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BACKGROUND

The national and global health workforce shortage, changing community expectations and generational change in attitudes to workforce participation are all key drivers in looking at the health workforce and how it will meet the demands of the future population.

John Menadue says that the health workforce is more appropriate to meet the needs of the 19th than the 21st century.
 In considering the medical workforce this statement has some resonance. While for example, technology has produced many advances the changes in healthcare delivery the career pathway and the way doctors are trained and work in a hospital has changed little over the years.

The current common career pathway for a doctor after completing university is to complete an intern year and another unstreamed resident year before embarking on specialist training through a College based training program.

The Career Medical Officer (CMO) award has provided an industrial framework for doctors not in a specialist training program; they are not seen as a mainstream part of the workforce. There is no career pathway for the doctor who does not want to pursue specialist training (for whatever reason) but wants to continue to work as a doctor in the public hospital system. The professional development of this group of doctors is not attended to in a structured manner. The Career Medical Officer is considered by many to be an oxymoron, in that it is not seen as a career.

The reasons for the medical workforce shortage are multiple and complex. Changes to the way that existing doctors work have contributed to the workforce shortage.

Medical practitioners are decreasing the number of hours worked. In 2002 medical practitioners worked an average week of 44.4 hours, which was a decline from 1996 when they worked an average of 48.1 hours. Therefore, even though the medical practitioner numbers increased from 260 to 275 per 100,000 populations from 1997 to 2002, due to the decrease in hours worked there was a decrease in the FTE participation rate per 100,000 populations from 278 in 1996 to 271 in 2002.

A study undertaken of the medical student attitudes on balancing work and family found that most participants wanted  to balance work, family and other aspects of lifestyle  and that these decision would influence their career decisions. The study showed a generational change to attitudes in work-life balance with students indicating they had learnt from the mistakes of previous generations.

Use of locum medical officers to fill junior and middle level shifts in the NSW public hospital system has increased over recent years. The reasons for this increase appear to be multiple, and even though there are not accurate figures available on the number of doctors working as full time locums it is clear that there is a pool of people who have opted not to pursue specialist training and instead work as a locum.

In this current climate of workforce shortage and generational changes there is both an opportunity and an imperative to look at how medical practitioners can work in the health system to provide quality patient care while at the same time meeting their career and lifestyle needs.

THE HOSPITALIST MODEL

There have been a number of initiatives in several countries to improve inpatient management of patients and address the problem of fragmented patient care, thus improving the quality of care during the patient journey. Improved care coordination is seen as the key means of improving patient care. One of these initiatives has been the introduction of Hospitalists.

The United States Model:

The term ‘Hospitalist’ was first introduced in the United States. The first ‘Hospitalist’ programs commenced in the early 1990’s and in 2006 there are 10,000 to 12,000 Hospitalists employed in 1,500 hospitals within the hospital system in the US. The Hospitalist in the US is a Specialist Consultant working solely in the hospital system to coordinate care. The Society of Hospital Medicine (SHM) in the USA defines Hospitalist as a physician whose focus is the general medicine care of hospitalised patients.
 Residency programs for Hospitalists leading to Fellowship have been established in the United States.

The Proposed Australian Model:
In the Australian context, a Hospitalist will be a medical practitioner employed by an Area Health Service who is not in a training position and is not working towards a Fellowship in any of the Learned Colleges. The Hospitalists’ principle focus will be the provision of quality clinical services to patients both in and out of hospitals to ensure that the patient’s journey is coordinated and as effective, efficient and as safe as possible.

The Hospitalist will be the medical officer specialising in facilitating and coordinating the care and care systems for patients as part of the patient’s complete journey.  The Hospitalist’s primary responsibility will be for the coordination of care and patient flows across specialties.  This model requires that the Hospitalist is a generalist, i.e. has skills and knowledge in a number of different disciplines.  Hospitalists may work in wards, a group of wards in a facility, outpatients, and community settings with the chronically ill and elderly and other complex groups.  The role is focused on  coordinating a patient’s journey across a number of departments such as ED, wards, and community, rather than organ based specialty (e.g. Cardiology), a disease (e.g. Oncology), or a patient’s age (e.g. pediatrics).  This journey is fragmented and lack of coordination often leads to poor clinical outcomes.  Improved care coordination is seen as a key means of improving the quality of patient care.

The specialist team will remain responsible for decisions regarding therapeutic interventions.  It is expected that the Hospitalist and the specialist teams will work closely and collaboratively so that the patient will receive timely and appropriate care.  The Hospitalist, can undertake therapeutic interventions only by delegation from the applicable Specialist.

The Hospitalist will also work under the manager of a clinical stream or facility in order to function effectively in coordination of care between disciplines. The Hospitalist will have a broad base of clinical skills in initiating treatment in seriously ill patients, but also has skills to manage multiple minor complaints and to consult with a range of surgical and medical specialties as required.  The Hospitalist will work in conjunction with the specialist team, with the relevant Specialist retaining legal responsibility for the patient, i.e. the Hospitalist works like an advanced trainee or senior registrar but with a broader coordination role and less specialist therapeutic skills. The Hospitalist will also require skills and understanding of the total health care system and be able to liaise with external providers in health and non-health related areas to ensure coordinated and effective care is provided.

It is proposed that the Hospitalist will have a recognised career pathway with no expectation that the doctor will pursue specialist training although this can remain an option. Training and credentialing of the Hospitalist will be based on attainment and maintenance of competencies, within a recognised training framework leading to formal levels of certification and recognition linked to remuneration rather than completion of College or University examinations. 

For the Hospitalist to be a valuable member of the medical workforce they need to be promoted and supported by both the Area and Hospital Executive. They also need to be accepted by the specialties as making a significant workforce contribution that is complementary to specialist training. The Hospitalist will be interacting and working with Consultants and Specialty trainees and, therefore, must be accepted by them as a legitimate and valuable member of the team. 

THE HOSPITALIST IN THE TEACHING HOSPITAL

The Hospitalist will have a role in teaching hospitals and will work to the Specialist as well as to Administration in these hospitals, Specialists and their team will provide the expertise in clinical care in their specialty, Hospitalists will facilitate and coordinate the patient journey through various hospital departments and back into the community.

The Hospitalist will provide the teaching hospital with a stable and consistent workforce that is not subject to the rotational requirements of the current junior medical staff.  They will bring a consistent and reliable knowledge of the health service care processes, and policies including quality improvement, incident reporting and clinical pathways.  They will assist in relieving the pressures on Specialists when they are unavailable, for whatever reason, for instance when they are in their rooms, in theatres, at other hospitals incl. private hospitals etc., similarly in regard to registrars and junior medical officers when they are undergoing training, undertaking exams, or at other hospitals etc.

Hospitalists are likely to have a role in areas such as:
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Emergency Departments
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Aged Care Units
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General Medicine
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Surgical Units
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Mental Health Units

[image: image6.png]



Dialysis Units

THE HOSPITALIST IN METROPOLITAN, OUTER METROPOLITAN AND RURAL HOSPITALS

In many metropolitan, outer metropolitan and rural hospitals, medical teams are commonly lead by either Visiting Medical Officers or Visiting General Practitioners, whose time must be divided between competing obligations to the public system and their private practices.  In these circumstances, there is reliance on the medical team (i.e. the registrars or junior medical staff) if available, to coordinate care.

The Hospitalist will provide a stable workforce to assist the visiting staff in addressing the coordination of patient care with the objective of improving the overall quality of care.

They bring a consistent and reliable knowledge of the hospitals care processes and policies including quality improvement, incident reporting and clinical pathways.  They will assist in relieving the pressures on Specialists when they not directly available, for whatever reason, for instance when they are in their rooms, in theatres or at other hospitals including private hospitals etc;  similarly in regard to junior medical officers when they are undergoing training, undertaking exams or at other hospitals in the network.

The Hospitalist may play an important and significant role in providing an alternative to a trainee workforce, in outer metropolitan and rural hospitals.  It is sometimes difficult for smaller hospitals to provide the necessary training environment for trainees and the Hospitalist provides a viable alternative to the trainee to provide quality care to patients in these hospitals.  The Hospitalist may also play a significant role as a teacher and supervisor to trainees in these smaller hospitals.

In many smaller hospitals, the Hospitalist will be invaluable in the medical management of the hospital.

WORKING HOURS

Hospitalists would work an agreed numbers of 8— 10 hour shifts in a 24 hour, 7 day roster. 

It would not be acceptable to only require them to work weekends and nights or to fill in for vacant shifts of junior medical staff or CMO’s.  An appropriate roster needs to be developed which will see them providing after-hours cover but also in hours involvement in the hospital.  They would not be required to be on call.

PROFESSIONAL COMPETENCIES

Hospitalists will need to be skilled in a number of clinical  and non-clinical core competencies (See Annexure 2).  Some of these core competencies individuals may already have, given their previous clinical experience.  Other core competencies may need to be taught.  Clinical core competency training may need to be tailor made for the individual Hospitalist.

Competencies would be in 3 main groupings (see Annexure 2).  Clinical specialty knowledge, clinical skills and health system knowledge.

The individual Hospitalist competency requirements would be based on the position description.

EDUCATIONAL REQUIREMENTS

The entry point for Hospitalist  will be from the PGY3.  This will ensure they enter the career path with a base line level of clinical skills and understanding of the way health care is delivered.  The role may also attract specialists or GPs who wish to retire from private practice and work full or part-time in the public sector.

A program will be developed under the auspices of IMET to deliver training in Clinical Specialty modules relevant to the position, e.g. Emergency Care, Aged Care etc.  Procedural Skills relevant to the position, e.g. Intubation, resuscitation, general management and patient flow management, clinical safety system.

At the commencement of the Hospitalist Development Program it is anticipated that individuals from diverse medical backgrounds (General Practitioners, CMO’s, MMO’s, current specialists, Registrars, RMO’s) may wish to join the program.  Therefore, it may be necessary for flexible, individualised programs to be developed.

Hospitalist Training will be by acquiring relevant competencies through completing self-contained learning modules that allow doctors the flexibility to undertake the modules in a sequence and time frame determined by their own personal circumstances.  Successful completion of the training will be demonstration of achievement of the required competencies.

Training should be flexible, and each learning module will identify core competencies that need to be achieved.  Achievement of core competencies will be assessed on an ongoing basis during the module or at the completion of the module.  There may also be a requirement for evidence of ongoing practice (e.g. a log book or an electronic register), particularly for procedures.  There will not be a final examination.

The Hospitalist will be working in clinical areas while attaining core competency experience .By assessing competencies at the completion of each learning module a determination can be made about which areas and at what level the Hospitalist can work.

Those more senior medical staff entering the Hospitalist program will have their skills assessed against the required competencies. If they have already achieved the competencies then they will be accelerated through the program.

Training can be obtained through many different pathways:
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on-line
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local training
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formal courses
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recognition of prior learning
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skills centre training

The Hospitalist Steering Committee is proposing to work with the University Consortium, RACP, and IMET Skills Training Program to develop a program that could lead to achievement of Master of Medicine Program offered through the University of Sydney by distance education.

CAREER PATH
The Hospitalist’s career could involve either a long-term role in a particular position or changing at intervals with consequent expansion of competences to cover the new roles.  As they progress in terms of competencies and experience, the Hospitalist will be able to coordinate care for a larger number of patients and across more complex settings. Depending on their interests, they may develop expertise and specific competencies in areas such as mental health, emergency departments, anesthetics, chronic illness, clinical quality and management.

Opportunities for career development include progression to:
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Specialty training trough the relevant college
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Director of Medical Services
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Director of Clinical Governance
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General Management

A process of credentialing l Hospitalists needs to be developed from the commencement of the program. This should encompass a process for the recognition of additional competencies. In addition a process for attainment of Senior Hospitalist status also needs to be developed.

CREDENTIALLING

Each Area Health Service will need to develop, document, and formally implement a process for the assessment and recognition of the competencies for each individual Hospitalist against the position to which they have been recruited.

EDUCATIONAL PROGRAM DEVELOPMENT

Education program would be provided by the University Consortium on behalf of IMET, the Area Health Service and DOH.  The skills training components would be recognised by the Consortium as contributing to the certificate, Diploma or Masters qualification but provided through the IMET skills training program.

To allow flexibility of the program it is proposed that the majority of development training ( i.e.non-ward based) also be delivered as an online or CD ROM based to allow trainees the flexibility to access training when convenient. There may be scope for organising an annual or twice annual weekend residential program. This would provide a good opportunity for trainees to network.

REMUNERATION

It is proposed that the Hospitalist will be governed by the Terms and Conditions of the Public Hospital Career Medical Officers (State) Award.  Initially there needs to be some flexibility in the commencement pay scales due to people coming into the program at different levels and perhaps from different awards.

The initial training of Hospitalists will need to be over and above the requirements of the Award and Area Health Services will need to be flexible in this regard . The new CMO Award has provision for 7 days paid study which will provide sufficient time for on-going development.

Senior CMO category may be suitable for the Advanced Hospitalist in recognition of long term career commitment to this role.

PROFESSIONAL DEVELOPMENT

A Professional Development program needs to be developed for the Hospitalist In on-going development of competencies.  Guidelines need to be provided on how these competencies can be sustained and at which point refresher programs need to be undertaken.

It is particularly important for those skills that the Hospitalist is required to have, but may not be expected to use frequently and therefore deskilling may occur.  For example, airways management skills are a competency that will be required of the Hospitalist but one which they may not use with great frequency.  A system needs to be in place that allows skills maintenance and also a process of skills reassessment.

MEDICO — LEGAL ISSUES

As full-time Hospital/Area Employees Hospitalists will be covered under the Treasury Managed Fund for all issues arising out of their treatment of patients.

RELATIONSHIP WITH EXISTING HEALTH PROFESSIONALS

For therapeutic interventions, the Hospitalist will work under delegation from a Specialist Consultant who retains legal responsibility for the patient, i.e. the Hospitalist works like an advanced trainee of senior registrar.  The staffing complement of a hospital and clinical unit will vary from hospital to hospital.

In rural and metropolitan hospitals, the Hospitalist may substitute for a training Registrar and provide expert clinical care of the patients and also facilitate the patient’s journey using their knowledge and expertise.  In other settings, such as a teaching hospital, the Specialists and their Registrars will continue to provide the expertise in clinical care in their specialty but Hospitalists will manage the facilitation of the patient’s journey through a number of specialty areas and can also assist in care provision with the agreement of the specialty units under pre agreed delegations based on the Hospitalists competencies.

The Hospitalists relationship with Registrars will need comprehensive communication to establish clarity.  This will need to occur in the location in which they are employed emphasising that the Hospitalists focus is on ensuring that the patient’s care is coordinated and accurately handed on from unit to unit, both within and external to the hospital.

LINKS AND ROLES WITHIN HOSPITAL ADMINISTRATION AND MANAGEMENT

The management reporting line for the Hospitalist will differ depending on the organisational structure in operation in the Area Health Service.  Generally the Hospitalist should report to the Head of the Clinical Division/Stream Network as appropriate and also to the relevant general manager.

During the pilot phase:

In Sydney West, the Hospitalist will report jointly to the Clinical Head, Medical Division and the Clinical Stream/Network Manager for the Facilitation and Coordination of Patient Care. The Hospitalist will function in the Aged Care, Emergency Department and the Mental Health across the Area.

In Sydney South West, the Hospitalist (Campbelltown or Fairfield Hospital) will report jointly to the Head of the Division of Medicine at the facility and the Director of Medical Services. In the Campbelltown proposal the Hospitalist will function across the Division of Medicine.

In South Eastern Sydney & Illawarra (Southern Hospital Network), the Hospitalist will report to the Director of Medical Services.

In Northern Sydney & Central Coast, the Hospitalist will report to the Divisional Clinical Director and to the General Manager through the Director of Nursing.

LIKELY ASSOCIATED COSTS TO THE HOSPITAL AND PROPOSALS FOR FUNDING

PILOT PROGRAM COSTS — AREA HEALTH SERVICES

The costs for each Area of the pilot program will depend on the number of Hospitalists appointed as part of the Pilot Program.

The following numbers of Hospitalists have been proposed by each Area:

	Sydney South West
	2-3

	Sydney West
	10 (5 – Nepean, 5 – Westmead)

	South East Sydney & Illawarra
	4 new, + 5 Grandfathered

	Northern Sydney & Central Coast
	6
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Salary costs based on the CMO Award will be between $91,458 - $157,481 each, depending on the level of entry to the program and the applicant’s previous experience.
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Salary on-costs will be an additional 30% of salary.
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Educational Costs are of the order of $24,000 each, based on the costs of undertaking the Master of Medicine Program currently offered by the University of Sydney — as an example.

The starting salary applicable to the Hospitalists participating in the Program should be flexible and based on the participants clinical experience and expertise.  There needs to be some flexibility in the interpretation of the Award levels to encourage doctors to participate in the Program.

Funding for the salaries and training for these new positions will come from existing resources but with a seed funding allocation from the Department of Health for the first year of the Program ( as detailed below).

While the Area Health Service may utilise some of the funds allocated by the Department of Health for training costs in the first year of the Program, in subsequent years, the participants themselves may be required to meet these costs as is the case with other categories of staff in regard to their professional development.

PILOT PROGRAM COSTS TO BE FUNDED FROM THE DEPARTMENT OF HEALTH

The Department of Health has proposed that each Area Health Service receive once-off seed funding of $315,000 to cover costs associated with the introduction of the Hospitalists Program.  The utilisation of these funds will be up to each Area.

The Department of Health or IMET would establish a 0.5 FTE, Project Officer to manage the implementation of the Program.

A separate external evaluation of the Program would be commissioned in 2008/09 to report on the success of the Program.

	2007/2008:
	IMET/DOH Project Manager (0.5 FTE)
	$80,000

	
	Marketing
	$20,000

	
	Payment to Area Health Services
	$1,260,000

	
	Evaluation of Hospitalist Program
	$40,000

	
	DOH Contribution to the Hospitalist Program
	$1,400,000


MARKETING AND COMMUNICATIONS ISSUES

The Hospitalist is a category unknown in the NSW Health system and thus a concerted effort needs to be undertaken to educate current hospital/health service staff, the community, General Practitioners, medical schools and prospective candidates for Hospitalist positions about this new and exciting role.

The following strategies are suggested:
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Development of a Hospitalist information web site with access button on the DOH inter/intranet sites.
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Present to GMCT Executive and clinical specialty networks.
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Promotion at the local Area Health Service by presentations at Grand Rounds, presentations to Medical Staff Councils and other appropriate forums.
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Development of brochures and handouts for distribution to the community, health service/hospital staff, General Practitioners, prospective candidates for Hospitalist positions.
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Placement of ‘profile pieces’ in the medical press (Medical Observer) and mainstream press Sydney Morning Herald – Health & Science section.
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Presentations to Divisions of General Practice on the role of Hospitalist.
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Consultation with all the Royal Colleges on the role of the Hospitalist and how it will complement the role of Specialists.
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Use of recruitment ads as a promotion tool for Hospitalist that are ‘eye-catching’ and innovative.
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Presentations at College and other Health-related conferences.

[image: image28.png]



Presentations to medical students about the role and career pathway for Hospitalists.

GOVERNANCE OF THE HOSPITALIST PROGRAM

A Hospitalist Steering Committee (comprising DOH Area Health Services, ASCMO, IMET and Workforce branch) participating in the Hospitalist Program will have responsibility for the development of the Hospitalist Program including identification of those education modules that each Area can bring to the table for Hospitalist Development.

Oversight, implementation and coordination of the Hospitalist Program will be undertaken by a Hospitalist Program Steering Committee.  The Hospitalist Program Oversight Committee will comprise of the following:
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Deputy Director-General, Health System Performance (Chair)
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Representative of the AHS’s participating in the Hospitalist pilot program
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Representative of AHS not participating in the Hospitalist pilot program
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ASCMO

[image: image33.png]



Industrial Relations Branch, DOH
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Workforce Development and Leadership Branch, DOH
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Representative of IMET
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1 — 2 current Hospitalists
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University Consortia

The Steering Committee may require a number of sub-committees/working parties.  These would cover areas such as:
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Education
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Evaluation

The Steering Committee will receive monthly reports from the pilot sites on the Hospitalist Program.  At the end of 12 months, an external review of the Hospitalist Program should be undertaken.

Consideration should be given to the ongoing role of the Hospitalist Program Steering Committee.  The Hospitalist Steering Committee would continue to review the training program and ensure that training standards are maintained.

TIMEFRAME FOR IMPLEMENTATION

	July 2006
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Development of Marketing and Advertising campaign
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Establish funded positions
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Identification of potential Hospitalist participants
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Establish Hospitalist Steering Committee
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Commence development of educational framework
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Commence discussions with Colleges, ASMOF, Unions

	August 2006
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Commence Marketing and Advertising campaign to

Area Health Services
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Commence discussions with Divisions of General Practice,

Medical Staff Councils
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Commence development of learning modules
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Establish Hospitalist Oversight Committee

	September 2006
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Continue development of learning modules

[image: image51.png]



Continue Marketing and Advertising campaign to the community

	October – December 2006
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Continue development of learning modules

	January 2007
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First Hospitalists commence in Area Health Services
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Continue development of learning modules


AN EXAMPLE OF THE HOSPITALIST ROLE/ACTIVITIES/FUNCTIONS — ANNEXURE 1
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A Hospitalist may be available whenever a patient or family member needs to ask for information or may have a question when the Specialist or his/her team is unavailable.
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The Hospitalist will contribute to the provision of safe, quality care to patients in the 24/7 operation of health care facilities.
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Know how to expedite and improve care within the hospital environment. They are familiar with all of the key individuals and systems in the hospital, including medical and surgical consultants, discharge planners, specialty nurses, clergy and others.
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The Hospitalist can better facilitate connections with post-acute providers, such as home health care, skilled nursing care, specialised rehabilitation and others.
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The patient will remain under the care of the treating specialist. The Hospitalist will have a delegation to progress and facilitate care in order to ensure a smooth and efficient journey by deciding the overall care of the patient.
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The Hospitalist may make a clinical decision where the relevant specialist is not available in person, but always in consultation with the relevant clinician.
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The Hospitalist will have a long term role in the hospital/health service (not rotating every 6 months or so as a registrar) and are therefore, better able to develop a sustained level of trust with specialists and managers and able to assist in the orientation of new trainee medical staff.
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The Hospitalist can ensure that there are no necessary delays in the delivery of care and is able to facilitate action across the interface between specialties (e.g. ED, Aged Care or mental Health).
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The Hospitalist would communicate any decisions made about a patient to specialists, and his team promptly when the specialist or his team was unavailable. The specialist and his team would remain responsible for the quality of their specialty care.
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The Hospitalist has the flexibility to work at the bed side as well as taking management control in ensuring patient care is progressing without delay.
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The Hospitalist plays a role in integrating care and case managing the complex patient to ensure all the necessary components interact effectively.
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The Hospitalist coordinates a range of functions performed by individual specialty clinicians.
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The Hospitalist will not undertake private practice.
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The Hospitalist ensures systems are in place to provide safe care.
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The Hospitalist works in partnership with senior area and facility management and clinicians to facilitate the system that underpins the delivery of health care.
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The Hospitalist will work with other senior specialists to review and revise care delivery systems and participate in medical staff and relevant quality and clinical committees.
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The Hospitalist will work with trainee medical, nursing, allied health staff to ensure that they receive proper orientation and support.

COMPETENCIES FOR CONSIDERATION
— ANNEXURE 2

(as relevant to the position to which the person is appointed.)
CLINICAL KNOWLEDGE

Clinical Conditions Competencies

Adult

· Acute Coronary Syndrome

· Acute Renal Failure – acute and chronic

· Acute Asthma

· Alcohol and Drug Withdrawal

· Anaphylaxis

· Cancer – neoplasm’s and neoplasia

· Cardiac Arrhythmia

· Care of the Elderly patient

· Cellulites

· Chronic Obstructive Pulmonary Disease

· Community Acquired Pneumonia

· Congestive Cardiac Failure

· Constipation

· Delirium and Dementia

· Drug Safety, Pharmacology and Pharmcoepidemiology

· Fluid and Electrolyte Management

· Hypertension

· Ischaemic  Heart Disease

· Liver Disease- acute and chronic

· Medical Management of the Surgical Patient

· Minor Trauma

· Pain Management

· Palliative Care

· Patient Assessment

· Perioperative Medicine

· Respiratory Infections

· Septicaemia

· Stroke/TIA

· Therapeutics, indications, contraindications and adverse effects

· Urinary Tract Infection and Pyelonephritis

· Subarachnoid Haemorrhage

· Venous Thromboembolism

Paediatric
· Fluid management in the sick child

· Management of vomiting & diarrhea in children

· Management of the febrile child

· Management of acute airways in children including management of asthma, croup, bronchiolitis

· Identification and  management of Meningococcal Disease

Mental Health

· NSW Mental Health Act

· Management of acutely psychotic patients

· Assessment and management of suicidal patient

· Assessment and management of depression and anxiety

Diagnostic

· Chest Radiograph Interpretation

· Electrocardiograph Interpretation

· MRI Interpretation

· Test Interpretation — Biochemical, Blood Gases, Toxicology

PROCEDURAL SKILLS
· Basic and Advanced Life Support

· Lumbar Puncture

· Peripheral Venous access

· Catherisation

· Direct laryngoscopy

· Intercostal catheter

· Application of splints

· Resuscitation

· R/O foreign body

· Digital Nerve Blocks

· Cardioversion

· Uncomplicated suturing (lacerations superficial to fascia)

· Chest Drain insertion

· CV line insertion

· # reduction and dislocation

HEALTH SYSTEMS KNOWLEDGE
· Clinical Process Re-engineering

· Patient Flow Management

· Teaching

· Patient Safety

· Open Disclosure

· Risk Management

· Incident Management (incl. errors, near misses and system failures)

· Professionalism and Ethics

· Communication — the patient , family and GP, Breaking bad news

· Management

These lists are not exhaustive and will need to be flexible to meet the needs of the Area Health Services and the Hospitalist.

The Hospitalist Steering Committee will make recommendations on the extent of competencies required by the Hospitalist.
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Health System Performance, DOH

	Linda MacPherson
	Manager, Workforce Planning and Innovation

South East Sydney & Illawarra AHS

	Brent Mackie
	Marketing and Campaign Officer

DOH

	Abd Malak
	Executive Director, Workforce and Organisational Development,

Sydney West AHS

	Vin Massaro
	Managing Director, Massaro Consulting

	Kate Needham
	Executive Director

GMCT

	Lorraine  Perry
	Director, Massaro Consulting

	Evan Rawstron
	General Manager

IMET

	Tim Shaw
	Director, Centre for Innovation in Professional

Health Education, University of Sydney

	Clare Skinner
	GMCT Representative (Locums)

	Michael Smith
	Director

Quality and Safety Branch, DOH

	Jane Street
	Acting Assoc. Director, Recruitment and Retention,

Workforce Development and Leadership, DOH

	Marie-Louise Stokes
	Medical Advisor

IMET
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