. However, this would 

require an increase in hospital resources, and a staffing system which could respond to the ad hoc demand on staff 

which emergency evacuations involve. 

Intersectoral Relationships 

As mentioned elsewhere in this report, one of the enduring issues associated with Aboriginal health is that of 

intersectoral co-ordination. That is, ensuring that all agencies providing services to Aboriginal communities 

proceed on a co-operative.basis so as to maximise the prospect of better health outcomes for the populations they 

serve. The prospect of a significant advance in this respect has been raised with the establishment of the Northern 

Territory Tripartite Forum, which aims to foster a co-ordinated approach to determine objectives and strategies 

to improve Aboriginal health status on a consultative basis. 

This Forum was convened for the first time in May 1991 and comprises 41 members including representatives 

from relevant Territory Departments, Commonwealth Departments, A TSIC Regional Councils, and community 

and combined Aboriginal organisations. The purpose of the forum is "to foster the partnership between 

Aboriginal people, the Commonwealth Government and the Northern Territory Government in increasing the 

level of health among Aboriginal people". 
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The Department Should Accept The Role Of Independent Health Services As Legitimate And Develop 

Policies Of Greater Co-operation With Non Government Providers Of Health Services 

Aside from this Forum, however, the Department should reflect a consistent position in relation to its 

relationship with other providers of health services. Governments have tended to compete with the independent 

providers in service delivery especially in recent times. In these circumstances the relationships have ranged 

from mistrust, to strain, through to co-operation in isolated cases. In this respect, the Department is no different 

to other government departments interstate except that the consequences of this failure to accept the legitimacy 

of independent service providers have almost certainly led to a less effective delivery of services. 

While HACS officers frequently have good working relations in the field, the situation remains that no formal 

Departmental policy exists, and the independent health services continue to lack recognition as legitimate and 

appropriate. Policies and procedures in relation to non-government providers should be developed with an 

emphasis on co-operation. This can readily be facilitated under the proposed organisational structure where 

District Managers are responsible for managing the relationship between the Department and other providers 

of health services. 

Patient Transport 

Patient transport services are required for: 

• evacuations from remote areas for treatment in hospital (Medevacs); 

• interhospital transfers to a hospital which provides more specialised services (IHTs). Within the 

Territory these transfers are either into Royal Darwin or Alice Springs Hospitals, or from these 

hospitals to Royal Adelaide Hospital; 

• patients who travel under the Patient Assisted Travel Scheme to visit a specialist (PATS). Most of 

this travel is within the Territory; 

• patients who are returning from a hospital to their community (repatriations); and 

• patients who need to attend a special clinic (e.g., x-rays and screenings for tuberculosis). 

A diverse range of methods of transport are used for all these patients, depending upon their medical condition, 

location and the availability of transport services. They are: 

Aerial medical services 

• contract arrangements in Darwin and East Arnhem with Skywest, and in Alice Springs with the 

Royal Flying Doctor Service (RFDS); 
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• charter flights (mainly for Katherine and Tennant Creek); 

Private transport services 

• commercial flights (mainly in the Top End, and for IHTs from Alice Springs to Adelaide); 

• bus services for PA TS patients and repatriations; and 

Other specialist patient transport 

• St John Ambulance. 

The aerial medical services perform a number of functions. There are routine flights for clinics in remote 

communities, and emergency flights for evacuations and interhospital transfers. 

Both routine and emergency flights may carry a number of patients as well as non-patients. For example, a 

routine flight may take a repatriation patient on the way out, and return with a patient to be evacuated and a 

PA TS patient. Many routine flights are diverted to pick up patients for evacuation (approximately 20 per cent 

in Darwin and 30 per cent in Alice Springs). The routine flights also carry Departmental staff, staff from other 

Departments in the Territory, and visitors. Freight, particularly pharmaceuticals and medical sundries for the 

Community Health Centres, are also carried on routine flights. 

The Community Health Program Manager Should Be Responsible For Monitoring Expenditure On Aerial 

Medical Services 

While it is not possible to obtain accurate data on the costs of providing aerial medical services over the past few 

years, and hence the extent to which the costs have increased, it is evident from the increases in patient numbers 

that costs will have also been increasing. Between 1987 /88 and 1990/91 the number of interhospital transfers 

increased by 26 per cent (see Exhibit top overleaf), medevacs increased by 17 per cent (see Exhibit bottom 

overleaO, and the number of PA TS patients by ten per cent. The cost of the service in 1990/91 was $6.05 million. 

This includes all costs for routine medical visits to communities, evacuations and IHTs. 

In order to ensure that the costs of the aerial medical service are contained, the Community Health Program 

Manager should be responsible for monitoring this expenditure. This responsibility should extend to the 

Department's funding of the RFDS. The Department is required to meet 45 per cent of the operating costs of the 

RFDS and should therefore audit these costs to ensure that the growth in expenditure is contained. 

One area which may r-equire examination, for example, is that of nursing salaries. Prior to March 1991 the aerial 

medical nurses in Alice Springs were located in the Department, however, they are now employed by the RFDS. 
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The Department's expenditure on nursing salaries in this region in 1990 /91 was $213 ,772. In the six months since 

the nurses transferred to the RFDS their salary costs have been $149,915, which would amount to a 40 per cent 

increase over a 12 month period. While this increase in salaries can be attributed to an increase in nursing staff 

(the RFDS employs two more nurses than the Department had employed) this example indicates how_operating 

practices can give rise to substantial increases in costs for the Department. It therefore needs to be able to review 

the costs of the RFDS to ensure that they are fully warranted. 

Clear And Uniform Policies Should Be Adopted Across The Territory For The Classification Of Priorities For 

Evacuations And Inter-Hospital Transfers. The Policies Should Also Cover Procedures For Responding To 

These Situations, And For Determining The Type Of Aircraft To Be Used 

The aerial medical service in Darwin and East Arnhem has a manual of Standard Operations and Procedures 

which addresses the practices to be followed for evacuations and all other activities associated with the aerial 

medical service. The manual also covers the priority system for classifying the degree of emergency for 

evacuation flights. 

The other regions do not have similar comprehensive manuals, and there are differences in practices such as in 

the priority system used. In Darwin an evacuation is classified according to a three tier system, whereas in Alice 

Springs there are only two tiers. 

There also appear to be significant differences between regions in the extent to which evacuations are used. In 

the Alice/Barkly region there were 1,298 evacuations per 10,000 population in the rural area in 1990/91, 

compared with 708 evacuations per 10,000 in the Darwin region (see Exhibit below). Furthermore, the number 

of evacuations inAlice/Barkly has increased substantially from the rate of 894 evacuations per 10,000 population 

in 1987 /88. 

Medevacs per 10,000 Population * 

1987/88 1990/91 

Darwin 808 708 
Alice/ Barkly 894 1,298 
Katherine 1,029 992 
East Arnhem 1,513 1,839 

• The rural population (i.e., excluding urban centres) was used to 

calculate this rate. 
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The different usage levels between the regions may be partly explained by differences in morbidity. It is 

frequently suggested that there is a higher morbidity rate in the Centre compared with the Top End although 

there are no data which can verify this claim. Hospital statistics are currently the only source of data which can 

be used to test whether there is such a difference, and to estimate the possible magnitude of the difference. A 

comparison of the occupied bed days for Aborigines per 1,000 of the Aboriginal population in the Top End and 

the Centre suggests that morbidity in the Centre is 22 per cent higher than in the Top End. 

If this measure of the difference in morbidity was applied to the evacuation rate in Darwin to estimate the 

expected number of evacuations in the Centre, then there would appear to be significant opportunity to reduce 

the number of evacuations in the Alice/Barkly region. Taking into account the extent to which routine flights 

are used for evacuations, and multiple patients are carried on the one flight, it is estimated that there could be 

a reduction of up to 400 flights. This would realise an estimated saving of $360,000. 

However, hospitalisation measures may not be an accurate reflection of the requirements for evacuation 

services. Occupied bed days does not take into account the actual number of patients and the reasons for 

hospitalisation, although it can be regarded to some extent as a measure of acuity. Furthermore, other factors 

such as the experience of DMOs and staff in the Community Health Centres may have an impact on the decision 

of whether to evacuate someone. 

There is also an extremely high rate of evacuations in East Arnhem. While it is not possible to estimate the degree 

to which this may be a function of a greater need in the area, it would appear that there should be some 

opportunity to reduce the number of evacuations to a level closer to that in other regions. 

There will clearly need to be some differences in practice between districts because of varying morbidity rates 

and the different circumstances. For example, there are fewer commercial flights in the Centre which can be used 

for routine visits and evacuations. Furthermore, in the Top End it is not possible to drive to many communities 

in the wet season. There will also need to be some variations in practice depending upon the arrangements which 

exist in a district for the aerial services. 

However, despite such practical differences, it is still possible to have uniform policies and general procedures 

which apply across the Territory. These policies need to address: 

• classification of priority for evacuations (both the number of categories and the definitions of the 

priority levels); 

• alternative forms of transport available and what consideration should be given to these alterna

tives; 

• guidelines for deciding which type of aircraft to use; and 
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• procedures to be followed for cross-border evacuations and evacuations close to district borders. 

Other procedural matters which should be covered include: 

• circumstances in which a doctor should accompany a flight; 

• liaison with hospitals and requests for a hospital doctor to accompany flights; 

• planning of routine visits; 

• staff and visitor travel on routine medical flights; 

• arrangements for using routine flights to repatriate patients; and 

• operational issues such as the collection of uniform statistics should be included in the manual. 

The other operational and procedural matters covered in the manual for Darwin and East Arnhem should also 

be considered for inclusion in a Territory-wide manual. 

The Deparbnent Policy On Patient Escorts Should Be Adhered To, And Escort Approval 

Practices Monitored 

The Department has policy guidelines on the circumstances in which escorts may be approved for evacuations 

and IHTs. However, because judgement is required in implementing these guidelines there is scope for 

variations in their application. Analysis of the patient and escort numbers for each of the five regions suggests 

that there are widely different practices employed. Based on data provided by the regions for 1990/91, there 

were more escorts for medevacs and IHT patients in East Arnhem than in any other region. East Arnhem had 

more than twice the number of escorts per patient than did the Katherine region. The escort/patient ratio in 

Darwin is below that for East Arnhem, but is 17 per cent higher than in Alice Springs. Barkly has the lowest rate 

of patient escorts. 

The major cost for escorts is in fares. In 1990/91 escort accommodation costs to the Department were $68,ZOO 

and fares were $294,349, of which 87 per cent was for interstate IHTs. A comparison of the Darwin and Alice 

Springs figures on escorts for these patients indicates that Darwin has more than triple the rate of escorts per 

patient than does Alice Springs. If the practices on approval of escorts in Darwin were brought in line with those 

in Alice Springs it is estimated that this would realise a saving to the Department in fares and accommodation 

of approximately $140,000. 

137 



However, it is acknowledged that differences in the types of patients from the various regions may partly explain 

the differences in escort numbers. For example, the policy is that all patients aged less than 18 years may have 

an escort so that the number of children requiring evacuations or IHTs in a given region will have an impact on 

the number of escorts. 

Nevertheless, the size of the discrepancies between regions suggests that there are widely varying practices with 

respect to the approval of escorts. While the District Manager in each region should monitor the implementation 

of the policy on escorts in his/her region, the Community Health Program Manager should be responsible for 

reviewing practices across the Territory. 

Aerial Medical Services For The Top End And The Centre Should Be Co-ordinated By The Managers Of 

Darwin And Alice Springs Rural Districts Respectively 

Aerial medical services within a District, both routine and emergency, should remain the responsibility of the 

senior DMO for the District. However, there needs to be co-ordination of practices where activities cut across 

Districts (e.g., inter hospital transfers). The importance of such co-ordination will increase if the contract for aerial 

medical services in the Top End is extended to Katherine, and the RFDS extends its service to the Tennant Creek 

area. 

In order to effect this co-ordination, those issues in aerial medical services which cut across the three rural 

Districts in the Top End should be the responsibility of the Manager, Darwin Rural District, and in the Alice/ 

Barkly Districts the responsibility of the Manager, Alice Springs Rural. These responsibilities may be delegated 

to the senior DMO in each District. 

The co-ordinating role will encompass interhospital transfers, cross-border evacuations and the general 

utilisation of resources across District boundaries. 

Procedures For Interhospital Transfers Should Be Reviewed To Ensure Efficient Utilisation Of Resources 

Between 1987 /88 and 1990/91 there was a 26 per cent increase in interhospital transfers although there was little 

growth in the population over this period. The increase in IHTs varied considerably between the regions. In 

Darwin the number of patients carried increased by seven per cent while in Alice Springs there was a 51 per cent 

increase, and a 38 per cent increase in Katherine. In Barkly and East Arnhem the increase was about 15 to 20 per 

cent. While some variation in the number of IHTs can be expected as a result of a particular change in demand 

(e.g., an increase in the number of serious road accidents), hospital policies would also have an impact. For 

example, the high number of IHTs in Alice Springs in 1990/91 may be partly attributed to a change in policy 

whereby all ventilating patients requiring this type of care for more than 24 hours were transferred to-Royal 

Adelaide Hospital. The cost of such decisions should be considered against the alternatives, such as increasing 

the nursing staff numbers in the hospital. 
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A system for monitoring 11-ITs in Alice Springs, where patients are transferred to Royal Adelaide Hospital, 

should be established. This has been a highly contentious matter in the region, and the significant increase in 

IHTs in recent years indicates an issue which needs to be addressed. There should be greater liaison between 

the hospital, rural health service and the RFDS, and policies and procedures for IHTs to Adelaide established. 

The issues which need to be addressed include: 

• policy on utilisation of the RFDS Kingair aircraft and alternative transportation; 

• procedures for negotiating time of departure; and 

• delays in flight departure. 

In addition, the hospital should closely monitor its demand for IHTs. The rural health service and RFDS should 

investigate options which would allow the Kingair to be used for more IHTs in preference to commercial flights. 

In the case of IHTs, the DMO should be responsible for assessing the availability of flights, and determining the 

urgency of transportation, patient suitability for transfer and in-flight care. The DMO should decide the most 

efficient method of patient transport, based on the patient's condition, and on the availability of aerial medical 

and commercial aircraft. The initial agreement to undertake an IHT must be made between the sending and 

receiving hospitals. The DMO on-call in Darwin or Alice Springs would 'then be contacted to make the necessary 

flight arrangements. 

Consid.eration Should Be Given To Greater Utilisation Of RFDS Services In The Barkly District 

Currently the aerial medical services in the Barkly District are mainly undertaken using chartered aircraft. 

Approximately 80 per cent of all routine and emergency flights are completed under charter, 12 per cent use the 

RFDS and seven per cent use a commercial flight. 

The cost of a charter flight from Tennant Creek to Alice Springs is approximately $1,600, compared with $1,100 

for the RFDS Kingair at the standard rate, or $600 at the overfly rate (i.e., hours flown above the agreed contract 

number). 

The RFDS has indicated thatthere is the capacity for it to undertake more emergency flights to the Barkly District. 

Based on its estimate of available hours, it could complete up to 100 additional flights for this area. However, 

this capacity may not always be available at the time of demand. Accepting that, just 75 additional IHTs 

undertaken by the RFDS at the overfly rate would represent a saving to the Department of $75,000. 

The RFDS has further proposed that it extend its services to Barkly by placing an additional aircraft in Tennant 

Creek. It has indicated to the Department that it would require the cost of the aircraft to be met by the 
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Department. However, operational expenses are likely to come under the current arrangements for RFDS 

funding, so that the Commonwealth government would provide45 per cent of operating costs, the RFDS ten per 

cent, and the Territory government would be required to meet the remaining 45 per cent. 

In addition to these financial considerations, a dedicated medical aircraft in the area would be able to provide 

an improved service for patients. 

The Department should undertake further investigations of this proposal to ascertain its financial viability. 

Consideration should also be given in this analysis to the renewal of the contract for aerial medical services in 

the Top End and any implications that this may have for the Barkly service. 

The Expiry Of The Current Contract For Aerial Medical Services In Darwin And East Arnhem Provides An 

Opportunity For The Deparbnent To Obtain A More Efficient And Comprehensive Service 

The current contract with Skywest for Darwin and East Arnhem expires in September 1992, and tendering for 

the new contract is expected to be highly competitive. Negotiation of a new contract provides an opportunity 

for the Department to ensure that the operation of the aerial medical service is most efficient. It will also allow 

for the needs of the Katherine area to be considered, with the potential for a dedicated medical aircraft to be made 

available in this area. 

The Department has employed a specialist aviation consultant to assist with the tendering process for the new 

contract. The specification of the conditions and requirements of tenderers, assessment of tenders, and 

negotiations on the contract can be used to establish the framework for a more efficient service. The structure 

of the contract can also be designed to ensure that aircraft are used with optimal efficiency by the Department. 

Issues which should be addressed for the new contract include: 

• the types and performance efficiencies of aircraft to be used; 

• the location of aircraft; 

• the basis for charging the Department; 

• variations in charging rates according to such conditions as the time of day of a flight, the type of 

aircraft used, whether a minimum number of hours/miles have been flown; and 

• the separate specification of charges for maintenance, operation, etc. 
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Practices And Procedures Should Be Revised To Increase The Efficiency Of Operation Of 

Aerial Medical Service 

OOOA-t,. 

There are a number of areas in which practices and procedures in relation to the use of aircraft for routine clinics 

and emergency patient transport can be modified to realise efficiency gains for the Department. Because of the 

differences in practices across the Territory, the need to change procedures and potential savings to be realised 

will vary between regions. 

Identified areas for improving efficiency include: 

• ensuring that delays to departure times for routine flights are minimised as such delays incur costs 

in overtime; 

• developing and adhering to a 12 month plan of routine visits, with departures from this plan being 

kept to a minimum to facilitate planning of rosters and maintenance, and the opportunity of routine 

flights to be used for the repatriation of patients; 

• scheduling routine visits more evenly over a week to improve availability of aircraft; 

• monitoring and co-ordinating the location and availability of aircraft to allow for their maximum 

efficient usage (e.g., the diversion of routine flights to evacuate patients, the use of a routine flight 

the next day for a non urgent IHT or evacuation); 

• using the least expensive method of transport which is suitable for the situation (e.g., using the 

contract service rather than commercial or charter flights even if the contract number of hours/ 

miles will be exceeded using the less expensive of the contract aircraft); 

• ensuring hospitals provide more accurate estimates of departure time for IHTs to minimise 

overtime and the impact on flight crew availability; 

• training health workers, nurses and hospital staff to reduce the potential for un1.1ecessary evacua

tions (e.g., in oral rehydration procedures and effectiveness for dehydrated children); and 

• establishing a clearly defined uniform system of priority classifications which will minimise 

unnecessary emergency flights (e.g., a category for evacuations which can wait up to 24 hours so 

that a routine or commercial flight may be used). 

It is difficult to estimate the savings which can be realised by implementing these improvements in the efficiency 

and operation of aerial medical services. Obviously, they can only be introduced in a context where they are 

consistent with the priority health needs of patients. Nevertheless, there would appear to be substantial potential 

savings. 
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One area where the savings can be investigated is that of IHTs from Alice Springs. The RFDS advises that by 

improving the efficiency of operations and utilisation of its services, its capacity to undertake IHTs to Adelaide 

would be increased. In addition, some flexibility in departure times for routine clinics would be of assistance. 

For example, if a crew returns from an IHT and goes off duty at 1 a.m., they are required to have a nine hour break 

and are not available for rostering until 10 a.m. If the departure for a routine clinic could be delayed until 10 a.m. 

then undertaking the IHT would not jeopardise the crew availability for local services. Currently in such a 

situation the RFDS aircraft would not be used if it would impinge upon crew availability for routine flights. 

A comparison of the cost of using a commercial flight for an IHT with that for RFDS indicates there are significant 

savings from a greater use of the RFDS. Based on the overfly rate, the saving per transfer is $2,290. Thus, if the 

RFDS could undertake 20 more IHTs per year, the estimated saving in a full year is $45,800. 

The Department Should Charge Commercial Rates For Private Usage Of The Aerial Medical Service 

The aerial medical service in the Territory is used to take many non-Departmental people to communities, and 

occasionally for evacuations for employees in companies operating off the north coast of the Northern Territory 

and Western Australia, and from overseas. In 1990/91 approximately 252 non-HACS staff were carried on 

routine flights. Because most of these people were from other government departments, and were visiting 

communities on government business, it is not recommended that they be charged for their use of the aerial 

medical service. 

However, services to private enterprise and for overseas evacuations should be charged at a full commercial rate. 

Such services should only be provided if they do not jeopardise the services within the Territory. 

Aged And Disability Services 

The Northern Territory Pensioner Concession Scheme commenced in April 1979 with the objective of providing 

assistance with the cost of Government charges to pensioners in the Territory. Since then the level and range of 

concessions, as well as the categories of people eligible, have undergone significant expansion. 

The Scheme currently provides benefits to two categories of people: 

• pensioners who qualify for a Commonwealth pension; and 

• the aged (women over 60 and men over 65), regardless of income. 

The first group, as welfare recipients, are means-tested; aged persons are not. 

The level of benefits in the Territory are among the highest in Australia. The total cost of the Scheme in 1980/ 

81 was $252,000. By 1990/91 the cost had risen to $3.5 million, an average annual growth in expenditure of 39 

per cent. 
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There are approximately 8,500 people claiming benefits under the Scheme, including 3,800 aged people, of whom 

approximately 1,200 are non-pensioner aged. However, data from Social Security and Veterans Affairs shows 

that there are 13,500 people in the Territory who are eligible to claim benefits through the Scheme. Should all 

eligible individuals claim benefits, the cost of the Scheme would increase by 60 per cent. 

To obtain concessions under the Northern Territory Pensioner Concession Scheme a person must register with 

the Scheme and hold a current Pensioner Concession Card. The card must be renewed annually, on the 

claimant's birthday. 

To streamline the process, cards could all be renewed at the same time each year. This could be done in 

conjunction with the Department of Social Security's (DSS) pension card renewal. The Commonwealth has 

agreed in princip_le to the introduction of a "piggy back" system that would enable the Territory to check the DSS 

system for the status of people claiming an Northern Territory concession card. These data could be reconciled 

quarterly and would minimise the possibility of overpayments. 

Social Security data would form the basis of the renewal and ensure that the pensioner data remains accurate and 

that eligibility criteria are applied consistently. 

A review was undertaken of the card renewal process by the Department in 1989 which recommended that 

changes be made to increase the efficiency and cost-effectiveness of the process. However, this recommendation 

has not been acted upon. 

Eligibility For Benefits Under The Pensioner Concession Scheme Should Be Restricted To Social Security 

And Veteran's Affairs Pensioners 

All other States in Australia restrict access to pension concessions to Public Health Benefit (PHB) card holders, 

or apply a means test for aged persons. The Northern Territory Scheme is available to all aged persons, regardless 

of their financial status. There are an estimated 1,200 people currently claiming benefits under the Scheme who 

would lose their entitlement if eligibility for aged persons was restricted to only those persons who hold PHB 

cards. (See Exhibit overleaf for eligibility criteria and pensioner benefits in other States.) 

A review of the level of claims for a sample of non-pensioner aged persons indicates that this group receives a 

higher rate of benefits for local government rates, electricity, and motor vehicle registrations. 

The average cost per concession claimant for this group is approximately $1,000, which is twice the overall 

average cost per claimant under the Scheme. 

Introducing eligibility criteria for the aged which limited access to concessional benefits to PHB card holders 

would realise savings of $600,000 in 1990/91 and $840,000 in 1992/93. 
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Comparison Of Eligibility Criteria And Selected Pensioner Concessions Across The States, 1989 

NSW Vic Old SA WA Tas ACT 

EJlgiblity Criteria Must be a PHB card Must be a PHB card Must be a PHB card Must be a PHB card Must be a PHB card Must be a PHB card Must be a PHB card 
holder holder holder holder. holder holder holder 

Unemployment, 
sickness & special 
benefit recipients, 
and low Income 
earners with 
dependants are 
also eligible for 
most concessions. 

Electricity Concession Varies across the 20% reducllon on MaximJm reducllon Reduction of $70 Maxlroom reducllon Maximum reduction 50% reduction up 
Stale but maximum the one only winter of$96 per year of$60 of $113.50 on all to a maximum of 
reduction is $15 per account up to a quarterly accounts $10 per quarter 
quarter maximum of $31 

Municipal Land Rates 50% up to a 50%uptoa 20% up to a 60%uptoa 50% or deferment 25% 50% 
maximJm of $150 maxlmumof$135 maximum of $120 maximum of $150 as charge on estate 
per annum peramum per annum peramum 

Waler Concession 50% up to a 50%uptoa NII 60% up to a 50% or deferment 25% 50% on basic rate 
maximum of $75 per maximum of $67.50 maximum of $75 as charge on estate 
arvium peramum perBrYlum 

Sewerage 50%up toa 50%uptoa Nil 60%uptoa 50% or deferment 25% 50% on basic rate 
maximum of $75 per maximum of $67 .50 maximum of $75 as charge on estate 
arvium peramum per annum 

Urban Transpor1 50% reduction In 50% reduction in 50% reduction In 50% reduction In 50% reduction in 50% reduction in 
fares fares fares fares fares fares 

The Department Should Negotiate A Contract For The Supply Of Spectacles To Pensioner Concession Card 

Holders And Limit The Provision Of Spectacles To One Pair Every Two Years Unless More Frequent Change 

Is Prescribed By A Qualified Practitioner 

The Department currently refunds the full retail price of the lens, and $30 for frames issued under this Scheme. 

There is currently no limit to the number of spectacles card holders can claim in a year. The cost per pair of 

spectacles is approximately $120, however claims of up to $1,000 have been received from individual card

holders in a year. Since 1982/83 the cost of this subsidy has increased by an average annual growth rate of 56 

per cent. (See top Exhibit opposite.) 

The N orthem Territory Trachoma Control and Eye Heal th Committee, Inc., manage a program which is funded 

by the Commonwealth provides spectacles to Aborigines for $60 per pair from the same optometrists that 

prescribe and supply spectacles for clients in the concession scheme. 
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NT Annual Expenditure On Pensioner Concessions ($'000) -Spectacles 

1982/83 to 1990/91 
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NT Annual Expenditure On Pensioner Concessions ($'000)- Drivers Licences 

1982/83 to 1990/91 

15 
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Other States have negotiated special supply arrangements for spectacles supplied under their pensioner 

concession schemes. For example, South Australia has a private contract for the supply of spectacle lenses, and 

frames are supplied by the public hospitals. The Government provides a subsidy of $30 for the lenses, whereas 

the Northern Territory Government pays $120 for the similar lens whenever claimed. Similarly, in Western 

Australia the government contributes $50 towards spectacles for concession recipients. In both SA and WA the 

rebate can only be claimed once every two years. 

To reduce the cost of spectacles, the Department should negotiate a period contract for the supply of spectacles 

for pensioner concession card holders. Each individual should be limited to a claim of one pairof spectacles every 

two years, unless a more frequent change of lens is prescribed by a qualified practitioner. This would save an 

estimated $180,000 in 1991/92 and $251,000 in 1992/93. 

The Concession For Pensioners' Drivers' Licences Should Be Removed 

It is noted that most other States do not provide a concession for drivers' licences, and on our assessment the cost 

of administering this rebate would appear to outweigh the benefit to the recipients. The benefit is only $3 per 

year per claimant. The total cost to the department in 1990/91 was $11,000, an average annual growth rate of 

33 per cent over the previous eight years (see bottom Exhibit previous page). Removing this concession would 

save the Department $6,000 in 1991/92 and $13,000 in 1992/93. 

The Level Of Passenger Contributions For Urban Bus Travel Under The Pensioner Concession Scheme 

Should Be Increased To Fifty Per Cent Of The Fare 

The Department of Health and Community Services subsidises urban bus fares for pensioner concession card 

holders and registered unemployed. Card holders pay 40 cents for each trip and the Department pays the 

remaining 80 cents. The pensioner contribution has remained at the current level for five years although bus fares 

have more than doubled. The cost of this subsidy to the Department in 1990/91 was $568,000; an average annual 

growth rate of 43 per cent (see Exhibit below). 

NT Annual Expenditure On Pensioner Concessions ($'000) - Bus fares 

1982/83 to 1990/91 
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• increase in1985/86 due to 270% fare increases and last year of 100% subsidy payments 
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The level of passenger contribution for urban public transport travel in the Territory is less than that of pensioners 

in other States (33 per cent in the Territory compared with 50 per cent elsewhere). If the contribution was 

increased from 1October1991, to 50 per cent of the fare, in line with the interim recommendations of the review 

of the Darwin Bus Service, this would realise a saving to the Northern Territory Government of $105 ,000 in 1991 I 

92 and $147,000 in 1992/93. 

Air Travel (Or Car Travel In Lieu) Concessions Paid To Aged Persons Should Be Removed 

The Northern Territory is the only State or Territory providing air travel (or car travel in lieu) concessions to aged 

persons. Under the Scheme, aged persons are eligible to receive half a commercial return economy airfare (or 

equivalent) to any Australian capital city every two years. In 1990/91, this Scheme cost over $520,000. The 

average annual growth rate for this concession since 1982/83 is 118 per cent (see Exhibit below). 

NT Annual Expenditure On pensioner Concessions ($,000) - Interstate Fares 
1982/83to1990/91 
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1989/90 1990/91 

In 1990, the Scheme was amended to allow people to cash in their airfare if they wished to drive, rather than fly, 

interstate. Since the introduction of this option, the cost of the Scheme (as shown in the previous Exhibit) has 

risen by 76 per cent. In the past four years expenditure on interstate travel has increased by 358 per cent. 

Currently, claims for car travel under the Scheme are administered by reimbursing the applicant upon 

lodgement of proof of travel. However, a recent change in practice has been instituted whereby prepayment of 

the entitlement has been authorised. The difficulty with this practice is that it is not now necessary for claimants 

to actually travel for them to receive the benefit. This arrangement is expected to add considerably to the cost 

of the Scheme, and raises the potential for abuse. 

The original objective of the Scheme was to provide financial assistance to aged persons for them to visit family 

and have the opportunity to obtain relief from the climatic conditions in the Territory. While it is accepted that 

the Scheme has been strongly supported by aged persons living in the Territory, it is at least arguable (in the 

absence of more detailed study) that the original objectives of the Scheme have been met. Furthermore, at least 

part of the Scheme is operating to provide assistance to those people who least need it. In these circumstances, 

it is recommended that this concession be withdrawn. The practice in other States is to provide pensioners with 
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two trips per year to the State border by government transport (rail or bus), whereas the Territory provides travel 

to any capital city. 

In summary, in an environment of scarce resources, it is recommended that this concession be removed as from 

1October1991. This proposal would save an estimated $410,000 in 1991/92 and $546,000 in 1992/93. 

Family, Youth And Children's Services 

A Means Test Should Be Applied To The Child Care Subsidy Scheme 

Child care centres currently receive funding from HACS at the rate of $10.50 per child per week. The subsidy 

is not means tested so that all parents receive the same level of assistance regardless of their income. The subsidy 

is advanced quarterly to the centres. 

The 1990/91 budget for the subsidy was approximately $800,000. In addition, HACS provides some adminis

trative services to the centres (e.g., staff relief lists, program development advice, a directory of services). There 

is no charge levied for these services. 

According to Commonwealth data, the child care subsidy paid by the Northern Territory Government is above 

that paid in other States. The Commonwealth provides fee relief to parents who have a joint income of less than 

$57,000 per annum. This subsidy is means tested so that a greater level of assistance is provided to those parents 

most in need. 

If the principle of providing assistance to those most in need is adopted, and the Commonwealth guidelines for 

means testing parents is used, an estimated saving of $100,000 can be realised in 1991/92, and $210,000 in a full 

year. 

An effect of means testing would be to reduce the value of the fee relief, which is paid to the child care centre by 

the Northern Territory Government. To fund the consequential gap between operating costs and government 

subsidy, the parents would be expected to contribute the difference in the normal course of paying fees. Such 

a difference equates to $2.50 per week per child representing a reduction in the fee relief from $10.50 to $8.00 per 

week. Alternatively, the reduced child care subsidy could be offset by some efficiencies and hence savings in 

operating costs, which should be properly determined by management of the child centres. 

An Integrated Community Service Advice Bureau Should Be Established To Provide Information On 

Services For Women, The Disabled, And Pensioner Concessions 

There is currently a Children's Services Bureau, a Disabled Persons Bureau, and, prior to ERC, a Women's 

Information Centre. In 1990 /91, the cost of the Disabled Persons Bureau was $130,000, and that for the Children's 

Services Bureau was $182,000. The main function of these Bureaux is to provide information services to specific 

groups in the community. 
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It was recommended in the Interim Report that elements of these services be amalgamated to provide a central 

focus for client enquiries from a shopfront office in the ground floor of Casuarina Plaza. This will provide a more 

convenient service to the public, similar to the service currently offered in Alice Springs where a range of 

information services are provided at Helm House (which will continue to operate as at present). 

On an earlier presumption that the Disabled Persons' Bureau, together with the Children's Services Bureau, 

could in part perform an information role, it was recommended in the Interim Report that the staffing for the 

Disabled Persons' Bureau be reduced to one FrE. In addition, it was recommended that the Children's Services 

Bureau would exchange one higher paid salaried position for two clerical staff for the purpose of funding an 

additional staff member for the information function. 

As part of a comprehensive, centralised information service it was also recommended that a position also be 

established within this unit to provide information on services for women. It was envisaged that the Integrated 

Community Service Advice Bureau should provide a 008 telephone enquiry line for services to people outside 

the Darwin or Alice Springs region. 

In the Interim Report the estimated savings from establishing the integrated service was estimated at $31,000 for 

1991/92 and $65,000 in a full year. 

Since the Interim Report we have received a number of submissions indicating that the roles of the Disabled 

Persons' Bureau and the Children's Services Bureau are not compatible as they provide services to dissimilar 

clients. Accordingly, the Children's Services Bureau should not form part of the Integrated Community Service 

Advice Bureau. 

In addition, the Penney Report comments on the difficulties disabled people in the Territory have had in 

accessing appropriate information. It quotes examples interstate where management of disability services has 

separated the provision of relevant information from the counselling of clients. The counselling, advisory and 

advocacy roles are typically provided by professional counsellors and not administrative officers. This structure 

should apply in the Northern Territory. 

Furthermore, other information services, such as advice on pensioner concessions, should be provided from the 

Integrated Community Service Advice Bureau. According to Departmental sources 50,000 people, or more than 

one half of all recorded contacts received by Welfare Officers in 1990/91, relate to the Pensioner Concession 

Scheme. This high level of contact should be handled through the Integrated Community Service Ad vice Bureau, 

thereby releasing the welfare officers for professional consultations and as a consequence would offer up 

additional savings over and above those identified in our Interim Report. For these reasons the concept of an 

Integrated Community Service Advice Bureau should be further developed during implementation of this 

Report. 
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We believe that one position would be saved from the Disabled Persons' Bureau in its new role as part of the 

Integrated Community Service Advice Bureau. This would provide savings of $20,000 in the first year and 

$42,000 in 1992/93. Additional savings which have not been estimated are likely in a full year by transferring 

the information functions provided by other information services/ administrative staff in Community Services 

in Darwin Urban, Katherine and Nhulunbuy to this proposed Integrated Community Service Advice Bureau. 

The Department Should Withdraw From The Commonwealth/Northern Territory Remote Areas Funding 

Program, But Continue To Fund Remote Area Support Services 

The Remote Areas Funding Program is a program funded on an equal share basis by the Territory and the 

Commonwealth. The cost to the Territory of funding this program in 1990/91 was $128,000. 

The purpose of the program is to provide additional community support to family, youth and children's services 

programs in remote areas. Activities currently funded under this program include Aboriginal community 

women's centres, playgroups and a magazinefor isolated families. 

The Children's Service aspect of this program should be considered in the broader context of the NT/ 

Commonwealth functional reviews. The Commonwealth has indicated that they plan to withdraw from the 

current Remote Areas Funding arrangement. 

It is recommended that the Department continue to support some aspect of this program. The non-government 

organisations currently providing these services should be evaluated, and funding provided to those activities 

which are fulfilling the program's objectives. 

The estimated saving from withdrawing from the Commonwealth program, and of continuing to fund selected 

services currently included in that program, is $64,000 in 1991/92 and $67,000 in 1992/93. 

Hearing Services 

The Position Of Specialist Audiologist In Alice Springs Should Be Reinstated. Audiology Hearing Services 

Should Be Integrated Into The Community Care Division 

Prior to 1986, hearing services in the Territory were jointly provided by the Northern Territory Department of 

Health and the National Acoustic Laboratory. An audiologist was appointed to the Department in 1988 to 

identify the community needs and to establish a hearing service over a five year period. 

The type of service proposed included: 

• full clinical and therapeutic audiological services for hearing impaired adults over 21 years; 
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• industrial hearing conservation services; and 

• hospital based diagnostic and audiological services. 

Additional requirements were recognised for: 

• infants at risk programs; and 

• school screening programs with particular emphasis on the needs of Aboriginal children. 

Audiologists have been difficult to recruit and the service has developed more rapidly in the Top End than in 

the southern region, leaving an uneven distribution of resources. 

The audiologist position in Alice Springs, which was unable to be filled, was offered up as a financial saving to 

ERC, as well as a nurse audiometrist position (with savings estimated at $65,000). 

There is no nationally accepted ratio of audiologists to population groups. Based on the United States ratios, the 

current proposed numbers, including the addition of the Alice Springs position, would appear reasonable. 

The Hearing Services unit provides a service for compensible patients and an industrial hearing program 

involving testing, monitoring and compensation assessments for industry. Currently no charge is made for these 

services. If the standard fee for service is charged, estimated revenue of approximately $60,000 could be 

recovered. 

It is recommended that: 

• Audiology Hearing Services be incorporated into the Community Health Services Program; 

• the co-ordinator of Audiology and Hearing Services work closely with the co-ordinator of the Ear 

Heal th Program; 

• charges be levied for services under the industrial hearing program, and for services to compensible 

patients; 

• the position of specialist audiologist in Alice Springs be reinstated; and 

• interim arrangements for support services in Alice Springs be provided by the Darwin based co

ordinator. 
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These recommendations are cost neutral as the salary for the audiologist in Alice Springs will be offset by 

increased recoveries. 

Aboriginal Hearing Program 

The Northern Territory Hearing Program Should Be Amalgamated With The Territory Hearing Service And 

The Position Of Co-ordinator Retained. The Ear Washing Program Should Be Absorbed Into The Commu

nity Health Centres 

An Ear Health Co-ordinator was appointed in 1988 with the position being jointly funded by the Department 

of Education and the Department of Health and Community Services. 

The co-ordinator works closely with the Department of Education which has three teachers in the program 

·· working with hearing-impaired Aboriginal children. A reduction of one teacher position from Groote Eylandt 

was made by ERC. 

The co-ordinator also works closely with the Ear Health Committee, an incorporated body. The Committee is 

all Aboriginal in composition and has an advisory role, and the capacity to attract funds from otherorganisations 

e.g., A TSIC funding has provided a mobile hearing booth for the program and two vehicles. It is also understood 

that the National Audiological Laboratory established in Alice Springs, is supported by A TSIC funding. 

It is recommended that: 

• the Northern Territory Hearing Program be amalgamated with the Hearing Service; 

• the position of the co-ordinator be retained and the cost shared with the Department of Education; 

and 

• the ear washing program be absorbed into Health Centre activities with assistance from the 

proposed additional AHWs. 

Funding for the ear washing program would discontinue and savings would be achieved in 1991/92 of $50,000 

and $105,000 in 1992/93. 

Mental Health Services 

The Mental Health Services Program Should Be Located Within The Community Care Division. A Secure 

Care Unit With Sixteen Beds Should Be Established 

The Mental Health Services program in the Territory was developed in 1986. Unlike other States, the Territory 
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has no specific mental health institution. The service has a community orientation with some inpatient facilities 

at Royal Darwin Hospital and Alice Springs Hospital. 

In the period 1989/90, there were 11,110 outpatient occasions of service and 2,565 community occasions of 

service throughout the Mental Health Services Program. The expenditure for Mental Health Services during this 

period was $5.4 million. (See Exhibit below.) 

Expenditure On Mental Health Programs 

Staff 
Expenditure ($000) 

* ERC reduction of 2 staff 

1989/90 

133 
5,415 

1990/91 

131* 
6,859 

Mental Health Program Delivery 
Statistical Profile 

Inpatient Admissions 
Outpatient occasions of service 
Community occasions of services 
Day Centre Darwin 
Day Centre Alice Springs 

Number 

583 
11,110 
2,564 
3,565 

543 

The Territory has the lowest psychiatric bed/population ratio in Australia (26 beds per 100,000 population). 

Twenty nine psychiatric beds are provided within Royal Darwin Hospital (i.e., Cowdy Ward 12 beds, Psychiatric 

Rehabilitation Unit ten beds, and the Secure Unit seven beds). Alice Springs Hospital provides seven acute beds 

and five rehabilitation beds. The average in other states is 60 beds per 100,000. 

The three other Northern Territory public hospitals admit a small number of patients with mental illnesses, and 

day care services are provided at the Tamarind Centre in Darwin and the Community House in Alice Springs. 

The ERC decided to amalgamate the Melaleuca and Cowdy teams with a reduction of two staff. The effect of 

this decision is that outpatients will now have to go to a medical practitioner to obtain a referral, as is standard 

practice elsewhere. The Tamarind centre will continue to see these patients. 
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We concur with this decision as it avoids any duplication of services and rationalises the utilisation of mental 

health resources. 

Rural areas receive a minimal mental health service. Private psychiatric practitioners are grossly under 

represented in the Territory, with no private psychiatrist providing a full time service. 

A postgraduate training program for psychiatrists which is accredited by the College of Psychiatry was 

established at Royal Darwin Hospital in 1988. The number of registrars in the program was increased in 1990 

and there are now three training positions provided for this program. This will assist in retraining and recruiting 

psychiatrists to the Territory. 

A secure ward, originally planned for 26 beds to be built in Berrimah for $7.7 million, is now to be reduced in 

scale. It will be located on the Royal Darwin Hospital campus and have only 16 beds in the first stage, with costs 

not to exceed $4.5 million. The ward is in its design phase and due for construction in the 1992/93 financial year. 

With this proposed secure unit the Territory will have a psychiatric bed/population ratio of 36 per 100,000. 

The psychiatric wards in Royal Darwin Hospital have been converted from residential buildings and are not 

specifically built to cater for psychiatric patients, much less violent and dangerous, mentally ill patients, or for 

those from the criminal justice system. 

The 16 bed secure unit will comprise two sections: eight beds for offenders requiring assessment, treatment and 

stabilisation, and eight beds mainly for convicted sex offeJ;lders. This latter group of patients require treatment 

for approximately one year, followed by outpatient maintenance therapy. This unit will require low staffing 

ratios (two staff during the day, one at night). 

The reduction from 26 beds to 16 beds will mean that six less staff than originally intended will need to be 

recruited. The original salaries budget for 1992/93 was $1.4 million. With the reduction in the number of beds, 

the salary budget will reduce to $1.0 million, a saving of $387,000 (in 1991/92 prices) or $402,000 in 1992/93. 

Dental Health Services 

The ERC Proposals For Reducing Dental Services Are Supported But The Department Should Monitor The 

Impact Of Those Recommendations. Dental Health Services Should Be Located Within The Community 

Care Division 

The ERC decisions were to close Casuarina DentalClinic, with a reduction of two positions, and progressively 

reduce dental superVision in schools with the recall period being extended from one year to two years, reducing 

staff by eleven. In fact, the budgetted ERC savings in 1991/92 amounted to six. 
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Research suggests that a recall period greater than one year can be employed without having an impact on the 

dental health of children. However, the effect of this recommendation should still be closely monitored to ensure 

that it does not have a negative effect. An analysis of the numbers of private and public dentists per 1,000 

population showed that, after closure of the Casuarina Clinic, the Territory was on par with other States. We, 

therefore, concur with the ERC decision. 

The average cost of school and community dental services in the Territory is $52 per occasion of service. This 

compares favourably with the cost in South Australia ($56) and Western Australia ($65). The dental therapist/ 

school population ratio in the Northern Territory is 1:1844 whereas in South Australia it is 1:1800. The criteria 

for eligibility for community dental services in the Territory is consistent with those in other States. A free service 

is available to people who are disadvantaged by distance and health care card holders and pensioners. 

Consideration should be given to progressively reducing the number of dental outlets in schools in urban areas. 

That is, when clinics require an upgrading of equipment or numbers at a school decrease, the clinic at the school 

should be reviewed and consideration given to providing the service from another school in the area. 

Based on estimates of the current cost of using private dental services, we recommend continuing with the 

existing arrangemenfs. Rural dental services should be provided from Darwin, for the Darwin, East Arnhem and 

Katherine Regions, and from Alice Springs for the Barkly Region. The current arrangements in Gove, Katherine, 

and Tennant Creek should be retained. The proposed structure for Dental Heal th Services is shown in the Exhibit 

below. 

Dental Health Services 

(Proposed Organisational Chart) 

Note: Rural = school & community dental services. 

• Allee Springs to provide rural services to Barldy. 

• Darwin to provide rural services to Katherine and East Arnhem. 
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Alcohol And Other Drugs 

A High Level Policy Development And Co-ordination Capacity For Alcohol And Drugs Should Be Located 

Within The Department Of The Chief Minister. An Operational Focus Should Be Developed For Alcohol 

And Other Drugs Within The Department Of Health And Community Services 

Alcohol and drug abuse are major factors contributing to ill health and social disruption in the Territory. In 

addition, there is a large economic cost to the community through loss of productivity, property damage and the 

need to provide services in the health, welfare and criminal justice systems. 

The extent of the problem is illustrated by the following indicators: 

• per capita consumption of alcohol in 1988/89 by persons aged 15 and over was 18.7 litres (72 per cent 

higher than in Australia as a whole); 

• the road fatality rate in the Territory in 1989 was 39.1per100,000 population (more than twice the national 

average); 50 to 75 per cent of these fatalities were alcohol-related; 

• alcohol contributed to 70 per cent of imprisonments in 1989; 

• an estimated 10.8 per cent of all deaths in 1986 were alcohol related (more than three times the national 

proportion); and 

• hospital separations for alcohol-related problems are three to four times the rate of those in other States. 

In a submission by the Department to the Sessional Committee on the Use and Abuse of Alcohol by the 

Community, it has been estimated that the "social cost" of alcohol in the Territory is in the range of $47.0 million 

to $122.0 million. Further work by the Drug and Alcohol Bureau for the Sessional Committee suggests that the 

direct costs of alcohol use and abuse in the Northern Territory may be significantly higher than those figures. In 

a paper to the Sessional Committee's Report, the Bureau conservatively estimates the individual costs at a 

minimum of $150 million for the Northern Territory. This individual cost comprises productivity loss, health 

and welfare services, road accidents, law enforcement, and correctional services. 

Policies and programs in the 1980s for the Territory were developed from the recommendations of the 

Conference on Alcohol Policies. They included: 

• establishment of an alcohol authority for the Territory; 

• education programs to change Territorians' attitudes to drinking; 
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• attention to the special needs of Aborigines, teenagers and isolated mining communities; 

• development of alcohol-in-industry programs to assist people with alcohol problems within the 

workforce; 

• provision of hospital and community services to deal with alcohol and drug problems; and 

As well, in 1985 the Commonwealth established the National Campaign Against Drug Abuse. Three major 

initiatives were funded: 

• programs for prevention, treatment and rehabilitation (on a cost sharing basis with the Territory); 

• media information campaigns; and 

• research and data systems. 

There are three components to alcohol and other drug services within the Department; health promotion 

activities, service delivery, and policy development. 

In terms of health promotion, the Department funds educational programs in schools on a cost-share basis. 

Services provided or funded by the Department include sobering up shelters, community grants, the Early 

Intervention Unit, the Detoxification Unit, counselling, and services as part of the alcohol-in-industry program. 

Policy development is a function of the Drug and Alcohol Bureau, and the Drug and Alcohol Advisory 

Committee. 

The Drug and Alcohol Bureau's role has changed in the past two years. It still retains its policy function and is 

responsible for negotiations at a national level for funding purposes. The supervisory role is now the 

responsibility of the regions. Data collection is still maintained by the Bureau. 

For comparison, we examined interstate operations and organisation structures for Drug and Alcohol services. 

Western Australia and South Australia have independent Statutory Authorities. The WA Alcohol and Drug 

Authority is responsible to the Minister and has functions under the Alcohol and Drug Authority Act. 

The alcohol and drug service operations in Tasmania are decentralised throughout the State but are managed 

on a State-wide basis, rather than through the Area Health Boards. Other States have similar organisational 

structures. 

Given the extent of alcohol-related problems in the Territory, it is essential that the Department has a sharpened 
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focus on alcohol. In the Interim Report, the options considered to achieve this focus were: 

• retaining the current structural arrangements for alcohol and other drug services; 

• focusing all activities, including health promotion, service delivery and policy development, 

within the one unit. The unit would be responsible for policy development, all treatment programs, 

promotion and education programs, the co-ordination and support of community organisations 

providing alcohol services, and the collection of data, monitoring and evaluation of programs; and 

• establishing a separate authority for all these services, similar to the WA and SA models. 

In the Interim Report we deferred a decision on the preferred option pending detailed consideration of the report 

of the Sessional Committee on the Use and Abuse of Alcohol by the Community. Given that Report and other 

developments since then, we have given the matter further consideration. 

Foremost among the new developments is the proposal for a Northern Territory Alcohol Strategy, which has at 

its organisational core the creation of a Drug and Alcohol Authority incorporating an Alcohol and Drug Strategy 

Division similar to but replacing the Drug and Alcohol Bureau. Under the proposal, such an Authority would 

have responsibilities to: 

• provide policy advice to Government; 

• maintain a research program into alcohol related issues; 

• maintain information and data bases, disseminate and publish alcohol related information and 

statistics; and 

• monitor and evaluate the effectiveness of the Northern Territory Alcohol Strategy. 

The draft Strategy proposes that the Strategy Unit be "associated" with the Liquor Commission "in order to 

integrate the existing information and data bases, widen the basis of the research/ evaluation program and 

improve the coherence of advice to Government". 

While there is some superficial attraction in combining a reconstituted Drug and Alcohol Bureau with that arm 

of Government responsible for the regulation of the liquor industry, there are a number of weaknesses in the 

proposal: 

• one of the two organisational cores of the Authority would be an agency which has had a rather 

narrow regulatory focus on the issue of alcohol; 
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• there must be some doubt about the capacity of the former Liquor Commission to deal authorita

tively with issues other than alcohol, i.e., drugs, kava, tobacco, petrol sniffing, glue sniffing, etc; and 

• as a Statutory Authority the organisation would be administratively more distant from the centre 

of Government- a position which may limit its capacity to co-ordinate a cross-sectoral approach to 

the issue of alcohol and drug abuse. 

We support efforts to bring a higher strategic priority to alcohol and drug services but believe that there are good 

reasons for approaching the matter differently. The essence of our proposal is to restructure the Drug & Alcohol 

Bureau component of Health Promotion by: 

• locating a high level policy development and co-ordination function in the Department of the Chief 

Minister. Resources for this function could be funded from the tax on alcoholic beverages as 

proposed by the Sessional Committee. Location of this policy capacity in the Department of the 

Chief Minister will ensure that it has the co-ordinating authority of the lead central agency in 

relation to other departments and agencies; 

• reconstituting the Bureau as an Alcohol & Drug Unit (within HACS but independent of Health 

Promotion) with an operational role in managing those prevention and treatment services the 

Department administers directly, rather than funding through Grants-in-Aid. At present, these 

include the non-medical Detoxification Unit and the Early Intervention Unit. 

• retaining an alcohol and drug health promotion capacity within the Department of Health and 

Community Services. This would ensure that the essential health focus on the issue of alcohol and 

drug abuse is retained. 

This recommendation is cost-neutral to the Department's budget. 

Detoxification Unit 

The ERC Decision To Close The Detoxification Unit At Royal Darwin Hospital Should Be R~versed 

A decision was taken by pRC to close the Detoxification Unit after the sobering up shelter in Coconut Grove is 

commissioned later this year. The Alcohol Rehabilitation Unit (ARU) at Royal Darwin Hospital was closed in 

July 1991. We understand that residential alcohol rehabilitation is available for males in non-government 

organisations. In 1990, 16 of the 135 admissions to the ARU were female. Day programs for rehabilitation for 

women could be provided by the Early Intervention Unit. However, there appears to be some unmet demand 

for residential rehabilitation programs for women. If the demand exists, this service could be provided by a non

government organisation. (See Exhibit over page for a profile of clients of the Detoxification Unit.) 
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ROH Detoxification Unit 

Admissions (1990)* 
Average length of stay days 
Referral to rehabilitation % 
Single, widowed etc. % 
Pensioners % 
Average age years 
Non-Aboriginal % 

It was envisaged that closure of the Detoxification Unit would offer up space and resources for the establishment 

of a low dependency unit on the hospital campus. ERC identified a staff reduction of 12 positions. The 

Department has also decided to relocate two nursing positions to the Early Intervention Unit and provided 

Amity House (through grant-in-aid) with two additional staff for counselling and rehabilitation purposes. This 

will further aid the identification of people with alcohol problems, and provide assistance and rehabilitation. The 

closure of the detoxification centre would, however, cause a further gap in services as rehabilitation cannot begin 

effectively until a person has undergone withdrawal in a safe environment. This unit is the only non-medical 

detoxification facility in the Territory. 

A Detoxification Unit provides a safe non-medical environment where an acutely intoxicated person can receive 

assistance, and can be directed towards rehabilitation services. 

We understand that the sobering-up shelter does not fulfil the role of a detoxification centre as: 

• withdrawal does not occur for at least six to 24 hours after last drink; and 

• sobering-up shelters are designed to provide an environment and services conducive to the 

sobering up of an intoxicated person apprehended by the police. They are not treatment facilities. 

Based on our analysis of referral patterns to the Detoxification Unit, we believe closure of the facility would: 

• increase use of hospital Accident and Emergency services and use of hospital beds; 

• cause inappropriate admissions to psychiatric beds; 

• reduce the number of people seeking alcohol rehabilitation, which cannot begin effectively unless 

person has undergone withdrawal; and 

• increase costs by utilising hospital beds for alcohol withdrawal patients. 
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The proposed closure of the Detoxification Unit appears to bring about the loss of an important service which 

may result in reduced utilisation of rehabilitation services and increased hospital utilisation. It also sends the 

wrong "signal" to the community at a time when Government is seeking to give a higher profile to the issue of 

alcohol abuse. 

We, therefore, recommend that the decision to close the Detoxification Unit, as proposed by the Department to 

ERC, be reversed and that it be kept open under the aegis of an operationalised Alcohol & Drug Unit, as described 

earlier. The effect of this recommendation would be to fore~o savings of $82,000 ($179,000 in a full year). 

Rehabilitation 

A Comprehensive Review Of Rehabilitation Services Should Be Undertaken Throughout The Territory 

The issue of rehabilitation has been recognised by this Review as an integral component of care in the primary 

health model. 

Limited hospital based rehabilitation is provided within the five hospitals; however, major rehabilitation is 

provided in Darwin by a multi-disciplinary team of allied health professionals at the community based Darwin 

Rehabilitation Centre. 

This centre has recently undergone changes in operation as the Commonwealth has withdrawn funding. This 

centre was formerly jointly funded and operated, and catered to all categories of rehabilitation clients. 

While the need for reviewing this operation is acknowledged, the future role of the Darwin Rehabilitation Centre 

should be assessed in a comprehensive review. Such a review might consider issues such as: 

• location; 

• appropriateness of existing site; 

• possible co-location with such services as SEAT, TIME, and AACT; 

• potential interaction with private providers; 

• planning and resource priorities; and 

• recent changes to the Motor Accident Compensation Act agreement. 
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Consumer Affairs 

The Office Of Consumer Affairs (Including Trade Measurement) Should Be Transferred To The Department 

Of Law 

Since amalgamation in 1987, Consumer Affairs and Weights and Measures have been managed as a discrete and 

separate entity within HACS. The office of Consumer Affairs (as it is now called) is primarily involved in 

advancing the rights and obligations of consumers and traders. Through its investigation and prosecution 

function, the Office seeks to promote and maintain a free, fair and equitable market place. 

On one view the Office sits easily in a department with Co~munity Affairs responsibilities. On another, the 

nature of its responsibilities are at odds with the principal health and welfare character of the organisation. While 

such anomalies are commonplace in Government and not of fundamental concern, we believe it is a distraction 

to a department which has more pressing responsibilities and a need to be strategically focused on its essential 

mission. 

Administrative arrangements of this kind having portfolio implications are ultimately, of course, a matter for the 

Chief Minister. Accepting that, we believe that Consumer Affairs' regulatory role and its responsibility for 

dispute resolution, gives it greater affinities with the Department of Law, although our recommendation in the 

Interim Report that it might have special affinities with the Office of Business Affairs within Law needs careful 

consideration by the Department of Law. We propose that Consumer Affairs be transferred to Law along with 

financial responsibility for its operation. This would be cost-neutral to the Government, and we do not accept 

that such a move would involve additional administrative costs associated with clerical, secretarial and 

administrative support. 

The transfer to the Department of Law should retain the Office of Consumer Affairs as a discrete and separate 

functional unit, maintaining a high profile within Law and taking on a higher profile in the community, at large. 

In Law it will operate with the benefit and support of a department that focuses on justice and is more compatible 

with its important responsibilities. 

Mammography 

The Department Should Defer Participation In The National Program For Early Detection Of Breast Cancer 

The Territory received a grant of $400,000 from the Commonwealth to purchase a mobile mammography unit 

in March 1990. In December 1990, the Commonwealth provided a grant of $40,000 to enable a feasibility study 

on the introduction of mammography screening in the Territory. The program is directed towards women aged 

40 years and above. 

A further $393,000 was provided to the Territory in February 1991 as a contribution to the first stage of 

mammography screening in the Territory. 
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The feasibility study indicates that where breast cancer is a major women's health issue in Australia, it is of less 

significance in the Territory. Although, it is suspected that the low incidence of breast cancer in non-Aboriginal 

women in the Territory may be artificially low due to women travelling interstate for investigative treatment. 

The life expectancy of Aboriginal women is 20 years less than non-Aboriginal women and the opportunity for 

developing breast cancer at the high risk age is less. Aboriginal women's death rate for cervical and lung cancer 

are more than twice that of breast cancer. 

Diagnostic mammography, rebatable under Medicare when referred by a GP, is available in Darwin, Alice 

Springs and Katherine. 

Participation rates of women in screening mammography is considered dubious given the target population 

base, cultural and geographic barriers, and the degree of expertise required to ensure high professional 

standards. 

We recommend that the Department defer participation in the National Program for early detection of breast 

cancer while aspects of the program are redesigned to suit local circumstances in the Territory. 

Correctional Services 

Current Financial Resources For The Provision Of Health Services To The Department Of Correctional 

Services Should Be Transferred To That Department To Ensure Accountability For Costs 

The Department provides health services to correctional institutions in the Northern Territory and the cost' of 

these services is borne by the Department. The service includes: 

• primary health care screening; 

• hospital services; 

• mental health services; 

• dental health services; 

• drug and alcohol services; and 

• communicable disease control. 

The population of the correctional institutions is predominantly young males, with fewer than two per cent 

females, and the majority are under the age of 30 years. 

Legislation requires each prisoner to be examined by a visiting medical officer on reception and discharge, as well 

as providing other health and related care for the duration of their imprisonment. 
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The current arrangements for the Darwin Prison service are budgeted at $120,000 in 1991/92. This excludes 

pharmaceuticals which are paid for by Correctional Services, estimated at$132,000 per annum, and an additional 

$22,000 paid by HACS for packaging. Additional to these services are visiting mental health services estimated 

at a recurrent cost of $128,000 per annum. 

In Alice Springs, the current cost of providing services is estimated at $25,000 per annum inclusive. Mental health 

services are provided on a needs basis. 

Theinterimreport of the Royal Commission into Aboriginal Deaths in Custody recommended the desirable level 

of medical care for prisoners, which included 24-hour access to medical services. If the Department was to 

provide the recommended level of care the service would cost the Department $285,000 (net of pharmaceutical 

costs). This is $140,000 more than the cost of the current service. 

Correctional Services has continually increased its demand for medical services and the Department has 

identified a shortfall in funds to provide the service of $98,000 in the 1990/91 budget. 

Because of the increasing demand on the Department for resources in this area, and the ramifications of the Royal 

Commission into Aboriginal Deaths in Custody, a process is required to ensure that the necessary resources are 

available to meet the important statutory and other obligations of the Government. Furthermore, in an 

environment of scarce resources mechanisms to control the costs of services are important. 

In order to achieve a rationalisation of demand for health services to prisons, it is recommended that an 

agreement be negotiated between HACS and Correctional Services on the level of service to be provided each 

year. The budget for the service should be allocated to Correctional Services, so that they then pay the 

Department forthe service. The objective of this mechanism is to ensure that Correctional Services is responsible 

for prioritising their demand for resources. 

Environmental Health 

Environmental Heal th Should Be Restructured In The Community Care Division To Provide A Strengthened 

Territory-Wide Service 

In response to a Departmental Cabinet Submission, Cabinet decided in April 1991 to upgrade the environmental 

health functions by creation of four positions to enhance the rural and remote services. Cabinet rejected the 

proposal to devolve the environmental health officers' functions to the Darwin City Council. 

To provide increased efficiencies and improved monitoring by involvement of suitably trained environmental 

health officers at field level in the protective, preventive and regulatory roles, it is recommended that 

Environmental Health be restructured. A proposed organisation chart for the restructured Branch is shown 

opposite. 
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Environmental Health Program 
(Proposed Organisational Chart) 

Environmental 
Health 

Health Surveying 
- food safety 
- accommodation 

Aboriginal Environmental 
Health Officers (recommended) 

Rural and Remote 

Pesticide Licensing & Monitoring 

Environmental Impact Studies 

Under the proposed new structure the Northern Territory Poisons Control Centre (Darwin Region) will be part 

of the Scientific Services Unit. Enhancement of the computerised programs for licensing of poisons, drugs and 

pesticide control will improve efficiency. The environmental health officers at field level will assume respon

sibility for licensing and monitoring functions with consequent release of staff for additional duties particularly 

in rural and remote health areas. 

Functions undertaken by the Department involving the administration of medical examinations for superannua

tion, drivers licences and eye tests for VDU users should be carried out on a cost recovery basis until such time 

as they are devolved to the appropriate authority. 

Previouslywehadestimatedcostsavingsfromtherestructureas$32,000in1991/92and$68,000in1992/93. This 

level of savings is no longer achievable with the transfer of only some Environmental Health functions into the 

Community Care Division. Under the amended structure staffing will be reduced by one administrative 

position with savings of $19,000 in 1991/92 and $40,000 in 1992/93. Additional cost recoveries from medical 

examination fees will raise an additional $55,000 in 1991/92 and $117,000 in 1992/93. 

Health Promotion 

A Health Promotion Unit Should Be Established In The Community Care Division 

The Health Promotion service was established in 1986. It has evolved from a unit that attempted to provide total 

health promotion packages to one that recognises the important health promotion role of all service delivery 

staff, and of non-government organisations. 

The program expenditure for 1989 I 90 was $873 ,000. The staff establishment is ten permanent staff. East Arnhem 

and Tennant Creek do not have any health promotion officer positions. 
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There is a Territory-wide team responsible for health promotion policy, program co-ordination and evaluation, 

and staff training and support. Area officers are responsible for regional program planning and implementation. 

They work with other Departmental service providers and non-government agencies in program delivery. 

The Health Promotion service addresses the major Departmental priorities of alcohol, tobacco, nutrition and 

communicable diseases, especially sexually transmitted diseases including AIDS. It is also responsible for 

planning, co-ordinating and evaluating the Aboriginal Community Health Promotion Project funded by the 

National Better Health Program. In addition, the unit provides inpu tin to the Aboriginal Health Worker Training 

Course at Batchelor College, for training Health Workers in health promotion strategies and disease prevention. 

A combined unit of health promotion with alcohol and drug services is not appropriate in the Territory where 

there are multi-faceted health problems and priorities, and an especial operational importance of alcohol and 

drug services The Department therefore needs to be able to provide a separate focus on prevention and 

promotion objectives in this area. 

The Health Promotion Branch expertise will support community care divisional workers and health profession

als in the hospital services to achieve the Territory and national goals. Maintenance of the positions of Aboriginal 

health promotional officers through the National Better Health and NCADA programs will ensure continuity 

and stabilisation of the program with a greater opportunity for success. 

Disease Control 

The Communicable Diseases Branch Should Be Re-Organised On A Territory-Wide Basis As Part Of The 

Community Care Division 

Currently the Communicable Diseases Branch operates through a matrix structure of region and program. This 

has led to a disparity of resources between.the regions according to different priorities, and to service delivery 

difficulties in remote rural locations, where scarce specialist resources need to be co-ordinated. 

As a result of the recent ERC decisions staff are to be reduced by five, thereby saving $123,000 in 1991/92 and 

$153,000 in 1992/93. According to Departmental records this saving should reduce staff to 59 although the 

current staff actually employed in the Branch amount to 50.5 FTEs. 

As shown in the Exhibit over page, the financial resources devoted to the Branch have increased significantly 

from 1989/90 to 1990/91, due to substantial growth in Commonwealth funded programs. 

As part of the Community Care Division in the proposed organisation structure, the Communicable Diseases 

Branch will be better able to provide Territory-wide support, professional training, promotion and education, 

treatment and monitoring of services in the areas of: 
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• communicable diseases of STD I AIDS, tuberculosis, and leprosy; 

• non-communicable diseases such as diabetes; renal disease, and hypertension ; and 

• migrant screening. 

It will also provide continued surveillance, immunisation, treabnent and management at the local level and focus 

on the Departmental objective of reducing communicable diseases. 

Expenditure On Communicable Diseases 

Salaries 
Admin. 
Capital 
Other Services* 
Property 

Total 

1989/90 
$m 

1.419 
0.609 
0.066 
1.092 
0.034 

$3.220 

* Matched by Commonwealth grants 

Further, primary health care workers will continue to provide the network for operations in the urban and rural 

sectors. Surveillance programs such as leprosy and tuberculosis, contact tracing in sexually transmitted diseases 

and immunisation programs will continue to be conducted by community health nurses, District Medical 

Officers (DMOs) and Aboriginal Health Workers (AHWs). The restructured Branch will monitor and evaluate 

programs across the Territory. 

As there is a close interaction between the leprosy unit and the Royal Darwin Hospital and because leprosy now 

performs a smaller role the present structure of the unit should devolve into a specialist unit of the Royal Darwin 

Hospital. In this way, the unit would be a surgical unit specialising in hand surgery and microsurgery. 

Microsurgery, one of the major functions of the present leprosy unit, would be part of the Deparbnent of Surgery. 

Other functions of the unit, such as neurophysiology (EMG), could also become part of the hospital. 

There would be no need to move the present unit (at least for the moment), and it could well remain in Block 4 

of the Royal Darwin Hospital. 

Microsurgical training facilities should remain in their present situation in Block 4 of the Royal Darwin Hospital, 

however should space become available in the Hospital, the training facilities should co-locate with the 

management of the unit into the hospital. 
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Leprosy would be better run through Community Care (i.e., through the new Division), it would inter-relate with 

Disease Control, but would be a smaller, tighter unit than, for instance, sexually transmitted diseases or 

tuberculosis. 

Regarding the laboratory, it should become part of the Royal Darwin Hospital laboratory, providing that its 

special functions are not lost. There are some advantages in that it could provide additional laboratory facilities 

in times of emergencies as and where necessary, and would also benefit from the enhanced professional 

relationship. However, it should not move for the time being from its present site since there appears to be 

insufficient space for it in the present Royal Darwin Hospital laboratory. Its day-to-day functions should remain 

under the present management, who should forge closer links with the hospital laboratory and with the Menzies 

School of Health Resear~h in areas of common interest. 

Regarding budget, the present structure should be divided between the Hospital Division and the Community 

Care Division to reflect the diverse functions of the unit. 

With the increased emphasis on community health centre involvement in screening and tracing, and the 

improved education in the schools programs, it will be possible to reduce staffing levels by three positions, 

thereby: 

• saving specialist sessional work in leprosy by increasing the sessions of the Resident Medical Officer 

(RMO) (saving $15,000 in 1991/92 and $25,000 in 1992/93); 

• combining two nursing positions in the leprosy unit due to increased surveillance by DMOs, nurses 

and AHWs in the communities (saving $31,000 in 1992/93) thereby creating a reduction of one 

position. This saving is possible from a closer working relationship with Communicable Diseases 

and in the surveillance of those diseases and leprosy by the communities; and 

·, 

• accepting, as a result of reduced need, a Commonwealth phase-down in 1992/93 of the AIDS-

professional education program (saving $37,000 in 1992/93). 

In addition, fees should be recovered from Medicare for neurophysiological consultations and other consulta

tions by the Leprosy Control Medical Officer, where those consultations are neither public patients nor 

outpatients of Royal Darwin Hospital. This recommendation will generate cost recoveries of $21,000 in 1991/ 

92 and $45,000 in 1992/93. 

5.3 SCIENTIFIC SERVICES 

A Scientific Services Unit Encompassing Pharmaceuticals And Poisons, Entomology, And Radiation And 

Toxic Waste Should Be Established 
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With the transfer of Environmental Health, Disease Control and Health Promotion to the Community Care 

Division, consideration needed to be given to the location of the remaining public health functions i.e., 

pharmaceuticals and poisons, entomology, and radiation and toxic waste. Options considered included: shifting 

these functions into the Community Care Division also; separating some (such as pharmaceuticals and poisons) 

and contracting out others (such as entomology); and retaining them as a separate unit. (See Exhibit below.) 

Scientific Services Unit 

(Proposed Organisational Chart) 

Medical Entomology 

Scientific Services 
Unit 

Pharmacy & Poisons Radiation & 
Toxic Waste 

It was decided that a Scientific Services Unit should be established as these functions are technically different 

from the other services now included in the Community Care Division, and have a different focus to the units 

in the Hospital Division. Furthermore, the Chief Medical Officer has a legal responsibility encompassing these 

services. However, delegations are possible by the Chief Medical Officer to authorised officers within the 

Department 

The Unit is much smaller in comparison with the Community Care and Hospital Services Divisions. The head 

of the Unit will be a Director responsible to the Secretary, and could be selected (possibly by rotation) from the 

heads of the functions within the Unit. The Director, Scientific Services will not be a member of the Executive, 

but will be invited to Executive meetings when matters concerning this Unit are being discussed. 

5.4 COST RECOVERIES AND TRANSFERS 

Greater Cost Recovery Should Be Introduced Into The Provision Of Staff Meals At All Northern Territory 

Hospitals 

Staff are able to purchase meals and sandwiches in the hospital staff canteens at a reduced rate which is below 

cost. A charge of $4.00 is levied, though the actual cost ranges between $6.47 and $13.45. The extent to which 

169 



staff take advantage of this service varies between the hospitals. Approximate numbers of meals provided to 

staff are: Royal Darwin Hospital - 70,000; Alice Springs Hospital -10,000; Katherine -18,000; Gove- 9,000; and, 

Tennant Creek - 3,000. 

The cost to the Department of subsidising staff meals in 1990/91 was more than $500,000. 

Under a principle of full cost recovery, a charge of $6.50 would be made for meals at Royal Darwin Hospital, Alice 

Springs Hospital and Katherine, $10.20 at Gove, and $11.50 at TCH. However, on consideration of equity it is 

recommended that a charge of $6.50 should apply across all hospitals. Staff at the smaller hospitals should not 

be penalised for the higher meal costs in these locations brought about by diseconomies of scale and the higher 

cost of consumables in some cases. Based on the current utilisation of this service this recommendation would 

result in an increase in revenue of $294,000. 

However, the increased charge is expected to reduce the demand. For instance, an overall reduction of 4,500 

meals sold in one hospital will reduce the revenue from meals by $29,000 and will allow a reduction of one staff 

position. This will enable a further reduction in costs by $33,000, and a potential net saving to the Department. 

Greater Cost Recovery Should Be Achieved In Claiming Medicare Rebates For Pathology Tests 

For The Rural Communities 

Costs can be recovered from Medicare for pathology tests ordered by the District Medical Officers and completed 

by the hospital laboratories. In order to claim this rebate the necessary forms must be satisfactorily completed. 

Because this is often not done, the Northern Territory Government loses an estimated $597,000 in revenue for 

pathology tests currently completed for rural and urban services. 

The potential revenue from performing pathology tests for the Community Health Centres is considerably 

greater than this. Much of this work is currently undertaken by the private sector. District Medical Officers have 

found that the private service provided a better service. 

The extent to which the Community Health Centre work is undertaken in the private sector varies across the 

Territory. Estimates indicate that Royal Darwin Hospital and Tennant Creek Hospital do about 40 per cent of 

the potential volume in those areas, Alice Springs Hospital does almost none of the rural work, and Katherine 

and Gove District Hospitals do almost all the pathology work for the rural communities. 

The hospital pathology laboratories should formulate revenue objectives and provide the level of service to 

DMOs such that these objectives can be met. 
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The Department Should Explore Realistic Options For The Privatisation Of Pharmaceutical Services For 

Rural Communities 

At present the prescriptions written by District Medical Officers are filled by the hospital pharmacies, hence the 

entire cost of prescription drugs for the residents of rural communities is borne by the Department. If these 

scripts were filled by a private pharmacist the patient would be required to pay a contribution fee of $2.50 for 

health care card carriers (up to a maximum of between $120 and $150 per year) for NHS drugs and the pharmacist 

would receive a subsidy from the Commonwealth Government under the Pharmaceutical Benefit Scheme. A 

small number of other patients in the rural communities would be required to pay the standard contribution fee 

of between $8 and $15.70. 

The estimated potential saving from a complete privatisation of rural pharmaceutical services may be up to $1.0 

million, and a reduction of four staff positions across the Territory, realising a further saving of approximately 

$145,000. 

In order to implement such a scheme, arrangements would need to be put into place to transport the scripts and 

drugs, and collect the patient contributions. In WA some Aboriginal Councils pay this fee, and transport of drugs 

is provided by the Royal Flying Doctor Service. 

The Department should seek expressions of interest from private pharmacists and Aboriginal Councils for the 

provision of such a service. Where satisfactory and realistic arrangements can be negotiated, the provision of 

pharmaceuticals to rural communities should be privatised. 

DMOs Should Obtain The Full Potential Of Medicare Recovery For Their Consultations 

Medicare claims can be submitted by DMOs for their patient consultations in communities and for consultations 

carried out in conjunction with an evacuation. While the amount currently recovered through Medicare is 

unknown, it is acknowledged that it is well below the maximum potential. This loss in revenue to the Northern 

Territory government is mainly a result of the failure by DMOs to complete the necessary forms. There are also 

some patients not registered under Medicare, so that claims cannot be submitted for their consultations with 

them. 

It is recognised that the circumstances in which DMOs practice, and their lack of the clerical support available 

to most private GPs, has made it difficult for them to devote time to completing paperwork. As a result, the 

Department has entered into negotiations with the Commonwealth in order to obtain accurate estimates of the 

level of services involved. This exercise should be fully supported by the DMOs and the Department. 
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If an agreement is reached with the Commonwealth then the basis of the funding should be reviewed at 

reasonably frequent intervals, with further data collected to update the current level of servicing provided by 

DMOs. If it is not possible to obtain block funding from the Commonwealth, then the Department should 

institute a policy requiring DMOs to complete Medicare forms for their patients. 

Medicare Agreement 

The Extent Of Financial Disadvantage Experienced By The Territory Under The Current Medicare Agree

ment, Its Effect On Commonwealth Special Purpose Grants, And Mechanisms To Redress The Situation 

Should Be Identified For The Purpose Of Renegotiating A New Agreement 

The Medicare agreement between the Commonwealth Government and the Northern Territory took effect from 

1July1988 and was signed on 15 March 1989. It has a duration of five years until 30June1993. Presumably in 

late 1992/ early 1993 the Northern Territory Government will have the opportunity to renegotiate the agreement. 

Up until 1988 the Northern Territory received a Medicare Compensation Grant and a Health Grant as 

compensation for loss of revenue from public patients and other costs associated with the introduction of 

Medicare. 

However, a new program for funding hospitals was introduced in 1988 to apply from July of that year. From 

this date, the Territory only received a Hospital Grant, which was indexed by general cost increases (award wage 

and CPI) plus an age-sex weighted population factor. The new arrangement involved a significant redistribution 

in funds identified for hospitals. The Northern Territory's grant in 1988 exceeded $50 million and reduced to $20 

million the following year, offset by an increase in general revenue assistance. 

The extent of this disadvantage has been identified in the Draft Hospital Services report of Bernie McKay and 

Associates (March 1991), which shows clearly the effect of the Commonwealth discrimination against the 

Northern Territory. (see Exhibit over page ). It is, of course, arguable that the Northern Territory is 

recompensed for this disadvantage through mechanisms under the Commonwealth Grants Commission, e.g., 

Special Purpose Grants. 

It should be noted that the same basis of determining Hospital Funding Grants will apply in the 1991/92 Budget 

allocation, and the Northern Territory will continue to be bound by the general and specific conditions of the 

Medicare Agreement. 

It is therefore important that the Department of Health and Community Services and the Northern Territory 

Treasury participate in joint evaluations of the current Medicare Agreement in preparation for the re-negotiation 

in 1993. Such an evaluation should also examine the benefits to the Territory of off-sets under Commonwealth 

Grants Commission Special Purpose Grants. 
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Hospital Services Funding 
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Diagnostic Services 

In 1977, State hospital systems throughout Australia set up trust funds which enabled staff specialist pathologists 

and radiologists to privately bill all private patients and pay the hospitals for the use of the pathology and 

radiology equipment. 

These trust funds were set up because Section 17 of the Health Insurance Act specifically excludes payment of 

medical benefits to a hospital. Under the original Medibank Act in 1973 it was possible for hospitals to "double 

dip" through the Medibank funding and Medibank itself. In 1977 the Medibank Mark II health insurance scheme 

was in place and evidently, because the health funds were paying part of the medical benefits, it was considered 

that shifting the hospital pathology and radiology costs onto the health funds was quite fair. As it turned out, 

this contributed to the downfall of Medibank Mark II. 

Basically, the trust system works as follows. The hospital bills in the names of the specialist, pathologist and 

radiologist for all private and compensible patient diagnostic services. All monies collected are paid into the trust 

and eventually the trust pays the hospital up to 60 per cent in the form of rents. From the balance, payments are 

made for the expenses of the trust and to the staff specialist (up to an annual amount not exceeding 35 per cent 

of the basic salary) and the remainder to a Hospital Management Board Account for miscellaneous expenses, 

study and research costs. 

It appears as though the Northern Territory Hospital system has not fully availed itself of this mechanism to raise 

additional revenue, although at least one staff specialist trust fund is in existence for each of the Alice Springs 

and Royal Darwin Hospitals. How much additional revenue.could be raised by supporting this arrangement 

can be determined by a study of the specialist, pathology and radiology services provided to eligible private 

patients, who are not presently being billed as such and hence the revenue is foregone. 

Charges for Hospital Services 

The Medicare agreement specifically sets out what may be charged by a public hospital. 

Firstly, Clause 9.1 states that any eligible patient, excluding a compensible patient or a nursing home patient who 

elects to be a public patient, will be entitled to receive, without charge, care and treatment as a public patient. 

Clause 9.2 states that all other categories of patients (i.e., compensible patients) may be charged an amount 

determined for those categories by the State Minister. In the Northern Territory, compensible patients are treated 

as private patients and they should be charged for bed costs and medical fees. Previously these costs were not 

recovered. Legislation was introduced in May 1991 which enabled the Minister to set a levy for compensible 

patients. The legislation applied retrospectively back to July 1990. Prior to this there was no charge against 

insurers for compensible patients. By comparison, New South Wales has endeavoured to charge the full cost 

recoverable rate for compensible patients for many years. 
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Clause 9.3 of the agreement also enables private patients, private nursing home type patients, compensible 

patients and ineligible patients (i.e from overseas countries without reciprocal health care arrangements) to be 

charged for "professional services (including diagnostic services), dental services, prostheses and such other 

services as may be agreed between the Commonwealth Minister and the Northern Territory Minister''. In 

practice "other" services are included in the all-up accommodation and medical fee charges levied in the 

Northern Territory. It is recommended that the all-up fee should be disaggregated into the component costs of 

each of the unbundled services for the purpose of establishing proper cost recovery on each service. 

Clause 9 .4 enables outpatients in the Northern Territory to be charged for pharmaceuticals, prostheses, aids and 

appliances, home modifications, and "other services as agreed between the Ministers". The Northern Territory 

does not charge any fees for prescriptions issued by the hospital pharmacy. Public hospitals that do not make 

a charge for these services and items run the risk of having the demand for the "free" services escalate and 

alternative sources of supply becomeunviable. It is therefore important that'proper charges be raised. Most State 

governments, for example, raise a fee of between $2.50 for Health Card carriers and a set fee for general patients. 

A safety net provision applies for card holders and those patients on lower incomes. Only Queensland raises 

a charge for pharmaceutical prescription items for the same amount that would be charged if the prescription 

was filled at a pharmacy. Such a charge and safely net policy similar to interstate could be introduced and should 

be investigated further. 

Shifting Outpatient Services 

During the course of the Review it was suggested by the Department staff, that some additional savings could 

be obtained by introducing private medical centres for outpatients alongside the hospital campus in both Alice 

Springs and Darwin. In the case of Royal Darwin Hospital such a service is already available at the neighbouring 

Private Hospital. 

There is also an independent aboriginal medical service and other private general practitioners operating in Alice 

Springs who provide medical services to outpatients of the hospital. 

Moving more of these activities off campus at Alice Springs would transfer outpatient, and accident and 

emergency services into the private sector funded under Medicare bulk-billing arrangements and reduce 

hospital costs. 

While it may be theoretically possible to shift the cost of outpatient services in Alice Springs to Medicare by 

encouraging patients to go to nearby private medical centres and thereby reduce the services offered by the 

hospital outpatient department, the Commonwealth does have the right to claw back savings made in this 

regard. Whether it would, in fact, claw back savings in respect of shifting outpatient services is not known, 

particularly given the need to encourage more viable private sector medical providers in the Territory. 
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However, based on an estimated 25 low dependency patients per day there appear to be insufficient outpatient, 

and accident and emergency patient numbers to support a new private medical centre during normal 

consultation hours over and above the facilities already in place. Under this assumption shifting outpatient 

services to a private medical centre is not feasible. 

Other recommendations in relation to introducing charges for Diagnostic, Hospital (pharmaceutical, for 

instance) and other Services have been developed previously in this Chapter. 
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VI 

ADMINISTRATIVE SERVICES 

RECOMMENDATIONS 

6.1 INEFFICIENCIES IN ADMINISTRATIVE SYSTEMS 

The Department Should Review Its Delegations To Provide Line Management With An Appropriate Level 

Of Authority 

Discussions with managers in the field have identified inadequacies in the current level of delegation and 

authority. The common complaint was "I am provided with an MSL (Maximum Staffing Level) and budget, but 

then have to go through six more people to gain approval to engage staff or spend funds". Some examples are; 

• For Alice Springs Hospital to engage a nurse on temporary employment requires the Assistant 

Director of Nursing Administration to complete an" Approval to Fill Vacancy'' form. These forms 

must be reviewed by five managers before being approved: Director of Nursing; Chief Executive 

Officer, Alice Springs Hospital; the Personnel manager; the Director Management Services; and the 

Regional Director. 

• While the Secretary has the power to delegate his authority to employ staff on a permanent basis, 

and has done so, he cannot further delegate the authority conferred to him by the Public Service 

Commissioner to engage staff on limited tenure or as a casual employee. 

• To be effective, disciplinary action needs to be resolved quickly in the workplace. Currently any 

disciplinary action is a long and complicated process. Under the Public Service Act, the Secretary 

must first approve the appointment of an authorised officer before charges are drafted by the 

Department of Law. An inquiry officer is then appointed to determine whether the charges are 

sustainable. Th~ chain of approval and authority results in unnecessary delays in dealing with 

problems. 

The above examples are not isolated. The fault in the system lies, in the main, with inappropriate levels of 

delegation. While the department executive has an expectation that managers will in fact manage, the 

mechanisms do not exist to allow them to do so properly. 
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Existing departmental policies allow for the delegation of authority to the section head level, but in many cases 

senior management are unwilling to delegate these authorities and require actions be forwarded to them for 

approval. This has a number of deleterious effects: 

• Slower response time 

• Potential bottle-necks at managerial level 

• Loss of moral among lower-level staff. 

Delegations need to be reviewed to ensure that all cost centre managers have appropriate delegations and are 

aware of these delegations and their attached responsibilities. Managers must be held accountable for their 

actions. 

When Reviewing The Public Service Act, The Public Service Commissioner Should Take Account Of The 

Need To Provide Department Heads With Powers Which Can Be Delegated 

In some cases the problem lies within the Public Service Act itself. A number of powers of the Public Service 

Commissioner have been delegated by him to Departmental Heads, who have no power to delegate further. 

Examples of these include the ability to: 

• fill vacancies by limited tenure appointment; 

• engage persons as consultants outside the Public Service Act ; 

• grant special leave without pay up to and in excess of 12 months; 

• approve conversion of half pay sick leave to full pay. 

There are a number of provisions in the Public Service Act which are exercisable by the Public Service 

Commissioner only and which would be more appropriately the authority of the Departmental Head. In the 

main, these relate to discipline of employees, dismissal on the grounds of inefficiency or ineffectiveness, 

retirement on the grounds of illness, and approval to fill vacancies by limited tenure appointment in excess of 

12 months. Delegation of these authorities would greatly facilitate the effective management of human 

resources. 

To effect changes will require amendments to the Public Service Act. We understand that a series of amendments 

has been proposed by the Public Service Commissioner and that those amendments may soon be the subject of 

a Parliamentary Bill. 

Average Staffing Levels (Budget Allocation) Should Be The Basis Of Counting Staff 

The Public Service Act requires that the Administrator of the Northern Territory approve the number and level 

of positions within each department. The number of approved positions are referred to as the Department's 

maximum staffing level (MSL). In determining the number of staff employed against the maximum staffing 

178 



level, staff on paid leave are included, whereas casual employees, and staff on workers compensation are not. 

MSL is administered using the computer system INTERPERS. 

The average staffing level (ASL) is determined each year through the budget process for all paid staff including 

casual employees and staff on workers compensation. Managers are advised on a fortnightly basis of the staff 

paid and cost. 

Reconciliation between the two systems can only effectively be done on a manual basis, which is time consuming 

and made more difficult because the budget programs and the organisational structure of the Department bear 

little relationship to each other. 

ASL should become the accepted way of counting staff, as approvals through the budget process recognise the 

real salary costs by including casual staff and workers compensation. 

We understand that the proposed Public Sector Employment And Management Act provides for the removal of the 

requirement for establishment to be approved by the Administrator, and that departments will determine their 

staffing needs in accordance with the budget process. This would remove the current difficulties, and we support 

it. 

Clear Departmental Procedures Should Be Developed For Moving Resources Between Programs 

The Department currently is highly regionalised, with Regional Directors having the ability to reallocate 

resources between programs to meet emerging priorities. While this may result in greater responsiveness to 

immediate community needs, the lack of consultation with program managers has resulted in the criticism that 

programs approved through the budget process, on the recommendation of the departmental executive, lose 

resources during the year. 

This has caused a degree of frustration for program managers, who have a responsibility to co-ordinate and 

comment on proposed resource levels, but have little ability to reallocate resources within a particular program 

to meet the changing needs of that program. It has been difficult for program managers to influence the 

reallocation of resources within a program between regions, due to the strong lines of control by Regional 

Directors. 

In the proposed organisation, because of the scarcity of specialist resources, program staff will need to be 

allocated between the districts and hospitals according to a visible and explicit formula developed as part of a 

resource allocation model. This allocation of staff to the hospitals and districts will be made by the Executive 

Committee. Staff deployment decisions will be jointly made by the Program Director and the District Managers, 

and where appropriate, the Chief Executive Officer of the area hospital. 
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Where staff numbers allow, dedicated program staff will be allocated to the districts. In some cases, a district 

may not need nor have a dedicated resource in a particular program area. As needs change or develop over time, 

such resources will be allocated through the resource allocation mechanism. In other cases, a notional allocation 

of staff will be made to allow sharing of a professional resource between hospitals and districts. 

Clear procedures will need to be in place to ensure an appropriate allocation of resources to the districts and 

hospitals and a mechanism for redeploying resources which is both flexible and equitable. 

6.2 POLICY AND PLANNING 

Chief Health Officer 

The Chief Health Officer Should Head The Policy And Planning Division 

The designation of Chief Health Officer (CHO) should be given to the Chief Medical Officer to reflect the health 

systems' broadened emphasis on more than the medical model. Currently, the Chief Medical Officer has 

responsibility for the general health and well being of Territorians. The responsibilities of office are extensive 

and include tasks prescribed under a number of Acts and Regulations including the Mental Health Act, the Food 

Act and various Public Health Regulations. 

In reflecting on the staffing and structure of the proposed organisation, there appeared to be commonalities 

between the role of the Chief Medical Officer and that of the Deputy Secretary Policy and Planning. By merging 

these roles, the newly-focused Chief Health Officer becomes an integral part of the team setting the overall 

direction of the Department. 

Four policy co-ordinators will support the CHO in this role. The Policy Co-ordinators will formulate 

department-wide policies. Division and program-specific policies and procedures will be the responsibilities of 

policy officers located in the divisions. These policies and procedures must be compatible with department-wide 

policies and procedures and require the endorsement of the Deputy Secretary Policy and Planning. In addition, 

to these responsibilities the Policy Co-ordination branch will be the main interface between the Department and 

other State and Commonwealth bodies on issues relating to Departmental policy. 

A Policy Co-ordinator will be responsible for each of the two Divisions of Community Care and Hospital 

Services. One of the Co-ordinators would be responsible for Aboriginal Health policy. The fourth Co-ordinator 

could provide support to the other co-ordinators as required. A support position would be allocated to this 

branch to assist with administrative work. 
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The Policy And Planning Division Should Have An Epidemiologist As An Integral Part Of The Planning 

Team 

An integral part of the Chief Health Officer's position is an understanding of the state of health of Territorians 

and the factors that influence that state of health. The CHO must have access to morbidity and mortality 

information that indicates levels of health within the Territory. For assistance with the analysis and interpreta

tion of these data, access to the services of an epidemiologist is essential. We have, therefore, located an 

epidemiologist in the proposed Policy And Planning Division. The projection of the extent of illness and the 

future health needs of the Territory is an essential first step in planning the services and facilities required to 

address those needs. 

Statistical data are collected throughout the Department, but there is no consistent framework for capturing the 

data, consolidating the information and analysing it on a systematic basis. These activities do occur, but they 

largely rest on the initiatives of individuals throughout the organisation or program heads. The results of the 

Activity Analysis highlight the variability of data collection. In total, activities relating to the collection and 

analysis of statistics occupied the time of eight full time equivalents. Approximately half of this occurred in 

Central Office (3.9 FfE), with Darwin Region accounting for 26 percent (2.1 FTE), Alice Springs 19 per cent (1.5 

FfE) and the remaining six per cent divided between Katherine and East Arnhem (0.5 FTE). 

Epidemiology is the study of health and disease in human populations including those factors that contribute 

to health and disease. The geographical distribution of a disease, the variations in its frequency at different times, 

and the special characteristics of people affected by it, provide the factual base for establishing policies on public 

health and preventive medicine and as such are integral components of any policy and planning team. Although 

the Department has had a position for an Epidemiologist for many years, the position has been vacant for about 
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four years. As a result, epidemiology in the Department has not had a central focus or a substantial input into 

departmental planning. 

We believe that this is a serious health management weakness which needs urgently to be rectified. Of all the 

health systems in the country, the Northern Territory's, above all others, needs an epidemiological perspective 

brought to bear in the strategic management of service delivery. We propose that the position of epidemiologist 

be located in the Policy And Planning Division, with the individual being given appropriate statistical support 

in the form of two statistical analysts. 

The responsibilities of this Branch will include the form:ulation of an epidemiological research program, the 

forecasting of health service requirements and the dissemination of research findings to health service groups. 

The statistical unit would also assist the other members of the Division in the general review, validation and 

interpretation of data from the field. 

Statistics will be collected in each program area in a format that meets both corporate and departmental needs. 

Staff have been allocated to the programs to perform these tasks. The data requirements and format will be 

determined by the Epidemiology and Statistics Branch in collaboration with program managers and division 

heads. 

Professional Boards 

The Department Of Health And Community Services Should Accept The Professional Accreditation Of 

Other States 

The purpose of registration is to protect the health and safety of the public. Statutory registration identifies those 

who possess the qualifications considered necessary for the safe, competent practice of a specific type of health 

care. 

The Professional Boards Branch is responsible for the issue of practicing certificates/registration of health 

services professionals in the Northern Territory, the verification of professional qualifications and the disciplin

ing of registered professionals where appropriate. It also approves memorandum and articles of association and 

prepares responses to enquiries by other registering authorities, institutions, government departments and the 

general public. The Branch provides secretarial services to the 15 established Boards in the Territory. 

In the pre-ERC organisation, Professional Boards reported to the Assistant Secretary Scientific Services within 

Central Office. The Branch currently retains nine staff who are responsible for maintaining the registers of the 

15 Boards. In 1989 /90 there was a total of 13,289 professional registrations across all Boards. Of these, 11,457 

were on the Nurses register, but only 3,455 held a current Practicing Certificate entitling them to practice in the 

Northern Territory. Total revenue from "registrations" amounted to $92,000 which partially offset the Branch's 

operational costs of $378,000. 
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The Exhibit below gives an indication of the level of activity that occurred in the previous financial year. As 

indicated 1,524 new registrations were approved. There was a relatively low level of activity in at least 14 of these 

Boards. 

Registrations In 1989/90 

New Total 

Nurses* 1,063 11,457 
Medical Practitioners* 212 800 
Pharmacists* 31 217 
Aboriginal Health Workers* 42 192 
Dentists* 20 106 
Natura paths 31 99 
Physiotherapists 44 75 
Radiographers 20 52 
Optometrists 5 46 
Occupational Therapists 15 42 
Psychologists 9 37 
Social Workers 15 31 
Chiropractors 5 31 
Dental Therapists 0 29 
Osteopaths 1 26 
Dietitians 4 20 
Speech Pathologists 7 16 
Dental Specialists 0 11 
Dental Hygienists 0 2 

Total 1,524 13,289 

• Professions that would not to be deregulated. 

Source: Departmental Data 

A proposal is currently under consideration by the Commonwealth and the States to introduce mutual 

recognition for most health-related professionals. When this occurs, there will be a nation-wide standard for 

professional accreditation that will largely eliminate the work being done by individual State Registration 

Boards. 

The Department should not wait for this move to mutual recognition, but should immediately accept the 

professional accreditation of other States with registration requirements similar to those currently being applied 

in the Territory. Evidence of State certification and proof of identity will be the criteria for registration and/ or 

the provision of a practising certificate in the Territory. 

There is a benefit gained in reducing the number of professional streams registered. At least 14 professions could 

be deregulated without ad verse affect on public safety. (These are indicated in 'the Exhibit on the opposite page.) 

This is generally consistent with practices in other States. Registration of Aboriginal Health Workers is unique 

to the Territory. We support the continued registration of Aboriginal Health Workers, but we believe a more 

practical system of achieving and maintaining registration should be devised. In addition, the existing Boards 

for Medical Practitioners, Nurses, Pharmacists and Dentists should remain unchanged until mutual recognition 

occurs. 
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The current administrative workload can be reduced by a more appropriate delegation of authorities to the 

Registrar, thus expediting the issue of Registration and Practicing Certificates. Boards would continue to be 

involved in those cases of an unusual or exceptional nature. This would greatly reduce the work required to 

prepare papers for Board consideration and the time spent in attending Board meetings. Applications deemed 

by the Senior Registrar to require Board consideration could, in most cases, be circulated for response rather than 

calling a formal meeting. 

A mechanism will need to bein place to address disciplinary matters relating to professions that are "deregistered'. 

These might include Naturopaths, Physiotherapists, Radiographers, Optometrists, Occupational Therapists, 

Psychologists, Socia.I Workers, Chiropractors, Dental Therapists, Osteopaths, Dietitians, Speech Pathologists, 

Dental Specialists and Dental Hygienists. Boards in the Territory associated with these professions would cease 

to exist independently but a Disciplinary Board would be established with representatives drawn from the 

profession and other members to consider disciplinary matters. Implementation of this recommendation will 

require legislative amendment to vary the role of a Board and its constitution and provide the Registrar with 

appropriate powers. 

The current process for registrations could be made more efficient through the automation of activities now 

performed manually. 

An administrative charge should also be introduced for the issue of provisional or conditional registration. 

Considerable time is spent in verifying qualifications, checking credentials and performing work experience 

checks. The charge should reflect these costs accordingly. 

Ministerials 

The Ministerial Liaison Branch Should Be Upgraded And The Head Of The Branch Should Participate In 

Departmental Executive Meetings. M.inisterial Responses Should Continue To Be Managed By Ministerial 

Liaison With The Divisions And Branches Being Responsible For Providing Relevant, Accurate And Timely 

Responses To The Ministerial Liaison Branch 

The wording in the recommendation in our Interim Report has been interpreted as proposing a centralised unit 

to actually prepare Ministerials drawing upon information provided by Divisions and Branches. In the light of 

those interpretations we should clarify our proposals. In essence, they are to have Ministerial Liaison continue 

to manage the process, but with a strengthened role and revised procedures to ensure that responses to 

Ministerials by action officers are accurate and timely. Going further than our recommendations in the Interim 

Report, we have also put a sharper focus on the interface between the Department and the Minister's Office. 

In the course of our interviews, Ministerial correspondence within the Department was almost universally 

viewed by staff as burdensome and a distraction from service delivery. The results of the Activity Analysis 

indicate, however, that by far the greatest demand on resources is placed on Central Office, with 72 per cent of 
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the total departmental time spent on Ministerial and Parliamentary Liaison activities occurring there. These 

Central Office activities requ\red a total of 8.1 FfE with an average cost per FfE of $40,000. 

Ministerial And Parliamentary Liaison 

445 Register and distribute Ministerials and Executive Council 
correspondence 

446 Prepare and/or check papers, information and responses related to 
Ministerial inquiries and correspondence 

447 Co-ordinate and track information flow between the Minister's Office and 
the Department 

448 Respond to parliamentary proceedings and Questions Without Notice 
and check Hansard 

449 Prepare Ministerial speeches and briefings 

450 Prepare and/or comment on Cabinet submissions 

Source: Activity Analysis Survey 

Time taken to respond to Ministerials for the regions, on the other hand, used far fewer resources. Of the residual 

28 per cent of time spent on Ministerials throughout the Department, Darwin Region accounted for 18 per cent, 

Alice Springs seven per cent, and Katherine and East Arnhem each approximately two per cent. Across the 

Department, some 11.2 FfEs were required to complete duties associated with Ministerials. Conservatively, 

Ministerial correspondence is costing the Department some $454,000 per annum. As well, a proportion of the 

Ministerial correspondence received is in relation to operational matters and could have been responded to 

directly by the Department. 

Our review of the processes for receiving, tracking and writing Ministerials within the Department revealed that 

a large amount of the resources expended is used to ensure quality control and punctual responses. When a 

Ministerial is received by Ministerial Liaison it is date stamped, registered on the computerised tracking system 

and in a manual register, copied and distributed to the action officer. A Ministerial may have to pass through 

a number of senior officers' hands before reaching the officer who will actually prepare the response. The 

response follows the same path on its return to Ministerial Liaison. Once received it is date stamped, logged into 

the tracking system, proof read and forwarded to the Secretary's Office for clearance. Upon its return to 

Ministerial Liaison it is then despatched to the Minister's Office. The movement of each piece of correspondence 

is monitored through the tracking system. 

If a response is rejected by Ministerial Liaison for any reason (and approximately 70 per cent are, the first time 

around), its movement back through the various areas is again monitored until it is returned to Ministerial 

Liaison. The rigid format, typographical errors and the need to follow up responses needing amendment 
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consume a great deal of Ministerial Liaison's time and are a source of great frustration to officers at all levels. 

Ministerial Liaison currently receives and tracks four types of correspondence for the Department. These are: 

• correspondence requiring Ministerial response (this generally requires a letter and a briefing note); 

• correspondence referred to the Department for action (which can often result in a Ministerial response 

or briefing) 

• correspondence passed to the Department for information purposes only (which is then directed to the 

appropriate individual for their information); and, 

• briefings and submissions originating in the Department for use by the Minister. 

The involvement of the Ministerial Branch in the latter two activities is minimal. Ministerial Liaison would 

continue to pass information to appropriate department staff, and the onus for submitting briefings and 

submissions would continue to lie with the appropriate action officer. 

Our comments in the Interim Report centred on the first two activilies which currently take a large proportion 

of Ministerial Liaison Branch's time. Much of this time is spent in the actual process of tracking Ministerial 

correspondence and editing the final documents for format and accuracy. Our recommendations were aimed 

at shifting the focus of the Ministerial Liaison Branch to be more proactive in reviewing the content of the 

Ministerial correspondence and checking it for compatibility with current departmental policy and procedure. 

To accomplish this will require a change in the current role of the Branch, with the provision of more direct 

relations with the Minister's Office. 

In general terms, efficiencies to the system of Ministerials will be obtained through two principal mechanisms; 

• Minimising the number of people who would need to endorse the Ministerial before being 

forwarded to the Minister's Office. This can be done in two ways. Firstly, by raising the skills level 

of Ministerial Liaison staff and their access to current information on policy and procedure, they will 

be better positioned to review the accuracy of all Ministerial correspondence. Their placement 

within the Policy and Planning Division will help facilitate this process. And, secondly, by raising 

the status of the Branch head and having him/her participate as an observer in Executive meetings. 

• Streamlining the process of editing responses and transmission through greater use of computer 

networking. While responsibility for responding to Ministerial correspondence will still lie with the 

identified action officer, Ministerial Liaison officers will work closely with the action officer to 

ensure that the responses meet established standards with regard to content and format. The action 

officer will write the initial draft response which will be electronically transferred to the Ministerial 
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Liaison Branch, which will then check for correctness of format and accuracy. Modifications will 

be made in conjunction with the action officer who will need to verify any changes before the 

Ministerial is sent to the Minister's Office following endorsement by the Secretary. 

In the Interim Report, we made the point that there was scope for a reduction in the public expectation for the 

response time for Ministerial correspondence. We accepted that Territorians were accustomed to a speedy 

response to letters sent to the Minister which the Department was called upon to answer in draft for the Minister. 

We simply made the point that, in general, other states accept a longer response time for Ministerial correspond

ence and that the current Northern Territory Health and Community Services standard came at a financial cost 

- a cost which was ultimately borne by people in the Territory. Conservatively, we calculated that the cost of 

answering Ministerial correspondence is currently $240 per letter. 
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Liaison Branch, which will then check for correctness of format and accuracy. Modifications will 

be made in conjunction with the action officer who will need to verify any changes before the 

Ministerial is sent to the Minister's Office following endorsement by the Secretary. 

In the Interim Report, we made the point that there was scope for a reduction in the public expectation for the 

response time for Ministerial correspondence. We accepted that Territorians were accustomed to a speedy 

response to letters sent to the Minister which the Department was called upon to answer in draft for the Minister. 

We simply made the point that, in general, other states accept a longer response time for Ministerial correspond

ence and that the current Northern Territory Health and Community Services standard came at a financial cost 

- a cost which was ultimately borne by people in the Territory. Conservatively, we calculated that the cost of 

answering Ministerial correspondence is currently $240 per letter. 

This is not to say that Ministerial correspondence and liaison is not an important part of departmental activities. 

Having the capacity to brief the Minister and respond to correspondence both from the public and between the 

Minister and other Government agencies is a fundamentally necessary and important requirement of Govern

ment. The point, however, was that those requirements can more cost-effectively be met by restructuring 

administrative arrangements. 

While we have persisted in the view that restructured arrangements would provide a more efficient procedure 

for Ministerials, we acknowledge and accept that the public expectation of a response directly from the Minister 

is well established. Hence, we have limited our recommendations to those aspects which can ensure a more 

efficient and effective response. 

The most significant change we propose is that the Director Ministerial Liaison attend meetings of the Executive 

as an observer, in order to upgrade the priority given to Ministerial matters, and ensure that Ministerial Liaison 

is aware of any changes to policy that may have department-wide ramifications. The Ministerial Liaison Branch 

would continue to be the point of co-ordination for all Ministerial briefings, Cabinet submissions and Ministerial 

correspondence referred to the Department for direct action. 

In summary, then, we recommend the following be implemented, in association with the Minister's Office: 

• Ministerial Liaison be upgraded and the Director Ministerial Liaison attend Executive meetings as 

an observer, firstly, in order to reduce the number of reporting "authorisations" necessary to 

process Ministerials and, secondly, to be aware of any changes to policy that may have department 

wide ramifications. 

• Guidelines be established to more clearly define the role of the Minister's Office and that of the 

Ministerial Liaison Branch of the Department; 

• Ministerial responses continue to be prepared by Action Officers; and 
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• Completion of computer networking through the Department be expedited in order to minimise 

delays in revising text, making corrections, and to reduce the need to make multiple hard copies. 

6.3 HUMAN RESOURCE MANAGEMENT 

The human resources of an organisation are a critical component in the capacity of that organisation to meet its 

objectives of service delivery and client satisfaction. In ensuring the well-being of employees in their work 

environment, an organisation can opt to provide a range of Human Resource Services. Our proposed structure 

for the Human Resource Management Division is based on our perception of the needs of the Department and 

our assessment of the best means of effectively meeting those needs while containing costs. 

The Human Resource needs of the Department fall into five separate but overlapping branches. These are: 

• Industrial Relations - activities related to award negotiations and interpretation; 

• Organisational Strategy and Development - aimed at ensuring the appropriateness of the organi

sational structure, the mix of staff resources, the correct evaluation of positions and the maintaining 

of organisational documentation. 

• Human Resource Services - activities aimed at the well being of employees in their workplace, e.g., 

Occupational Health And Safety, Workers Compensation, employee relations and managerial 

advice on broader human resource issues; 

• Staffing Operations - the fundamental personnel activities of payroll and recruitment; 

• Staff Training and Development -identification of training needs, co-ordination of training activi

ties and other staff development functions. 

In addition to the above functions, the position of Chief Nursing Advisor has been placed within the Human 

Resource Management Division to advise the Assistant Secretary on matters pertaining to workforce planning 

and continuing education for nurses. This position will also carry wider responsibilities related to nursing 

practice within the Territory. These include the formulation of nursing policy for the Territory, the selection of 

Directors of Nursing within the Department and membership on the Nurses Board. 

A functional organisation chart of the Division is given on the over page. 

These tasks are to be carried out within the framework of the Human Resource Management Division with a 

heavy emphasis on devolution of service delivery to the operating divisions. Central Office activities will 

concentrate on the formulation of department-wide human resource (HR) policies and procedures and the co-
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ordination of HR service provision throughout the Territory. This is more fully described in the pages that 

follow. 

Human Resource Management 

(Proposed Functional Organisation Chart) 

I 
lndustr1al 
Relations 

• Award negotiations 
& interprotatlon 

• Union negotiations 
• JR policy development 
• Training line managers 

in JR responsibilfties 
• Disseminating Awald Advices 

& providing advice to managers 

Chief Nursing 
Advisor 

I 
Organisational 

Strategy & Design 

• Worldorce planning 
• Organisational design 
• Establishment control 
• Job evaluations 

• Advocacy Service to JR Commission 
• Research of Industrial Relations trends 

Central Office Functions 

Assistant Secretary 
Human Resources 

Human 
Resource 
Services 

• Management advice 
• Errpioyee counsel/Ing 
• Redeployment/redundancy 
• Compensatlonlrehabllftation 
• Occupational health & safety 
• Grievance rosolution 
• Dlsclpllne 
• Conditions of Service 
•EEO 

Project 
Team 

I 
Staffing 

Operations 

• Recruitment 
• Resignation 
• Appointment 
•Promotion 
• Transfer 
• Leave management 
• Overtlmelpenanies 
• Higher duties 
• Salaries 
• Superannuation 

I 
Staff Training & 
Development 

• Personnel development 
• Scholarships 
• Management development 
• Professional development 
• Statutory training (nurses & welfare) 
• AHW training 
• Career path piannlng/counselling 
• Succession planning 
• Training Guarantee leg/slat/on 

The Human Resource Management Division Should Have A Central Office Human Resource Project Team 

Which Undertakes Projects For The Executive On HRM Issues 

In Central Office it is proposed that a project unit, made up of four Project Officer positions, be created to address 

strategic human resource issues, and to ensure that appropriate resources are available to tackle ad hoc projects 

that may arise. The role of the Project Officers will vary depending on identified needs. A Project Officer will 

be appointed to undertake a specific, fixed-term task within any of the HRM functional areas, and may either 

work directly to the Assistant Secretary, or be placed within one of the human resource management branches. 

The jobs may be filled by staff from within or outside the human resource management division. It is important 

that the jobs not be filled on a permanent basis, to ensure that the flexibility exists to address issues as they arise. 

Major projects envisaged for the first two years might include: 

• the development of a Managers' Handbook which will contain a guide to human resource 

management practice; HR policy and procedural guidelines, and streamlined forms wherever 

possible; 
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• a review of training needs for physical grade positions to redress the balance of training in the 

Department. Information contained in the departmental survey for Training Guarantee Legislation 

indicates that in 1989/90 expenditure on training as a percentage of salary compared to the 

percentage of current funded positions identified that physical grades receive less than one per cent 

of training, yet represent 16 per cent of departmental staff. The project will be undertaken within 

Hospitals and will identify, develop and conduct training across the various functional areas, e.g., 

catering, cleaning and laundry services in accordance with multi-skilling requirements of Award 

Restructuring; 

• the development of an Equal Employment Opportunity Management Plan (EEOMP) for the 

Department, in line with the Government's direction that all departments develop EEOMPs; 

• the development of departmental policy and procedures on Occupational Health and Safety, with 

a specific emphasis on ensuring that the Department is not in breach of the requirements of the Work 

Health Act or of its common-law responsibilities as an employer. 

The Project Unit would not be staffed on a permanent basis. Resources would be drawn from other areas to 

undertake specific projects which have been identified by the departmental Executive or the Assistant Secretary, 

Human Resource Management. Projects undertaken could relate to any aspect of human resource management 

including staff development or Territory-wide recruitment campaigns. 

An Organisational Strategy And Development Branch Should Be Established 

An Organisational Strategy and Development Branch should be established to advise managers on all aspects 

of organisational planning and development, including procedural items relating to staff positions, e.g., titles, 

position levels, job description format. In addition, the Branch will track the staff resources of the Department 

and identify future resource needs resulting from retirements, terminations and program changes. 

Three positions have been allocated to the Branch. The Director Organisational Strategy and Development 

reports to the Assistant Secretary HRM and is responsible for workforce planning, job design and evaluation 

projects and establishment control. The Branch will also be responsible for ensuring that accurate organisational 

charts are maintained, together with up-to-date job descriptions and other HR organisational documentation. 

Operation Of The Job Evaluation System Needs To Be Significantly Improved 

The Northern Territory Public Service introduced a new Job Evaluation System (JES) during 1989 /90 for all jobs 

in the Administrative, Professional and Technical streams. The time frame set for implementation was designed 

to meet the reporting requirements of the Industrial Relations Commission in regard to Award Restructuring, 

rather than any analysis of the time required to analyse and evaluate the positions in question. Evaluators were 

given a two day training period, and then formed into panels of three people from different departments. 
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Employees who occupied the positions were advised of the initial evaluations, and they, and management were 

allowed to appeal the outcome. The result was that the majority of positions which were downgraded during 

the initial evaluations were appealed and subsequently re-evaluated upwards. The system was, therefore, seen 

as one capable of manipulation and therefore not credible. 

While it is not productive to dwell on the past, care must be taken in the ongoing maintenance of the JES to 
ensure that positions are evaluated fairly and on the basis of knowledge gained both by a written description 
of the position, workplace visits and discussion. Where ongoing JES work identifies poorly classified jobs, 
they should be addressed as circumstances allow. 

Industrial Relations 

Responsibility for Employee Relations Should Be Moved From the Industrial Relations Branch To The 

Human Resource Services Branch 

It is proposed that the Industrial Relations Branch be sharply focused and report directly to the Assistant 

Secretary, HRM. There are a number of key awards which relate only to the Department of Health and 

Community Services, e.g., Nursing Award, Medical Officers Award, and these require dedicated resources to 

research trends in Australia, prepare submissions for the Public Service Commissioner, and represent the 

Department/Government at hearings locally or interstate (in the case of Nurses where Award conditions are 

being reviewed Australia-wide). 

Prior to ERC this Branch comprised two staff members. The decision arising from the Department's submission 

to ERC was that the additional function of Occupational Health and Safety should be allocated to this Branch, 

with staffing being increased to five. Occupational health and safety, and employee relations are more 

appropriately handled as close to the workforce as possible. There is a strong interrelation between these 

functions and the broader human resource management functions, and thus we believe that these functions 

should be within the Human Resource Services Branch. 

We, therefore, recommend that a Unit of two staff be established as the Industrial Relations Branch of the Human 

Resource Management Division, reporting directly to the Assistant Secretary, HRM and undertaking the 

following functions; 

• Award negotiations and interpretation; 

• Union negotiations; 

• IR policy development; 

• Training line managers in their IR responsibilities; 

• Disseminating Award Advices and providing advice to Managers; 

• Advo~acy Service to the Industrial Relations Commission; 

• Research into Industrial Relations trends. 
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