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FREEDOM OF INFORMATION REQUEST 

I refer to your application under section 30 of the Freedom of Information Act 2016 {the Act), 

received by Major Projects Canberra (MPC) on 6 August 2019, in which you sought access to: 

• Documents from the following tender, specifically the statement of requirements. - Surgical

Procedures lnterventional Radiology and Emergency (SPIRE) Centre Request for Tender for a

Health Planning Consultant.

Authority 

I am an Information Officer appointed by the Chief Projects Officer under section 18 of the Act to 

deal with access applications made under Part 5 of the Act. 

Timeframes 

In accordance with section 40 of the Act, MPC is required to provide a decision on your access 

application by 3 September 2019. 

Decision on access 

Searches were completed for relevant documents and 4 documents were identified that fall within 

the scope of your request. 

I have included at Attachment A to this decision the schedule of relevant documents. This provides a 

description of each document that falls within the scope of your request and the access decision for 

each of those documents. 

I have decided to grant full access to a!I relevant documents. The documents released to you are 

provided as Attachment B to this letter. 

Charges 

I have waived fees associated with your access under section 107 2b of the Freedom of Information 

Act 2016. 

Online Publishing - Disclosure Log 

Under section 28 of the Act, MPC maintains an official on line record of access applications called a 

disclosure log. Your original access application, my decision and documents released to you in 

response to your access application will be published in the MPC disclosure log 3 days to 10 days 

Major Projects Canberra 

GPO Box 158 Canberra ACT 2601 I www.act.gov.au 
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FREEDOM OF INFORMATION REQUEST SCHEDULE 
Please be aware that under the Freedom of Information Act 2016, some of the information provided to you will be released to the public through the ACT 
Government’s Open Access Scheme. The Open Access release status column of the table below indicates what documents are intended for release online 
through open access.  

Personal information or business affairs information will not be made available under this policy.  If you think the content of your request would contain 
such information, please inform the contact officer immediately. 

Information about what is published on open access is available online at: https://www.act.gov.au/majorprojectscanberra/home 

FOI Reference Number Request Details 

MPCFOI2019/01 Documents from the following tender, specifically the statement of requirements. - Surgical Procedures Interventional Radiology and 
Emergency (SPIRE) Centre Request for Tender for a Health Planning Consultant. 

Ref No. 
No. of 
Folios 

Description Date Status 
Reason for non-release or 

deferral 
Open Access release 

status 

1. 1 – 1 Request for Tender No. 30064.400 18/07/2019 
Full 

Release N/A Full Release 

2. 1 – 1 Annexure A 2018 
Full 

Release N/A Full Release 

3. 1 – 1 Annexure B 2018 
Full 

Release 
N/A Full Release 

4. 1 – 1 Addendum 1 02/08/2019 
Full 

Release 
N/A Full Release 

Total Number of Documents 

4 
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1. INFORMATION FOR TENDERERS

1.1 Standard Conditions of Tender

1.1.1. Tenderers must read this Request for Tender (RFT) in conjunction with the Standard 
Conditions of Tender – Construction which Tenderers may download from Tenders ACT at 
tenders.act.gov.au 

1.1.2. To the extent of inconsistency between this RFT and the Standard Conditions of Tender, this 
RFT prevails. 

1.2 Interpretation 

1.2.1 In addition to any definitions in the Standard Conditions of Tender, the following definitions 
apply in this RFT, unless the context otherwise requires: 

1.2.1. Returnable schedules and Attachments to this RFT form part of the RFT. 

1.2.2. In addition to any definitions set out in the Standard Conditions some terms are defined in 
this RFT by including the defined term in brackets and bolded following the definition. 

2. PROJECT

2.1 Background

The ACT Government strives to deliver the safest healthcare system in Australia, delivering
high-quality, person-centred care that is effective and efficient. The ACT Health Directorate
manages the Territory’s public health system, with Canberra Health Services providing a
wides range of hospital and health services to the community – including tertiary hospital
services from the Canberra Hospital in Garran.

The Canberra Hospital is a key part of the ACT public health system and is the largest public
hospital and tertiary referral centre in the region – providing care for more than 500,000
people through a range of services including acute inpatient and day services, outpatient
services, women’s and children’s services, paediatrics and pathology. Canberra Hospital
has the Territory’s largest Emergency Department (ED) and Operating Theatre complex,
and is the principal teaching hospital in the Territory, in partnership with the Australian
National University (ANU) medical school and other universities in the region such as the
University of Canberra (UC).

In response to the forecast increase in demand for health services, caused in part by the
Territory and surrounding region’s growing and ageing population, the ACT Government is
investing significantly in new and expanded health infrastructure. As part of this, the ACT
Government has committed to the delivery of the Surgical Procedures, Interventional
Radiology and Emergency (SPIRE) Centre project at the Canberra Hospital.

https://tenders.act.gov.au/ets/index.do
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2.2 Statement of Requirements 

2.2.1. The Territory wishes to engage a suitably experienced and qualified consultant to 
undertake the development of a Functional Brief and Models of Care for the SPIRE project, 
which will involve engagement with key stakeholders, presentation of progress at key 
milestones to identified groups. 

2.2.2. The Services are as set out in Attachment 1 – Statement Of Requirements 

3. ASSESSMENT CRITERIA

3.1 Evaluation Methodology

3.1.1. In evaluating Tenders the Territory has as its objective the attainment of best value for 
money and not necessarily the lowest tendered price. 

3.1.2. Apart from the conformity with the requirements of this RFT, the Territory will evaluate 
Tenders in accordance with the criteria outlined below. 

3.2 Threshold Assessment Criteria 

No. Threshold Assessment Criteria Yes/No 

TC1 
Ethical Suppliers Declaration - Tender 

Tenderers are required to complete and submit an Ethical Suppliers 
Declaration in the form set out at ATTACHMENT 6. 

The contents of the Declaration and, without limitation to any other 
part of the Response, any other information made available to the 
Territory referable to the industrial relations and employment and 
work health and safety performance and record of the of the Tenderer 
may be considered by the Territory as part of its assessment of Tenders. 

 Yes/  No 

TC2 
Insurances 

Without limiting the insurance that is required to be held by the 
preferred Respondent by law (e.g. workers’ compensation) or under 
contract with the Territory, the preferred Tenderer will be required to 
take out and maintain: 

a. public liability insurance with coverage in the amount of not
less than $10,000,000 in respect of each occurrence; and

b. professional indemnity insurance with coverage in the
amount of $5,000,000 per claim and in the annual aggregate.

 Yes/  No 
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3.2.1. Tenderers that do not meet the above threshold Assessment Criteria may be regarded as 
non-conforming, and may not be considered for further assessment against remaining 
Assessment Criteria. 

3.2.2. Notwithstanding any other term of this RFT or Standard Conditions, the Territory may 
make enquiries of referees and take them into consideration as part of the assessment. 

3.3 Weighted Assessment Criteria 

3.3.1. The Territory will assess Tenders against the following weighted Assessment Criteria. 

3.3.2. At the conclusion of the assessment of the weighted Assessment Criteria Tenders will be 
assigned a numerical score for each weighted Assessment Criteria. 

No. Weighted Assessment Criteria Weighting 

WC1 
 Demonstrated Experience 

Tenderers are to demonstrate an appreciation and understanding of 
the project requirements and tasks including the following: 

a. Demonstrated understanding of the planning and preparation
of contemporary Models of Care and Function Briefs,
including clinical and stakeholder engagement, for projects
similar in size and complexity of the SPRE project.

b. Demonstrated experience in the preparation of contemporary
Models of Care and Functional Briefs for projects similar in
size and complexity of the SPRE project.

c. Integration of Models of Care for new facilities into an existing
Hospital campus similar to the Canberra Hospital

30% 

WC 2 Program 

Tenderers are to provide a program to deliver the project within the 
required time frame. 

20% 

WC 3 Resources 

Tenderers are to provide details of the nominated staff to complete 
the project including: 

a. Primary lead/contact for the project
b. List of nominated staff and their roles on the project
c. Updated CVs (indicating experience relevant to the proposed

tasks)
d. Any additional proposed resources that are NOT included on

the nominated Panel list (this must include a demonstration
of their past performance, referees and CVs)

Availability of the nominated personnel to work on the project 

20% 

WC4 Fee 

Tenderers are to provide the following: 

a. A completed Tender Pricing Schedule.

20% 
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No. Weighted Assessment Criteria Weighting 

WC5 Local Industry Participation  

The Territory will assess the extent to which the Tenderer has 
demonstrated that it will ensure capable local businesses are given full, 
fair and reasonable opportunity to participate in the provision of the 
Services during the term of the proposed contract. 

Respondents must complete and submit an Economic Contribution 
Test (ECT) by completing the form available at  
https://www.procurement.act.gov.au/canberra-region-lipp 

10% 

3.4 Non-Weighted Assessment Criteria 

Not used. 

3.5 Overall Assessment of Value for Money 

3.5.1. Following the evaluation of Tenders against the Assessment Criteria and prior to selecting a 
preferred Tenderer the Territory may undertake an overall value for money assessment of 
all Tenders, including taking into account: 

(1) the results of the evaluation against the Assessment Criteria;

(2) risk (which may include, without limitation, financial risk and risk arising as a result
of the Tender being assessed as an unacceptably high risk against any Assessment
Criteria);

(3) whole of life (WOL) costs; and

(4) any other matter set out in, or relevant to, the Government Procurement Act 2001
(ACT).

3.6 Assessment Timetable 

3.6.1. The proposed timetable for the procurement process relating to this RFT is: 

RFT advertised 18/07/2019 

RFT closes 06/08/2019 

Contract awarded August 2019 

Debrief unsuccessful Tenderers August 2019 

4. CONTRACT REQUIREMENTS

4.1 Form of Contract

https://www.procurement.act.gov.au/canberra-region-lipp
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4.1.1. The form of contract expected to be used for the Services required by this RFT is the 
Territory’s Construction Related Consultancy Agreement which can be downloaded from at 
www. tenders.act.gov.au. The Territory reserves the right in its total discretion to alter 
provisions of the contract and the form of contract if an alternative is determined to be more 
appropriate. 

4.1.2. The contract is expected to be for an initial period of three months 

4.2 Insurances 

4.2.1. Without limiting the insurance that is required to be held by the successful Tenderer by law 
(e.g. workers’ compensation) or under contract with the Territory, the successful Tenderer 
will be required to take out and maintain: 

(1) public liability insurance with coverage in the amount of no less than $10,000,000 in
respect of each occurrence; and

(2) professional indemnity insurance with coverage in the amount of $10,000,000.
Minimum requirement is $5,000,000.00 in the annual aggregate.

5. ADDITIONAL CONDITIONS OF TENDER

Not used.

5.1 Pricing

5.1.1. Tenderers must complete the pricing schedule at Schedule 2 of this RFT. 

5.1.2. Tendered pricing must be submitted in a single file separate from any non-price 
information including the Threshold Criteria, the Weighted Criteria and any executive 
summaries. 

5.2 Panel of Consultants or Contractors 

Not used 

5.3 Site Inspection or Industry Briefing 

Not used. 

5.4 Information Session 

Not used. 

5.5 Qualifications, Training and Knowledge 

5.5.1. The preferred Tenderer will be required to ensure that all employees are adequately trained 
and qualified to ensure that all Services are delivered in accordance with the requirements 
of the contract, and any relevant legislation and Australian Standard. 

5.6 Work Health and Safety Act 2011 

https://tenders.act.gov.au/ets/home.do
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5.6.1. The preferred Tenderer will be required to ensure that its business and all employees 
operate, in the provision of the Services, in accordance with the Work Health and Safety Act 
2011. 

5.7 Local Industry Participation 

5.7.1. The ACT Government is committed to ensuring competitive local businesses are given every 
opportunity to compete for government contracts.  The Canberra Region Local Industry 
Participation Policy (LIPP) sets out the process and requirements for ensuring opportunities 
for local industry participation in Territory procurements.  The LIPP aims to promote the 
development and growth of the broader Canberra Region economy to support local 
businesses capabilities and ultimately support more local jobs.  Tenderers should inform 
themselves about the requirements of the LIPP by reviewing the policy which can be 
accessed at: https://www.procurement.act.gov.au/canberra-region-lipp. Refer to the 
relevant weighted Assessment Criterion, above.] 

5.8 Secure Local Jobs Code 

5.8.1. The ACT Government has changed the way it awards contracts to support businesses that 
do the right thing by their workers.  Secure Local Jobs strengthens the ACT Government’s 
procurement practices so its contracts are only awarded to businesses that meet high ethical 
and labour standards.  The new requirements apply to businesses tendering for construction, 
cleaning, security or traffic management work from 15 January 2019 and will create fairer 
procurement processes for ethical employers whilst holding to account business not meeting 
their industrial and legal obligations.  Tenderers should inform themselves about the 
requirements of Secure Local Jobs by reviewing the policy which can be accessed at: 
https://www.procurement.act.gov.au/securelocaljobs.  

5.9 Secure Local Jobs Code Certification 

5.9.1. If this RFT requires the Tenderer to hold a Secure Local Jobs Code Certificate it must: 

(1) maintain currency of a Secure Local Jobs Code Certificate at all times during the Tender
validity period, and the Territory may not consider (or not continue to consider) a Tender
further if the Tenderer fails to maintain a current Secure Local Jobs Code Certificate and

(2) hold a Secure Local Jobs Code Certificate as a precondition to entering into contract with the
Territory.

5.9.2. To the extent any subcontractor/subconsultant is to be engaged to perform Territory-
Funded Work the Tenderer must ensure it holds a Secure Local Jobs Code Certificate prior 
to entering a subcontract for that work. 

5.10 Project Management and Reporting System 

5.10.1. The successful Tenderer(s) will be required to utilise the Government’s Project Management 
and Reporting System (PMARS). PMARS will facilitate the transmission of technical and 
commercial information through an internet interface, including management of 
documentation and invoicing. The interface does not require the installation of software or 
electronic integration. The Tenderer(s) will be fully supported in transitioning to PMARS and 
will also have access to a helpline and user support through the life of the Contract(s). For 
further information visit: https://www.procurement.act.gov.au/about/pmars 

https://www.procurement.act.gov.au/about/pmars
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5.11 Subcontractors not approved 

5.11.1. Acceptance of a Tender by the Territory does not constitute an approval of a proposed 
subcontractor or subcontracted work. 

5.12 Financial information 

5.12.1. The Territory may at its discretion require the preferred Tenderer (or any subsequent 
preferred Tenderer) to submit additional information for the purpose of the Territory (or the 
Territory’s engaged consultant) assessing the preferred Tenderer’s financial capacity and 
viability to provide the Services, which may, for example and without limitation, include the 
information set out in the Contractor/Consultants Financial Assessment Kit located at: 
http://www.procurement.act.gov.au/prequalification/prequalification_document_downlo
ads.  

5.13 Security of documents 

5.13.1 The Tenderer is notified that certain documents relevant to the project and the preparation 
of Tenders are confidential and will be released to Tenderers only upon the execution by the 
Tenderer and return to the Contact Officer of a deed of confidentiality in the form of 
Attachment 5.   

5.13.2 Executed forms may be: 

(1) scanned and sent by email to: tendersact@act.gov.au

5.13.3 Once the form is received, the Territory will provide the relevant documents to the Tenderer 
via email notification from tendersACT to enable downloading of the tender documents. 

5.14 Prequalification 

5.14.1. Provide details of any relevant prequalification with other states or jurisdictions. 

5.14.2. Provide evidence of 2nd or 3rd Party Quality Assurance Certification to ISO-9001-2015. 

5.15 Amendments to the Standard Conditions 

5.15.1. No legal obligations arise until the Territory has executed a contract with the preferred 
Tenderer. 

5.15.2. The Territory will not accept Joint Bids. 

6. TENDERER DECLARATION

6.1.1. Tenderers must complete and submit with their Tenders the Tenderer Declaration in the 
form provided at Attachment 3 this RFT.   

6.1.2. The Tenderer must be a legal entity provide, if the Tenderer is: 

http://www.procurement.act.gov.au/prequalification/prequalification_document_downloads
http://www.procurement.act.gov.au/prequalification/prequalification_document_downloads
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(1) a company, the registered name of the corporation, address of its registered office,
address of its principal place of business and its ACN;

(2) a person, the name in full and address of the person and his or her ABN;

(3) a partnership, the name in full and the address of each member of the partnership, the
trading name of the partnership and its ABN.

6.1.3. The “ACN” or “ABN” must accurately correlate with the legal entity as it is registered with 
the Australian Securities and Investments Commission and as registered on Tenders ACT. 

6.1.4. Failure to submit the completed Tenderer Declaration or to supply required information 
(unless information is specified by a Tenderer to be “Not Applicable”) may render a Tender 
non-conforming. 

7. CONFIDENTIAL TEXT

7.1.1. Tenderers are requested to submit with their Tender a form substantially in the form of 
ATTACHMENT 4 if it wishes to specify any information it believes is confidential in 
accordance with and for the purposes specified in the Standard Conditions. 

7.1.2. The Territory will be entitled to assume the Tenderer does not believe any information is 
confidential for the purposes of the Standard Conditions if the Tenderer does not submit a 
form substantially in the form of ATTACHMENT 4. 

8. LODGEMENT OF TENDERS

8.1 Method of Lodgement

8.1.1. Unless otherwise stated in the RFT Tenders must be lodged electronically via Tenders ACT. 
A Tender lodged by any other means including by hand, facsimile or email will be 
considered non-conforming. 

8.1.2. Tenderers must register on Tenders ACT in order to lodge a Tender. 

8.1.3. Tenders must be lodged by the closing time and date identified on the front cover of this 
RFT. 

8.1.4. Tendered files must be lodged, as applicable or as otherwise instructed, in the following 
formats: 
(1) PDF; and/or

(2) Microsoft Word; and/or

(3) Microsoft Excel; and/or

(4) AutoCAD (dwg).

8.1.5. Tenders ACT will accept up to a maximum of 15 files in any one upload. Each upload must 
not exceed the size limit of 100 MB per upload. 

8.1.6. Tenders must be completely self-contained. No hyperlinked or other material may be 
incorporated by reference. 
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8.1.7. All enquiries and requests for technical or operational support should be directed to: 
Tenders ACT Team 
Telephone: 02 6207 7377 
International: +61 2 6207 7377 
Email: tendersACT@act.gov.au 

8.1.8. The Tenders ACT Team is available between 9 am and 5 pm ACT local time, Monday to 
Friday (excluding ACT and national public holidays). 

8.2 Lodgement Checklist 

8.2.1. Below is a list of actions and/or information that Tenderers should review prior to submitting 
their Tender.  This list may not be complete and Tenderers should rely on their own 
inspection of the Standard Conditions and this RFT. 

Tender submitted on time; 

Tender files clearly titled with the RFT number, Tenderer’s name and file description; 

Tenderer has read and understood the Standard Conditions of Tender – Construction (Refer 
www.tenders.act.gov.au); 

Tenderer has read and understood the Additional Conditions of Tender (Refer Section 5); 

All Assessment Criteria addressed; 

Completed Pricing Schedule; 

Completed and signed Tenderer Declaration; 

Completed Confidential Text Schedule (if the Tenderer wishes to specify any confidential 
text) 

Ethical Suppliers Declaration - Tender 

Economic Contribution Test 

QA Management System 

Secure Local Jobs Code Certificate (as applicable) 

Required insurances 

mailto:tendersACT@act.gov.au
https://tenders.act.gov.au/ets/library/browse.do?selected=Standard%20Conditions%20of%20Contract%20and%20Tender%20Infrastructure&cwd=&action=browse
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ATTACHMENT 1 – STATEMENT OF REQUIREMENTS 

1. PROJECT OVERVIEW

1.1 The Canberra Hospital (TCH) 

The Canberra Hospital is part of Canberra Health Services (CHS) which provides public healthcare for 
a population of more than 500,000 through a range of services including acute inpatient and day 
services, outpatient services, women’s and children’s services, and pathology. Canberra Hospital has 
the Territory’s largest emergency department and operating theatre complex, and is the principal 
teaching hospital in the Territory, in partnership with the Australian National University (ANU) and 
the University of Canberra. 

The Canberra Hospital campus is comprised of 28 buildings with a GFA of nearly 207,000 m2, 
connected by a network of roads, bridges and tunnels, as well as a multi-storey car park and helipad. 

1.2  Surgical Procedures, Interventional Radiology and Emergency (SPIRE) project 

The ACT Government expects that community demand for health services is will increase rapidly 
over the next 15 years, and beyond. The ACT Government continues to implement its plans to 
reform health care and create a system designed to respond to the community’s needs over the next 
decade and beyond. The reform agenda recognises that an investment in infrastructure to support 
the health care needs of the community is essential as a complex mix of population ageing, changing 
technology, and provider and consumer expectations drive a significant increase in demand for 
health services.   

The SPIRE project responds to these service development drivers and is vital to realise the further 
implementation of these strategies.  SPIRE will deliver integrated services from a modern facility in a 
way that delivers operational efficiencies together with an exemplary quality of care and improved 
patient experience. 

SPIRE is the most significant investment in the Canberra Hospital for decades and will create a 
future-proofed acute services building around which future developments on the campus will be 
planned. It represents a generational opportunity for the Canberra Hospital to position itself as a 
leading player in the delivery of acute tertiary healthcare services in Australia and beyond.  It will 
deliver world-class facilities that respond to contemporary and forward-thinking models of care and 
will attract the best and brightest clinical staff from Australia and around the world to the Canberra 
Hospital.  

The business case for SPIRE has been completed and approved and the concept design process is 
nearing completion.  Major Projects Canberra in partnership with the Canberra Health Services are 
now focused on undertaking preliminary design in preparation for construction procurement during 
2020.  To facilitate this, it is necessary to engage a suitably qualified and experienced consultant to 
support the health planning requirements for the next phase of the SPIRE project. 

The SPIRE project represents a substantial investment (in excess of $500 million) in the ACT 
healthcare system and will deliver on the principal project objectives as outlined in Figure 1. 
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Figure 1: Project Objectives 

1.3 Project overview 

In response to the forecast increase in demand for health services, caused in part by the Territory 
and surrounding region’s growing and ageing population, the ACT Government is investing 
significantly in new and expanded health infrastructure. As part of this, the ACT Government has 
committed to the delivery of the SPIRE project at the Canberra Hospital. The scope of the SPIRE 
project will include: 

» Emergency Department;

» Mental Health Short Stay Unit;

» Intensive Care Unit;

» Perioperative and Interventional Centre;

» Acute Coronary Care Unit;

» Diagnostic Imaging (Satellite);

» Surgical Inpatient Units;

» Central Sterilising Services Department;

» Helicopter Retrieval Service;

» Loading Dock; and

» Main Entry and Reception.

The functions that will be located in SPIRE replace, enhance and expand services located elsewhere 
on the campus and are outlined in the following high-level project scope. 
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Functional Area Approved Scope 

Inpatient Unit Beds 64 
Intensive Care Unit Beds (incl. 4x Paediatric ICU beds) 60 
Coronary Care Unit Beds 24 
Total Beds 148 
Operating Theatres (OTs) (incl. 2x Hybrid Theatres) 22 
Interventional Radiology Suites 4 (incl. in OTs above) 
Total Operating Theatres 
Day Surgical Beds  55 
Emergency Department (ED) Spaces 114 
Short Stay Mental Health Unit 10 
Cardiac Catheterisation Laboratories (1 x shell only) 2 
Hybrid Cardiac Catheterisation Laboratories 1 
Electrophysiology Laboratories 1 
Ambulance Bays 12 
Central Sterilising Services Department (CSSD) 1,122 m2 
Loading Dock 492 m2 
Helipad 1 
Total Build Area (m2) 1 38,286 m 1 

Note: approximate area based on current schedule of accommodation 
The SPIRE facility will be located on the eastern corridor of the Canberra Hospital campus as 
indicated in Figure 2.  

Figure 2: SPIRE location on the Canberra Hospital campus 
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2. EXISTING DOCUMENTATION

2.1 Introduction 

Throughout 2018 a number of documents were developed to inform the development of a Business 
Case for the SPIRE Centre Project. This section of the brief provides a brief overview of the 
documentation that has already been prepared and will need to be comprehensively reviewed and 
understood by the successful consultant.  

2.2 Models of Care/ Service Delivery 

Draft Models of Care were completed in early 2018 to inform business case development for the 
SPIRE Centre. The existing Model of Care documentation includes: 

» Emergency Department;

» Mental Health Short Stay Unit;

» Intensive Care Unit;

» Perioperative and Interventional Suite;

» Medical Imaging; and

» Acute Cardiac Care Unit and Interventional Cardiac Laboratories.
The existing Models of Care are provided in Annexure A and are provided to assist consultants 
during the tender phase as background information to inform responses.    

2.3 Health Planning Unit Briefs 

Similarly, to the Models of Care, HPU Briefs were developed to inform the SPIRE Centre business 
case, including: 

» Emergency Department;

» Mental Health Short Stay Unit;

» Intensive Care Unit;

» Perioperative and Interventional Suite;

» Diagnostic Imaging;

» Acute Cardiac Care Unit and Interventional Cardiac Laboratories;

» Helipad Retrieval;

» Central Sterilising Services; and

» Loading Dock.
The existing HPU briefs are contained within Annexure B and are provided to assist consultants 
during the tender phase as background information to inform responses. 

2.4 Specialty Service Plans 

The Health Service Planning team are currently undertaking a review of Territory-wide health 
services as they are currently delivered and will provide an overview of future directions from that 
work to the successful tenderer.   
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2.5 Relevant Health Planning and Policy Documents 

The following documents are available at Annexure C. 
Models of Care 
Model of Care - Emergency Department  
Model of Care - Perioperative Services & Interventional 
Model of Care - Intensive Care Services 
Model of Care - Cardiology  
Health Planning Unit Briefs 
HPU Brief - Emergency Department 
HPU Brief - Helipad Retrieval 
HPU Brief - Perioperative Services & Interventional  
HPU Brief - Intensive Care Unit 
HPU Brief - ACCU and Interventional Cardiac laboratories 
HPU Brief - Receiving Dispatch & Loading Dock 
HPU Brief - Sterilising Services 
HPU Brief - Surgical Services 
Australian Health Facility Guidelines 
ACT Health Territory-wide Framework (Draft) 
ACT Health Quality Strategy 
ACT Health Business Continuity Plan 
ACT Health Digital Health Strategy 
CHS Perioperative unit Business Continuity Plan 
CHS Emergency Response Plan 
CHS Clinical Procedure - Critical Bleeding/Massive Transfusion 
ACT Health Office Accommodation Policy 

3. SCOPE OF SERVICES

3.1 Engagement Overview 

Major Projects Canberra and Canberra Health Services are looking to engage a suitably qualified 
Health Planner to assist with the project definition for the SPIRE Centre Project. The successful 
consultant will be required to: 

» Critically review health planning documentation developed to-date, including the SPIRE Centre
Detailed Business Case, draft Models of Care, Health Planning Unit Briefs and Proof of Concept
design documentation;

» Develop a Model of Service Delivery Framework consistent with the scope of the project.  A
Model of Service Delivery Framework will identify all the key elements of service delivery that
support patient care, set a vision for the future in line with CHS Clinical Service/Business Plans
and demonstrate successful outcomes or approaches to delivering services and care using well
researched supporting evidence and literature. The Model of Service delivery should support a
patient centric approach, optimal service provision, multidisciplinary integrated care and
services, efficient use of resources and provide safe, quality care and services (potentially
including community-based services);

» Research contemporary models prior to engaging with key stakeholders so all options can be
canvassed. Prepare information to distribute to stakeholders prior to their first engagement;

» Undertake and facilitate a series of targeted consultations/workshops to engage with clinical
and non-clinical stakeholders to gain the required information and identify any opportunities
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to develop, improve or realign Models of Care and Models of Service Delivery (for non-clinical 
or clinical support services) with a contemporary operational or infrastructure solution. This 
may also include consultation with key consumer reference groups; 

» Develop for consideration by Canberra Health Services executive leadership an over-arching
Model of Service Delivery and final Models of Care and Health Planning Unit Briefs for the
identified SPIRE services, noting that in most cases there are documented existing Models of
Care which need to be updated to reflect best and contemporary practice and future
directions in the delivery of clinical care.  However, there may be services/programs that may
need to be developed from first principles;

» Referencing the Models of Care and Models of Service Delivery, Health Planning Unit Briefs
and Proof of Concept design documentation, develop a SPIRE Centre Functional Brief.

3.2 Key Tasks 

There are three key elements to the engagement: 

» Phase 1: Detailed Work Plan and Planning validation – collect and analyse information, e.g.
background information, project scope, Health Service Plans, current Models of Care etc.; and
deliver a planning validation document based on the information gathered;

» Phase 2: Develop a Model of Service Delivery Framework;

» Phase 3: Undertake a Stakeholder Engagement Strategy, research contemporary models of
care and then facilitate consultative workshops with the key stakeholders;

» Phase 4: Update the current Models of Care to bring about improvements in patient care and
service delivery through effecting change. The models need to be innovative and consider new
ways of working, organising and delivering care and services using well researched supporting
evidence and literature. The research and evidence should include Australian and
international reviews.

The key tasks associated with each of the Phases above are outlined below. 

Phase 1 – Work Plan and Review Background Information and Key Documentation 
The purpose of this task is to enable the health planning consultant team to familiarise themselves 
with the project and the existing documentation. On commencement the consultant team will be 
expected to undertake a comprehensive review of the existing documentation including (but not 
limited to): 

» Develop a detailed work plan;

» Review existing models of care documents, including:

− Emergency Department;

− Mental Health Short Stay Unit;

− Intensive Care Unit;

− Perioperative and Interventional Suite;

− Medical Imaging; and

− Acute Cardiac Care Unit and Interventional Cardiac Laboratories.

» Review existing HPU briefs including:

− Emergency Department;

− Mental Health Short Stay Unit;

− Intensive Care Unit;
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− Perioperative and Interventional Suite;

− Medical Imaging;

− Acute Cardiac Care Unit and Interventional Cardiac Laboratories;

− Helipad Retrieval;

− Central Sterilising Services; and

− Loading Dock.

» Review existing design documentation and schedule of accommodation; and

» Review any other documentation relevant to informing the development of the Model of Care
and Functional Brief. This may include Australian and international jurisdictional material.

In reviewing the current project and health care documentation the consultant team should: 

» Identify and outline current and emerging models of service delivery and models of care;

» Identify and outline opportunities to improve models of service delivery, models of care and
integrated service delivery;

» Undertake a gap analysis identifying any gaps in information from the background review;

» Document the principal characteristics of the identified catchment population and current and
future health care needs;

» Prepare a detailed project plan outlining the approach to the delivery of Phase 2 and 3 of the
project;

» Identify and prepare a stakeholder and communication plan for the project.

Phase 2 – Develop a Service Model Framework 
The Model of Service Delivery Framework is designed to provide the overarching basis on which the 
services are developed and delivered. The framework should identify all the key 
elements/components that will make up the different service models and demonstrate consistency 
with the project’s principles. It must consider innovative and new ways of working, organising and 
delivering services and demonstrate successful outcomes or approaches to delivering services using 
well researched supporting evidence and literature.   

Phase 3 - Engagement and Consultation 
The purpose of this task is to engage with key stakeholders on the findings from Phase 1 which will 
assist in the delivery of the key tasks proposed in Phase 3. The key stakeholders include but is not 
limited to: 

» Canberra Health Service executive;

» Clinical leads and senior clinical staff from each service stream;

» Non-clinical services that support each of the clinical service streams;

» Consumer and other representative groups;
In undertaking this task, the consultant should: 

» Prior to commencement, finalise the stakeholder list and engagement strategy;

» Develop a Discussion Guide to aid the consultations. The discussion guide may include, for
example:

− scope of services;

− gaps and pressure points;

− referrals and access to services, and service delays;
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− service reconfiguration options, service synergies and proximity;

− patient and work-flow patterns;

− innovative practices and how these meet future service integration, demand, efficiency or
quality outcomes;

− identify key changes to workforce roles and functions;

− identify key enabling health service infrastructure requirements; inclusive of back of house
and support services functions;

− identify enhanced health care service provision partnerships and key enabling relationships
to best meet health needs;

− identify impacts in teaching, training and research;

» Delivery of a full report of the engagement undertaken including inputs and outputs.

Phase 4 – Update the Model of Care and Existing Documentation 
The purpose of this tasks is to develop the Models of Service Delivery and Functional Brief for the 
SPIRE project and update the existing Models of Care and HPU Briefs to align with best practice. In 
undertaking this task, the consultant is expected to: 

» Develop an overarching Model of Service Delivery for the SPIRE Services/Programs;

» Develop (or refine) the models of care for each of the SPIRE services/programs;

» Develop the inter-connectivity, and alignment of the models of care for the different SPIRE
services/programs;

» Develop and ensure alignment between of the models of care with other services at Canberra
Hospital, Calvary Public Hospital Bruce and in the community (e.g. Care Closer to Home
Project) if they are germane to the efficient operation of the new services;

» Develop a Functional Brief for SPIRE which will include as a minimum:

− Introduction, including:
 Description of service;
 Project Objectives;
 Future service profile;

 Existing and Future Service trends;
 Overarching functional relationships, operational policy principles and design

requirements;
 General design requirements; and
 Schedules of accommodation.

− For each functional area:
 Description (including Model of Care outline for clinical functions);

 Specific operational policies and design requirements;
 Functional relationships;
 Staff profile;
 Changes to existing practice;

 Schedule of accommodation; and
 Indicative equipment schedule.
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» Update the existing Model of Care documentation including developing any new Models of
Care for example for Sterilising Services; and

» Update existing HPU briefs and produce any additional HPU briefs (i.e. Main Entry and
Reception) to reflect and align with any changes in the Model of Care documents.

4. DELIVERY TIMELINE
In order to maintain the SPIRE Centre delivery program, the delivery of updated models of care and
functional brief documentation is being accelerated to ensure that this work is available to inform
the preliminary design activity. The table below indicates the indicative timing for key aspects of the
work. Respondents are required to outline a clear program to deliver the outcomes, including the
key clinical and executive workshops and review milestones.

Milestone / Deliverable Due Date 

Appointment of Health Planner 9 August 2019 
Phase 1 
Project Management Plan 16 August 2019 
Stakeholder Engagement Plan 16 August 2019 
Background Review Report including gap analysis 16 August 2019 
Phase 2 
Model of Service Delivery Framework 23 August 2019 
Phase 3 
Engagement Summary Report 6 September 2019 
Phase 2 Summary Report 6 September 2019 
Phase 4 
Draft updated MoC Documents 20 September 2019 
Draft Functional Brief 20 September 2019 
Final MoC Documents  4 October 2019 
Final Functional Brief 4 October 2019 
Update and seek endorsement of the MoCs and HPU Briefs 25 October 2019 
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ATTACHMENT 2 – PRICING SCHEDULE 

To assist the Territory in evaluating its Tender, the Tenderer is requested to provide the information 
described in this Schedule in a separate file.   

1.1 Form of Tender 

Tenderer to complete 

 I/ We Tender to perform the Services for the Contract Price: 

…………………………………………………………………… 

…………………………………………………………………… 

($……………………………………………) including GST 

The lump sum Contract Price should include an adequate allowance for subconsultant services (if any) 
and for all profit, insurance costs, overheads and disbursements (including all transport costs, travel 
costs, accommodation expenses and meal allowances) in relation to the Services.  For the avoidance 
of doubt, the engagement will be on the basis of a lump sum Fee and the Consultant will not have any 
entitlement to any additional payment for such amounts.   

1.2 Breakdown of Lump Sum Contract Price 
This breakdown is for tender evaluation purposes and will not limit or affect the scope of the 
Services or the Contract. 

Contract price 

Role/item Total amount 

Consultant's representative 1 $[insert] GST inclusive 

Consultant's representative 2 $[insert] GST inclusive 

Other (as applicable) $[insert] GST inclusive 

Contract Price $[insert] GST inclusive 

1.3 Table of variation rates and prices 

The Tenderer should provide a table of variation rates and prices as follows: 

ROLE/POSITION/ITEM UNIT RATE/PRICE 

Consultant's representative 1 HOUR $[insert] GST inclusive 

Consultant's representative 2 HOUR $[insert] GST inclusive 

Other (as applicable) HOUR $[insert] GST inclusive 

1.4 Payment of the Contract Price 
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The Tenderer should provide a proposal for payment of the Contract Price following completion of 
the following milestones:  

MILESTONE AMOUNT 

Submission of draft Functional Brief $[insert] GST inclusive 

Submission of final Functional Brief $[insert] GST inclusive 

Submission of draft Models of Care $[insert] GST inclusive 

Submission of final Models of Care $[insert] GST inclusive 

[TENDERER TO INSERT PROPOSED ADDITIONAL 
MILESTONES] 

$[insert] GST inclusive 

Contract Price $[insert] GST inclusive 

The Tenderer should clearly identify any additional proposed milestones for payment and the 
proposed amount of each instalment of the Contract Price payable following completion for each 
additional proposed milestone for payment. The Tenderer should note that any additional proposed 
milestones for payment should be significant milestones which represent the completion of discrete 
activities and should not comprise monthly milestones. 
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ATTACHMENT 3 – TENDERER DECLARATION 

(1) I, the undersigned, am authorised on behalf of the Tenderer to provide the information and
make the declarations set out in this Tenderer Declaration.

(2) I/ We tender to the Territory for the Health Planning Consultancy Services on behalf of 
Major Projects Canberra at the GST-inclusive prices specified in the Pricing Schedule at 
Attachment 2.  

(3) I/ We have provided details of any information I/we wish to be treated as confidential in 
any resulting contract in accordance with the Standard Conditions of Tender. 

(4) I/ We undertake to provide evidence of insurance policies if requested by the Territory. 
(5) I/ We undertake to provide financial information if requested by the Territory. 

(6) In accordance with the Standard Conditions of Tender I/We authorise the Territory to:

(a) obtain from any Territory, State or Commonwealth government agency (including any
regulatory or law enforcement body, including without limitation WorkSafe ACT) and
take into account in the evaluation, information including information about the
Tenderer’s performance and/or compliance during any previous or current contracts
for similar services as those sought in the RFT;

(a) obtain and take into account in its evaluation, information from referees on prior or
current projects on which the Tenderer was involved (whether or not the referee was
nominated by the Tenderer in its Tender); and

(b) provide this Tenderer Declaration to any Commonwealth, State or Territory
government agency (including any regulatory or law enforcement body) as evidence
of the Tenderer’s consent to allow that agency to release the relevant information, if
consent is required.

(7) I/ We have sighted all addenda to this RFT and have taken them into account in the 
preparation of my/our Tender. 

(8) I/ We confirm that I/We have complied with the Building Code 2016 in preparing this 
Tender (if required under this RFT). 

(9) I/ We agree that the Tender is open for acceptance by the Territory for a period of 120 
days or such other period as specified in this RFT. 

(10) I/ We warrant that in preparing the Tender I/We did not communicate or have any 
arrangement or arrive at any understanding with any of the other Tenderers to assist Me/Us 
or another tenderer prepare a tender, including that we did not engage in any discussion or 
correspondence concerning the prices included in our Tender, or engage in any collusive 
tenderering with any of the other Tenderers, or any other conduct which in any way reduced 
or could have the effect of reducing the competitiveness of the tender process for the 
Services. 

(11) I/ We warrant that as at the closing date of Tenders, the Tenderer, its officers, 
employees, agents, subcontractors, consultants and advisers do not have any actual, potential 
or perceived conflicts of interest between the interests of the Territory and the Tenderer other 
than as specifically disclosed in the Tender and I/We undertake to immediately notify the 
Territory’s Contact Officer of any actual, potential or perceived conflicts of interest that arise 
before the completion of this procurement process. 
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Full Name and / or Name of Company AN
D 

Trading Name (Business Name) 

ACN (Australian Companies Number) OR ABN (Australian Business Number) 

Business Address Postal Address 

State P/Code State P/Code 

Telephone No Mobile No Facsimile No Email address 

Name of ACT Professional Standards Scheme Upper Limit of capped Professional Indemnity 
Liability Insurance 

Tenderer's Representative (include telephone number) 

Position Held by Tenderer's Representative 

Signature of Director if corporation else Tenderer 
Printed Name 

Date 

Signature of 2nd Director if corporation else Witness 
Printed Name 
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For statistical purposes only is your organisation a Small to Medium Enterprise?         Yes              
No 
The definition of an SME is: 
A business with less than 200 employees by headcount, not full-time equivalent persons.  The head count 
encompasses closely linked entities such as parent and subsidiary companies
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ATTACHMENT 4 – CONFIDENTIAL TEXT 

The Tenderer is requested to identify in the following format any information provided in the Tender 
in relation to which the Tenderer would, if that information were included in the Contract, request 
be confidential text for the purposes of the Government Procurement Act 2001 (ACT). 

Tender 
Reference 

Description 
of Text 

Basis for Tenderer’s Claim 
(per Government Procurement Act 

2001, Section 35) 
Reasoning 

35
(1

)(a
)(i

) 

35
(1

)(a
)(i

i) 

35
(1

)(a
)(i

ii)
 

35
(1

)(a
)(i

v)
 

35
(1

)(a
)(v

) 

35
(1

)(a
)(v

i) 

35
(1

)(b
) 

Example for par (a) (ii) intellectual property including software source codes  
Example for par (a) (iii) information on the design and operation of goods  
Examples for par (a) (iv) hourly rates, on-costs and management fees; individual components of the total contract price  
Examples for par (a) (v) construction plans for a correctional facility or law enforcement facility; information about design, construction or 
operation of major infrastructure or public works  
Example for par (b) a failure to comply with the requirement would create an action for breach of confidence 
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ATTACHMENT 5 – CONFIDENTIALITY DEED 

This deed is made on   day of 

BY: [TENDERER TO COMPLETE] 

___________________________________________ PRINT FULL NAME OF ENTITY 

ACN/ABN ________________________________ OF________________________ 

___________________________ REGISTERED ADDRESS   (Tenderer)  

IN FAVOUR OF:  AUSTRALIAN CAPITAL TERRITORY the body politic established by section 7 
of the Australian Capital Territory (Self-Government) Act 1988 (Cth) 
represented by Major Projects Canberra (Territory). 

RECITALS 

A. The Territory intends to invite the Tenderer to submit a Tender for the project specified
in Item 2 of the Schedule (Project) and will provide the Tenderer with certain confidential
documents (Confidential Information).

B. The Tenderer has agreed to make the acknowledgements, agreements and warranties
and undertake the obligations set out in this deed.

OPERATIVE 

1. The Tenderer:

(a) acknowledges and agrees that the Confidential Information is confidential;

(b) must not, without the consent by fax or post from the Territory (in its absolute
discretion):

(i) copy or otherwise reproduce in any form or medium the contents of
the Confidential Information (or any part of it) or otherwise cause,
permit or allow the Confidential Information (or any part of it) to be
copied or reproduced in any form or medium; or

(ii) disclose or use or deal with, the contents of the Confidential
Information (or any part of it) or otherwise cause, permit or allow
the Confidential Information (or any part of it) to be disclosed, used
or dealt with,

for any purpose other than preparing a Tender for the Project or carrying out 
the Project if its Tender is successful; and 

(c) must ensure that:

(i) the Confidential Information and all documents, materials, media
and all other things on or in which the Confidential Information (or
any part of it) may be recorded, contained, set out or referred to are
kept secure and protected at all times from any unauthorised use or
access;
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(ii) all persons employed by it and all entities to whom the Confidential
Information (or any part of it) is disclosed comply with the
conditions of confidentiality and security as provided for in clauses 1
to 6; and

(iii) all persons employed by it and all entities to whom the Confidential
Information (or any part of it) is disclosed do not do or omit to do
anything which, if done or omitted to be done by the Tenderer,
would be a breach of the Tenderer's obligations under clauses 1 to
6.

2. The Tenderer acknowledges and agrees that within 7 days of receipt of:

(a) a request from the Territory in writing, at any time; or

(b) a notice from the Territory in writing stating that the Tenderer has been
unsuccessful, except to the extent that the Tenderer is notified that
compliance with this clause 2 (or any part of this clause 2) is not required,

the Tenderer must: 

(c) subject to clause 3, as directed by the Territory:

(i) return all copies of the Confidential Information (to the extent the
Confidential Information is in a tangible form) to the Territory; or

(ii) promptly destroy all copies of the Confidential Information (to the
extent the Confidential Information is in a tangible form) and
promptly provide the Territory with written certification that the
Confidential Information (to the extent the Confidential Information
is in a tangible form) has been securely and appropriately destroyed
by the Tenderer; and

(d) notify the Territory in writing of all Confidential Information (or any part of it)
which the Tenderer knows or ought to know is beyond the Tenderer's
possession, power, custody or control, giving full particulars (including the
nature and extent of the Confidential Information, precise location, entity in
possession, custody or control and any security arrangements).

3. Where required by law, the Tenderer may keep one copy of the Confidential Information
for its records.

4. The Tenderer acknowledges and agrees that:

(a) the return or destruction of the Confidential Information does not affect the
Tenderer's obligations under clauses 1 to 6; and

(b) without limiting any other right or remedy of the Territory, if the Tenderer has
failed to comply with the obligations in clauses 1 to 6, the Territory may (in its
absolute discretion) do one or more of the following:

(i) decide not to evaluate (or continue to evaluate) a Tender; or

(ii) take the failure into account in assessing any future tender
submitted by the Tenderer.



RFT Construction Consultancy Updated 17 April 2019 Page 27 of 38 
Copyright © All rights reserved. 

5. Subject to clause 6, for the purposes of clauses 1 to 4, Confidential Information means:

(a) the documents listed in Item 3 of the Schedule;

(b) any document, drawing, information or communication (whether in written,
oral or electronic form) given to the Tenderer by the Territory (or anyone on
the Territory's behalf), whether or not owned by the Territory which is in any
way connected with the Project which:

(i) by its nature is confidential; or

(ii) the Tenderer knows or ought to know is confidential; and

(c) everything recording, containing, setting out or making reference to the
document, drawing, information or communication (whether in written, oral or
electronic form) described in paragraph (b), including documents, notes,
records, memoranda, materials, software, disks and all other media, articles or
things.

6. For the purposes of clauses 1 to 6, Confidential Information does not mean any
document, drawing, information or communication (whether in written, oral or electronic
form) given to the Tenderer by the Territory (or anyone on the Territory's behalf),
whether or not owned by the Territory which:

(a) is in the possession of the Tenderer without restriction in relation to its
disclosure or use before the date of its receipt from the Territory (or anyone on
the Territory's behalf);

(b) is in the public domain otherwise than due to a breach of clauses 1 to 6; or

(c) has been independently developed or acquired by the Tenderer.

7. The Tenderer will indemnify and keep indemnified the Territory, its employees and agents
in the event of all claims, costs and expenses made against any of them in respect of
injury, loss or any damage suffered by any person as a consequence of the Tenderer
breaching this Deed, except to the extent to which a relevant claim arises out of the act or
omission of the Territory.

8. The Tenderer acknowledges the Territory may take legal proceedings against the
Tenderer or third parties if there is actual, threatened or suspected breach of this Deed,
including proceedings for an injunction to restrain such breach.

9. If the Tenderer consists of more than one entity, the provisions of this deed jointly and
severally bind, and apply to, each such entities.

10. This deed is governed by the law of the Australian Capital Territory.
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SCHEDULE 

1. Tenderer: ____________________________________________________[INSERT 
NAME AND ABN OF TENDERER BEFORE SIGNING] 

2. Project: Surgical Procedures, Interventional Radiology and Emergency (SPIRE) Centre under
RFT No. 30064.400

3. Confidential Information:

(a) the following documents:

(i) Request for Tender no. 30064.400 and all attachments

(b) any other document or amendment to a document issued by the Territory to
the Tenderer prior to the closing time and date of Tenders and which is
expressly stated to be Confidential Information or an amendment to
Confidential Information.

SIGNED, sealed and delivered for and on 
behalf of the Tenderer by: 

............................................................. 
Print Name in Full of person authorised by the 
Tenderer to sign this deed, 
in the presence of: 

............................................................ 
Signature of witness 

……………………………………….. 
Name of witness 

) 
) 
) 
) 
) 
) 
) 

............................................................. 
Signature of person authorised by the 
Tenderer to sign this deed 

[THE TENDERER IS REQUESTED TO ENSURE THAT THE CONFIDENTIALITY UNDERTAKING COMPLETE, 
ACCURATE AND VALID] 
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ATTACHMENT 6 – ETHICAL SUPPLIERS DECLARATION 

STATUTORY DECLARATION 

Statutory Declarations Act 1959 (Cth) 

I, [Name, address and occupation of person making declaration] make the following 
declaration under the Statutory Declarations Act 1959 (Cth), 

1. In this declaration a reference to:

a. “Adverse Ruling” means a ruling, order, notice (including without
limitation any improvement notice or prohibition notice), conviction or
finding made or issued by any Authorised Entity.

b. “Authorised Entity” means any court, tribunal, board, commission,
regulatory agency (including without limitation the director-general,
commissioner, regulator or any inspector referred to in the Prescribed
Legislation) or other entity with jurisdiction to determine employee and
industrial relations matters or work health and safety matters to the effect 
that the Tenderer has contravened the Prescribed Legislation.

c. “Employee” means a natural person who is employed under a contract of
service (excluding professional or information technology services) to
provide the Tenderer with his or her labour.

d. “Full Details” means the details of:

(i) the nature of the Adverse Ruling, breach or offence;

(ii) the name of the relevant Authorised Entity;

(iii) the State or Territory in which the proceeding or prosecution was
brought;

(iv) the date of the Adverse Ruling was made, or the proceeding or
prosecution was commenced and the number or description
assigned to the proceeding or prosecution;

(v) the entity against which the Adverse Ruling, breach or offence was
made or issued;

(vi) any document setting out the Adverse Ruling, breach or offence
(including provision of a copy of the same);

(vii) any conviction recorded or adverse finding made in respect of the
Adverse Ruling, breach or offence;

(viii) any penalty, fine or order imposed by an Authorised Entity in
respect of the Adverse Ruling, breach or offence and the
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maximum penalty, fine or order that could have been imposed 
under the Prescribed Legislation;  

(ix) any remedial measures or other actions proposed or
recommended by the Authorised Entity and details of steps taken
by the Tenderer to comply with those remedial measures or other 
actions; and

(x) the status of the Adverse Ruling, breach or offence as at the date
of the declaration.

e. “Industrial Instruments” means an award or agreement, however
designated, that is made under or recognised by the Prescribed
Legislation.

f. “Prescribed Legislation” means all applicable Acts and subordinate
instruments of the Commonwealth and the Territory, which deal with
matters relating to industrial relations, employment and/or workplace
safety obligations that apply to an entity including (as amended or
replaced from time to time) but not limited to:

(i) Fair Work Act 2009 (Cth);
(ii) Fair Work (Building Industry) Act 2012 (Cth);

(iii) Fair Work (Transitional Provisions and Consequential
Amendments) Act 2009 (Cth);

(iv) Income Tax Assessment Act 1997 (Cth);
(v) Independent Contractors Act 2006 (Cth);

(vi) Industry Research and Development Act 1986 (Cth);
(vii) Long Service Leave Act 1976 (ACT);

(viii) Long Service Leave (Portable Schemes) Act 2009 (ACT);
(ix) Migration Act 1958 (Cth);
(x) Paid Parental Leave Act 2010 (Cth);

(xi) Payroll Tax Act 2011 (ACT);
(xii) Safety, Rehabilitation and Compensation Act 1988 (Cth);

(xiii) Superannuation Guarantee (Administration) Act 1992 (Cth);
(xiv) Superannuation Guarantee Charge Act 1992 (Cth);
(xv) Work Health and Safety Act 2011 (ACT);

(xvi) Workers’ Compensation Act 1951 (ACT);
(xvii) Workplace Gender Equality Act 2012 (Cth).

g. “Prescribed Works or Services” means works or services that require the
exertion of labour by Employees.

h. “Secure Local Jobs Code Certificate” has the meaning given by the
Government Procurement Act 2001.

i. “Secure Local Jobs Code” has the meaning given by the Government
Procurement Act 2001.

j. “Tenderer” means [insert full legal name of tenderer including the
ACN/ABN as per that identified in the Tender].
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k. “Territory-Funded Work” has the meaning given by the Government
Procurement Act 2001.

2. I am authorised on behalf of the Tenderer to make this declaration.

3. The information supplied by the Tenderer with and in its Tender is true and
correct. Any further information to be supplied by the Tenderer to enable
assessment of it Tender will be true and correct.

4. The Tenderer is aware that tenderers for Territory-Funded Work must hold a
Secure Local Jobs Code Certificate and that once certified tenderers must
comply with the Secure Local Jobs Code.

5. The Tenderer agrees to comply with all applicable Territory policies and
legislation referable to Territory-Funded Work and, if the Tenderer is
prequalified under a prequalification scheme in the Territory, the WHS Active
Certification Policy, if it is the preferred Tenderer.

6. By submitting a Tender the Tenderer authorises the Territory to:

a. obtain from any Territory, State or Commonwealth government agency
(including for the avoidance of doubt, any regulatory or law enforcement
body) and take into account in its evaluation, information, including
information about the Tenderer’s performance under contracts (whether
or not those contracts were with the Territory, State or Commonwealth
or another entity and whether or not those contracts were identified by
the Tenderer in its Tender);

b. obtain and take into account in its evaluation, information from referees
or other reputable sources on the performance of the Tenderer on
projects (whether or not they are identified by the Tenderer in their
Tender);

c. use any information obtained from any Territory, State or Commonwealth
government agency (including for the avoidance of doubt, any regulatory
or law enforcement body), referee or other reputable source for any
government purposes including, without limitation, assessment of
suitability for award of contract;

d. provide information about the Tenderer to any Territory, State or
Commonwealth government agency, including information provided by
the Tenderer and information related to the Tenderer’s performance at
any time and for any reason;

e. provide the name of the Tenderer and this declaration to Unions ACT; and

f. provide this declaration to any Territory, State or Commonwealth
government agency (including any regulatory or law enforcement body,
which includes, without limitation WorkSafe ACT) as evidence of the
Tenderer’s consent to allow that agency to release information as
requested by the Territory to the Territory.
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7. The following Industrial Instruments made pursuant to any Prescribed
Legislation specifically applies to the Employees of the Tenderer and are
binding on it or them.

[Insert details of Industrial Instruments (this is the award you pay your 
employees under).  If no Employees write “N/A”] 

8. The Tenderer has in the preceding 36 months of the date of this
declaration complied with all applicable Industrial Instruments.

 True (delete 8A and initial)   Not true (answer 8A)   N/A No Employees 
(delete 8A) 

8A. The Tenderer has not complied with the following Industrial Instruments in 
the following respects. 

[Insert full details] 

9. The Tenderer has in the preceding 36 months of the date of this declaration
complied with all Prescribed Legislation

 True (delete 9A and initial)    Not true (answer 9A) 

9A. The Tenderer has not complied with the following Prescribed Legislation. 

[Insert Full Details of the failure to comply with Prescribed Legislation] 

10. The Tenderer has in the preceding 36 months of the date of this declaration
recognised the rights of its Employees to union membership and
representation.

  True (delete 10A and initial)  Not true (answer 10A)   N/A No 
Employees (delete 10A) 

10A. The Tenderer has not recognised the rights of Employees to union 
membership and representation in the following respects. 

[Insert Full Details of how the Tenderer has not recognised the rights of 
Employees to union membership and representation] 

11. The Tenderer has in the preceding 36 months of the date of this declaration
complied with all amendments to wages and conditions of employment for
their Employees as decided by any authorised industrial or wage-setting
agency.

 True (delete 11A and initial) Not true (answer 11A) N/A No 
Employees (delete 11A) 
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11A. The Tenderer has not complied with all amendments to wages and conditions 
of employment for their Employees as decided by any authorised industrial 
or wage-setting agency in the following respects: 

[Insert Full Details of how the Tenderer has failed to comply with all 
amendments to wages and conditions of employment] 

12. In the preceding 36 months of the date of this declaration there have been no
findings against the Tenderer by an Authorised Entity, including a finding of a
breach in a non-confidential consent order.

 True (delete 12A and initial)  Not true (answer 12A) 

12A. There have been the following findings (Full Details of which are provided) 
against the Tenderer by an Authorised Entity: 

[Set out Full Details of findings] 

13. In the preceding 36 months of the date of this declaration there have been no
Adverse Rulings under the Prescribed Legislation against the Tenderer.

 True (delete 13A and initial)  Not true (answer  13A) 

13A. There have been the following Adverse Rulings under the Prescribed 
Legislation against the Tenderer: 

[Set out Full Details of Adverse Rulings] 

14. There are currently no proceedings or prosecutions against the Tenderer in
respect of a breach of any Prescribed Legislation.

 True (delete 14A and initial)  Not true (answer 14A) 

14A. There are currently the following proceedings or prosecutions against the 
Tenderer in respect of a breach of Prescribed Legislation. 

[Set out Full Details of proceedings or prosecutions] 

15. The Tenderer has not been required to implement any remedial measures to
ensure future compliance with the Prescribed Legislation.

 True (delete 15A and initial)  Not true (answer 15A) 

15A. The Tenderer has been required to implement the following remedial 
measures to ensure future compliance with the Prescribed Legislation: 

[Set out Full Details of the remedial measures implemented] 

16. Below is a complete list of all projects (both completed and current) in the
Australian Capital Territory where the Tenderer has had management or
control of a project site and on which an audit into any aspect of work health
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and safety performance or compliance has been conducted in the 36 months 
prior to the date of this declaration. 

[Set out list of projects, or is none “n/a”] 

 
17. I understand that a person who intentionally makes a false statement in a 

statutory declaration is guilty of an offence under section 11 of the Statutory 
Declarations Act 1959, and I believe that the statements in this declaration are 
true in every particular. 

 
___________________________________ 
[Signature of person making the declaration]] 
 
 
 
____________________________________ 
[Print name of person making the declaration] 
 
Declared at  [place]  on   [day]  of  [month]  [year] 
 
Before me: 
 
 
 
 
____________________________________ 
[Signature of person before whom the declaration is made] 
 
 
 
 
 
 
 
 
____________________________________ 
[Full name, qualification and address of person before whom the declaration 
is made (in printed letters)] 
 
 
Note 1 A person who intentionally makes a false statement in a statutory declaration is 
guilty of an offence, the punishment for which is imprisonment for a term of 4 years – see 
section 11 of the Statutory Declarations Act 1959. 
 
Note 2 Chapter 2 of the Criminal Code applies to all offences against the Statutory 
Declarations Act 1959 – see section 5A of the Statutory Declarations Act 1959. 
A statutory declaration under the Statutory Declarations Act 1959 may be made before– 
 

(1) A person who is currently licensed or registered under a law to practise in one of the following occupations: 
Chiropractor Dentist Legal practitioner 
Medical practitioner Nurse Optometrist 
Patent attorney Pharmacist Physiotherapist 
Psychologist Trade marks attorney Veterinary surgeon 
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(2) A person who is enrolled on the roll of the Supreme Court of a State or Territory, or the High Court of Australia, as a legal 
practitioner (however described); or 

 
(3) A person who is in the following list: 
 

Agent of the Australian Postal Corporation who is in charge of an office supplying postal services to the public 
Australian Consular Officer or Australian Diplomatic Officer (within the meaning of the Consular Fees Act 1955) 
Bailiff 
Bank officer with 5 or more continuous years of service 
Building society officer with 5 or more years of continuous service 
Chief executive officer of a Commonwealth court 
Clerk of a court 
Commissioner for Affidavits 
Commissioner for Declarations 
Credit union officer with 5 or more years of continuous service 
Employee of the Australian Trade Commission who is: 

(a) in a country or place outside Australia; and 
(b) authorised under paragraph 3 (d) of the Consular Fees Act 1955; and 
(c) exercising his or her function in that place 

Employee of the Commonwealth who is: 
(a) in a country or place outside Australia; and 
(b) authorised under paragraph 3 (c) of the Consular Fees Act 1955; and 
(c) exercising his or her function in that place 

Fellow of the National Tax Accountants’ Association 
Finance company officer with 5 or more years of continuous service 
Holder of a statutory office not specified in another item in this list 
Judge of a court 
Justice of the Peace 
Magistrate 
Marriage celebrant registered under Subdivision C of Division 1 of Part IV of the Marriage Act 1961 
Master of a court 
Member of Chartered Secretaries Australia 
Member of Engineers Australia, other than at the grade of student 
Member of the Association of Taxation and Management Accountants 
Member of the Australasian Institute of Mining and Metallurgy 
Member of the Australian Defence Force who is: 

(a) an officer; or 
(b) a non-commissioned officer within the meaning of the Defence Force Discipline Act 1982 with 5 or more 

years of continuous service; or 
(c) a warrant officer within the meaning of that Act 

Member of the Institute of Chartered Accountants in Australia, the Australian Society of Certified Practising Accountants 
or the National Institute of Accountants 
Member of: 

(a) the Parliament of the Commonwealth; or 
(b) the Parliament of a State; or 
(c) a Territory legislature; or 
(d) a local government authority of a State or Territory 

Minister of religion registered under Subdivision A of Division 1 of Part IV of the Marriage Act 1961 
Notary public 
Permanent employee of the Australian Postal Corporation with 5 or more years of continuous service who is employed in 
an office supplying postal services to the public 
Permanent employee of: 

(a) the Commonwealth or a Commonwealth authority; or 
(b) a State or Territory or a State or Territory authority; or 
(c) a local government authority; 

with 5 or more years of continuous service who is not specified in another item in this list 
Person before whom a statutory declaration may be made under the law of the State or Territory in which the 
declaration is made 
Police officer 
Registrar, or Deputy Registrar, of a court 
Senior Executive Service employee of: 

(a) the Commonwealth or a Commonwealth authority; or 
(b) a State or Territory or a State or Territory authority 

Sheriff 
Sheriff’s officer 
Teacher employed on a full-time basis at a school or tertiary education institution. 
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1. Introduction  
In September 2016, ACT Government announced the construction of a Surgical Procedures, 
Interventional Radiology and Emergency (SPIRE) Centre to be built at Canberra Hospital (CH). This 
infrastructure project is part of the ACT Government’s 10-Year Health Plan and is in response to the 
increasing demand on ACT hospitals and health services across the territory.  

The ACT Government 2017 Budget provided funding for the first stages of the SPIRE project which 
includes planning and the commencement of design. A Model of Care (MoC) is a planning document 
that broadly defines the way health services are delivered and outlines best practice care for a 
person using this service. This MoC planning document has been developed for building design only 
and is required by the prospective design consultants to enable design development.  For noting, a 
complete patient journey MoC is a subsequent piece of work. 

ACT Health engaged Healthcare Management Advisors (HMA) Pty Ltd to undertake the MoC 
development in collaboration with staff from Health Services Redesign and Building Health Service’s 
Program. Development of this document occurred between February and March 2018 with internal 
ACT Health stakeholders who have been identified within this document. Outstanding issues that 
require resolution over the next design phases are noted at the beginning of this document. 

2. Description of the service  
CH is the major tertiary and trauma referral centre for the catchment, and manages trauma and 
emergency cases that cannot be provided by other facilities in the region. This means CH is in a 
distinctive situation compared to most other equivalent hospitals in metropolitan settings; the 
hospital is significantly limited in its capacity to request initiation of bypass system in periods of high 
demand for surgery services. 

Perioperative services is integral to the role of the CH as a Major Trauma Centre and Tertiary Health 
Facility for the ACT and the surrounding NSW region. CH perioperative services is a role delineation1 
level 6 clinical service for most surgery and encompasses a Territory-wide and regional role. 

As a role delineation level 6 clinical service in most specialty areas, this means: 
• For the operating suite CH provides complex surgical procedures, manages patients at the 

highest level of surgical risk. Provides specialised surgery such as cardiothoracic surgery and/or 
neurosurgery 

• For the anaesthesia and Post Anaesthetic Care Units (PACU) areas CH “provide(s) anaesthesia 
for all levels of patient risk undergoing complex major surgical procedures.” [There is] 
“subspecialty anaesthesia on-site, such as neurosurgery, cardiothoracic surgery…..”2 

The only service related groups (SRGs) where CH does not provide level 5 or 6 role delineation 
capability are transplantation (SRG 61) and extensive burns (SRG 62). There is insufficient activity 
generated within the CH catchment to justify developing level 6 capability for transplantation or 
ongoing management of extensive burns. 

The CH perioperative services target population is the ACT and Southern NSW patients who require 
tertiary level surgical procedures. The CH provides capacity for surgical procedures to be undertaken 
24 hours a day, seven days per week. The hospital provides elective and emergency surgical 
procedures, including organ and lifesaving surgery between 2100 and 0700 hours. 

                                                           
1  NSW Guide to the Role Delineation of Clinical Services 2016 (Second Edition, May 2017) 
2 NSW Guide to the Role Delineation of Clinical Services 2016 (Second Edition, May 2017), p.11, p.13. 
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Less complex elective and emergency adult surgical procedures and high volume short stay 
procedures are provided at Calvary Public Hospital Bruce (CPHB). The perioperative profiles and role 
delineations for the public hospitals delivering surgical services will be articulated in the 
Perioperative Service Specialty Plan.  

2.1. Surgery types 
The tertiary perioperative services provided at the CH include: 
• cardio-thoracic 
• dental 
• ear, nose and throat (ENT) 
• general 
• gynaecology 
• neurosurgery 
• obstetrics 
• oral-maxillary-facial 
• organ retrieval 
• orthopaedics 
• ophthalmology 
• paediatrics 
• plastics 
• trauma 
• urology 
• vascular. 

2.2. Classifications 
Surgery is classified on the basis of a patient's presentation and subsequent care (not by time 
periods to surgery):  
• Emergency surgery is surgery to treat trauma or acute illness subsequent to an emergency 

presentation. Emergency surgery includes unplanned surgery for admitted patients and 
unplanned surgery for patients already awaiting an elective surgery procedure (for example, in 
cases of acute deterioration of an existing condition). A request for emergency operating time 
classifies patients according to the following urgency categories: 

o category 1: Life threatening (operate <1 hour)  
o category 2: Organ threatening (operate <4 hours) 
o category 3: Non-critical but emergent (operate <8 hours) 
o category 4: Non-critical, non-emergent (operate <24 hours) 
o category 5: Subacute (operate >24 hours <72 hours). 

• Elective surgery is planned surgery that can be booked in advance as a result of a specialist 
clinical assessment resulting in placement on an elective surgery waiting list. A request for 
admission categorises patients according to the National Elective Surgery Urgency. Categories: 

o category 1 Procedures that are clinically indicated within 30 days  
o category 2 Procedures that are clinically indicated within 90 days  
o category 3 Procedures that are clinically indicated within 365 days. 

• Caesarean Section surgery is the use of surgery to assist the birthing of a baby. Classifications for 
caesarean section surgical procedures are: 

o category A: Delivery within 30 minutes 
o category B: Delivery within 60 minutes 
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o category C: Delivery within 6 hours 
o category D: Delivery to suit ORs and D/S. 

• Other surgery: transplant surgery and planned obstetrics procedures.  

2.3. Care streams 
There are broad phases to the perioperative patient pathway: 
• prior to a surgical procedure (preoperative care) 
• conduct of the surgical procedure (intraoperative care) 
• after the surgical procedure (post anaesthetic care). 

2.3.1. Preoperative care 

Surgical bookings 

The surgical bookings unit is responsible for the management of the scheduling of patients on the CH 
Elective Surgery Waiting List that includes booking of patients on to a theatre list. This unit works in 
collaboration with the Central Waitlisting Service, as part of the Territory Wide Surgical Services 
(TWSS) team, who are mainly responsible for reviewing and assessing the Request for Admission 
(RFA) form and adding patients to the electronic waiting list. The management of patients waiting 
for elective surgery is in line with the Elective Surgery Access policy, which aims to ensure equity of 
access to all patients waiting for elective surgery based on identified clinical urgency timeframes. 

Pre-admission 

The pre-admission service conducts preoperative assessment for elective surgical patients as part of 
a multidisciplinary team. These services are provided for all people undergoing elective surgery. The 
aim of the service is to ensure patients are admitted in the best possible state of health, with all test 
completed prior to admission.  

The clinic is staffed by nursing and anaesthetic staff who complete a thorough health assessment in 
order to ensure the patient is ready for surgery. Dependent on various factors (e.g. patient co-
morbidities and socio-economic characteristics), this consultation may take place in the form of a 
face to face consultation or via telephone. The results of that assessment are made available to the 
treating specialist and General Practitioner (GP). The service operates a High Anaesthetic Risk 
Patient (HARP) clinic for people with complex needs and multiple comorbidities. 

Day of Surgery Admission (DoSA) 

DoSA describes the process whereby patients are admitted to CH and undergo surgery on the same 
day. This is the admission policy for most CH elective patients. 

Holding bay 

Nursing and anaesthetic assessments are undertaken in the holding bay, prior to entry to the 
operating theatres. Several patients are often in the holding bay area to ensure the next patient is 
always ready for theatre.  

2.3.2. Intraoperative care 

The intraoperative area will consists of the existing operating theatres (13 including MRI), with the 
addition of 10 hybrid, complex/robotics, interventional radiology suites, and a shell for a future 10 
hybrid/complex/robotic theatres. 

The hybrid operating suite will include operating rooms with angiography suitable for endovascular 
work e.g. cardiothoracic, neurological, and vascular.  
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For space planning purposes it has been assumed that the ten room SPIRE suite will comprise: 
• four hybrid operating rooms with angiography equipment requiring control and computer rooms 

initially for use in cardiac, cardiothoracic, vascular surgery (EVAR), neuro interventional, and 
trauma surgery 

• four complex/robotic surgery operating rooms with garaging facilities for robotic tools for use 
initially in ENT, urology, gynaeoncology, colorectal, paediatric services, and appropriate 
emergency cases 

• one intraoperative room with direct access to an MRI scanning room 
• one intraoperative room with direct access to specialised imaging equipment, yet to be 

determined (e.g. simulation theatre). 
Hybrid theatres have a fixed imaging platform designed to support minimally invasive surgery. 
Hybrid theatres enable surgeons to perform combined open, minimally invasive, image-guided 
and/or catheter-based procedures in the same operating room. 

The hybrid/complex/robotic theatres will include provision for robotic surgery, mobile robot arms 
and tactile feel technology systems. 

Hybrid/complex/robotic theatres require additional space to house extra equipment as well as 
accommodate more staff who are present during a procedure. 

Initially it is expected that hybrid theatre activity will be focussed in the following four surgery 
specialties: 

• interventional neurology 
o digital angiography is used for neurovascular surgery and spinal surgery 
o Computer Tomography (CT) scan or MRI scan is applied in brain tumour surgery 

• neurosurgery/orthopaedic surgery – the o-arm system is specifically used in spinal surgery 
• vascular 
• cardiothoracic. 
Use of hybrid theatre techniques is evolving rapidly. Other areas where hybrid surgery techniques 
could expand in the medium term include orthopaedics and trauma. 

2.3.3. Post anaesthetic care 

PACU 

The PACU, operated by specialist nursing staff, is responsible for the management of patients’ 
immediate post-procedural period. Following conclusion of the surgical procedure there are typically 
three stages of recovery: 
• Stage 1 recovery accommodates unconscious patients who require constant observation and 

monitoring with a one-to-one patient nurse ratio. Open planned bays are provided that can be 
observed from a staff station 

• Stage 2 recovery accommodates:  
o patients who have regained consciousness after anaesthesia but require further 

observation 
o patients who have undergone procedures with local anaesthetic who may bypass 

recovery stage 1 
o post-operative obstetric patient needs including facilitating breast feeding as per the 

breast feeding-friendly hospital policy.  
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Extended Day Surgery Unit (EDSU) 

EDSU is a flexible area where patients can have their entire episode of care within the perioperative 
environment. Bed allocation is for patients who meet the 23 hour EDSU admission criteria and do 
not require admission to an inpatient unit as they meet the admission criteria for the unit which 
ensures patient safety and have a planned discharge within 23 hours after the surgery/procedure. 

Stage 3 (discharge lounge) 

Stage 3 (discharge lounge) provides comfortable chairs for patients who are awake and ready to 
discharged, generally to their home. 

2.4. Care needs 
2.4.1. Additional needs 

CH makes provision for perioperative patients identified as having additional needs (e.g. physical 
disabilities, medical conditions, mild learning disabilities or profound cognitive impairment, 
developmental delays, and emotional vulnerabilities). Patients may require additional planning and 
resource allocation coordinated via a multidisciplinary approach for their perioperative journey. This 
planning and support is required across the various phases of perioperative care including pre-
admission clinics, pre-operative care and post-operative care. 

Justice Health detainee patients requiring a surgical procedure also need consideration given to 
additional resourcing e.g. separate areas in recovery. 

2.4.2. Needs of Aboriginal and Torres Strait Islander People 
It is important that perioperative care is delivered in culturally safe and competent ways. To 
overcome the evolving barriers to lifelong care that Aboriginal people may experience, perioperative 
services need to work in partnership with Aboriginal health care providers to tailor care to achieve 
optimal perioperative health outcomes. In particular, this should include a demonstrated 
commitment to building trust with Aboriginal people to ensure assessment, planning, referral and 
follow up processes are tailored to the individual. 

2.4.3. Paediatric, obstetrics and miscarrying gynaecology patients 

The patient journey for paediatric patients and women who are miscarrying is to be sensitive, and to 
acknowledge the special needs of these groups. Children and women will need/want support and 
there will the ability to facilitate this. Paediatric, obstetric and miscarrying gynaecology patients 
require appropriate streaming for each cohort from DoSA through the operating theatres and into 
PACU. Separation of miscarrying women from surgically assisted birthing women is required in both 
DoSA and PACU. 
• Parent access to stay with children as long as possible is required in appropriate areas of the 

operating theatres 
• Appropriate post anaesthetic care environments are required for each cohort including the 

ability for an optimal first breast feed for post caesarean women and their babies. 

2.5. Changes to model 
• An integrated booking system Perioperative Information Management System (PIMS) will be 

introduced to manage and streamline bookings and the waiting list, with the ability to 
differentiate between elective and emergency surgery 

• Centralised pre-admission for all elective surgery 
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• Dedicated areas for different patient cohorts will facilitate a patient centred journey, where the 
environment is appropriate the cohort- such as paediatrics etc. facilitating communication that is 
targeted, appropriate and informed 

• Waiting space for relatives  
• Commencement of the discharge planning from the time of admissions with the establishment 

of a Discharge Planning Unit (DPU) 
• Allocation of a dedicated nurse for the duration of care within the perioperative suite to 

facilitate the patient journey and decrease the length of stay 
• Onsight Sterilising Services Department (SSD) will increase efficiency in pre-rinse and sterilising 

processes. 

3. Care/service setting 
Perioperative care will be provided in dedicated facilities at the CH. Existing perioperative services are 
located at the CH site in Woden, in Building 12, Level 3, with the exception of the pre-admission unit 
located on Level 2. Perioperative services are an inpatient service type. 

Perioperative services include preoperative, intraoperative and postoperative activity. Facilities 
utilised within the perioperative services will depend on the individual’s requirements. 

The scope of perioperative services covered by this MoC is:  
• Operating Suites, comprising: 
• surgical and procedural clerical admissions 
• holding areas  
• high volume surgery operating/procedure suite  
• conventional surgery operating/procedure suite 
• hybrid / complex / robotic operating suite.  
• Interventional Radiology Suite 
• holding area  
• Interventional Radiology/Angiography rooms   
• Perioperative support areas, including: 
• DoSA unit 
• Day Surgery/Procedure Unit - preoperative and postoperative 
• PACU for recovery, including a dedicated paediatric area 
• EDSU. 
• Anaesthetics Services  
• SSD. 

3.1. Environmental considerations 
The aim of health care is not only to treat disease, but also to create a healing environment for 
patients that is safe and free of psychosocial elements created through poor design. To this end the 
environment and design is to support the MoC. 

Noise has been linked with poorer outcomes and increased levels of stress, for both patients and 
staff. Noise leads to communication difficulties, and may impede on an individual’s privacy. 
Therefore strategies for combating noise levels within perioperative services should be included. 
This includes, but is not limited to: 
• sound absorbing ceiling tiles 
• ceiling battens. 
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Lighting is to be consistent with the AHFG 0520 – Operating Unit 3.5. Interior décor should be 
chosen that does not alter the observer’s perception of skin tones. 

Infectious, custodial and/or other patients with privacy needs will require an appropriate 
environment ensuring a balance between privacy and observation, given that this space will be 
multi-purpose. 

Regardless of specific environmental considerations, the design is to support a balance between line 
of sight and privacy of patients in treatment areas and waiting areas from staff areas, specifically 
staff stations. 

4. Care provision continuum and workforce 
4.1. Philosophy and principles of care 
Effective perioperative care is reliant on the following key elements:  

• The perioperative process prepares the patient, support people for the patient, for the whole 
surgical/procedural journey 

• All patients require pre-admission review using a triage process 
• Pre-procedure preparation optimises and supports management of the patient’s perioperative 

risks associated with their surgery/procedure and anaesthesia 
• The multidisciplinary team collects, analyses, integrates and communicates information to 

optimise patient centred care 
• Each patient’s individual journey should follow a planned standardised perioperative pathway 
• Support safe, efficient person-centred care, supported by evidence-based practice, and enhance 

patient experiences and outcomes. 

Workflow improvement will be facilitated by: 
• Greater specialisation of some operating rooms for: 
• elective and emergency/non-elective surgery 
• greater specialisation of theatres for specific surgery types e.g. cardiac, urology, vascular and 

neurosurgery 
• relocation of the majority of the urology case load to procedure rooms 
• Improved patient flows in the pre, intra and post-operative phases of perioperative care 
• More efficient movement of equipment and consumables (including clearer delineation of clean 

and dirty zones in the perioperative space). 

Perioperative care delivers knowledge sharing to support patient centred care. This involves the 
collation, analysis, integration and communication of information relevant to a number of domains: 
• patients: preferences, expectations, concerns needing to be addressed 
• medical information: health status, social support, recent investigations 
• GPs/primary care: address concerns, expectations 
• surgery: staffing, equipment and other resources required to deliver a procedure 
• anaesthetic requirements: to optimise care for each patient, consideration must be given to 

staffing, equipment, assistant for procedures, resourcing for pre-operative anaesthetic care, 
technical backup for high-risk patients 

• hospital: resources, targets, process indicators and health outcomes 
• an important aspect of perioperative services is partnering with patients and their support 

people; this optimises shared decision making for the whole perioperative journey 
• patient-centred perioperative care involves a comprehensive team. This comprises: the patient, 

their support people, GPs, surgeons, proceduralists, anaesthetists, nurses, administrative and 
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clerical staff, allied health professionals, clinical support and operational support personnel (e.g. 
theatre technicians and cleaners), primary care providers, Aboriginal health workers, and 
multicultural and diversity health workers. 

The SPIRE centre and refurbished perioperative services in Building 12 will provide an environment 
that seeks to decrease unnecessary patient stresses whilst streamlining the care pathway and 
facilitating the separation of patient flows for complex and high volume short stay surgery, day 
procedures, paediatrics, obstetrics and miscarrying gynaecology patients, interventional radiology, 
and interventional cardiology. 

Facilities must be provided to enable staff to have breaks/timeout without leaving the unit. 

4.2. Business rules 
There is a hierarchy of policies and business rules that are relevant to Perioperative services. 

The overarching standards at a national level are provided by the Australian Commission on Safety 
and Quality in Healthcare. These standards seek to improve the quality of health service provision in 
Australia. 

National specialty bodies specify standards relevant to their interest area e.g. Royal Australian 
College of Surgeons (RACS) Surgical Education and Training (SET) requirements, the Australian and 
New Zealand College of Anaesthetists (ANZCA), and the Australian College Operating Room Nursing 
(ACORN) Standards, Recommended Practices, and Guidelines, Infection Control in Endoscopy, 
Gastroenterology Society of Australia (GESA). 

ACT Health and CH Perioperative related policies, standard operating procedures, and guidelines. 

4.3. Patient pathway 
A key function of perioperative services is to ensure the patient is optimally prepared for their 
complete surgical/procedural journey and that this occurs in a safe, efficient and patient-centred 
manner. The patient’s procedural journey begins with the patient at home (or other location in the 
community) and ends when the patient is safely returned to their place of residence. 

There are multiple points of entry to perioperative services. These include via: 
• Emergency department (ED) 
• Pre-admission and DoSA, for elective patients 
• From other areas of the hospital including the intensive care unit (ICU), inpatient units, 

outpatient clinics, Hospital In The Home, and retrieval services 
• Centenary Hospital for Women and Children (CHWC) 
• patients who have undergone procedures with local anaesthetic who may bypass recovery stage 

1. 

The actual patient pathway through PACU varies according to the nature of the procedure 
conducted. EDSU is a flexible area where patients can have their entire episode of care within the 
perioperative environment. Bed allocation is for patients who meet the 23 hour EDSU admission 
criteria and do not require admission to an inpatient unit as they meet the admission criteria for the 
unit which ensures patient safety and have a planned discharge within 23 hours after the 
surgery/procedure. Based on the summary description of pre, intra and post-operative processes 
presented above, this section presents an overview of the CH perioperative patient flows (see Figure 
1 on the next page). 
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Figure 1: Patient pathway for perioperative services at CH 
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4.4. Workflow and work processes 
Overall staff workflows are guided by the patient pathways through perioperative services. 
Perioperative services involve a wide-ranging number of specialised staff.  

A perioperative management structure supports efficient and effective fiscal, human resource, and 
materials management practices for both elective and emergency streams. This includes utilisation 
of an Operating Room and Anaesthetic Management System. 

Information management unit staff support the provision of sound data for planning and analysis. 

Figure 2 –Organisational structure for perioperative services at CHl 
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4.4.1. Variations to workflow and process: the impact of procedure type 

The category of operating room and surgical subspecialty required varies in the intraoperative phase 
according to a range of characteristics, including: 
• the body part involved and procedural complexity e.g. simple day procedures (e.g. closed

reduction of a fractured bone) compared to a more complex operating room procedure (e.g. hip
replacement)

• the degree of invasiveness and associated procedural techniques e.g. minimally invasive
techniques using endoscopy, open surgery

• equipment needed e.g. lasers, hybrid theatre imaging equipment, robotic surgery
• number of surgeons or other proceduralist involved, which can vary from one to several for a

complex trauma or organ retrieval case.

The procedural characteristics determine the numbers of anaesthetic, nursing and technical staff 
together with non-clinical staff in the intraoperative phase e.g. more wardspersons are required to 
assist with patient movement in multi trauma surgical cases. 

4.4.2. Preoperative care: overview of work process 

The overall work processes and staff involved in the immediate pre-operative phase of perioperative 
care are described below. Prior to elective surgery the relevant surgical consultant or registrar on-
call will undertake a surgery assessment, including medical examination and review of test 
requirements. For emergency cases this assessment is often undertaken within ED at the same time 
as the request for emergency surgery is prepared. 

Anaesthetist/anaesthetic registrar 

The anaesthetist/anaesthetic registrar undertakes an anaesthetic assessment, in preparation for 
tailoring the anaesthetic to the individual patient’s medical history and the type of surgical 
procedure planned. They assess requirements for appropriate post-operative care to maximise 
patient safety. Intraoperative care: overview of work process. 

Lead Surgeon 

Prior to surgery the lead surgeon will assess the surgical approach, including assessment of resource 
availability to support the procedure and the position for procedural access. Patient care during the 
intraoperative period is the responsibility of the surgeon or proceduralist, the anaesthetist, and the 
operating theatre nursing team. 

Operating Room Coordinator (ORC) 

The ORC is supernumerary to the provision of anaesthesia. The anaesthetist ORC works in close 
collaboration with the nursing Patient Flow Coordinators in the allocation of defined resources to 
provide to each of the surgical and medical subspecialties and the respective ideal utilisation of OR 
and interventional suite capacity according to agreed requirements and sudden temporary variation 
in demand. Any change/optimisation of the workflow and process is aligned with the patient centred 
MoC. 

Perioperative Patient Flow Coordinator 

The Perioperative Patient Flow Coordinator provides resource assessment. This involves 
coordinating the staffing, equipment and consumable resource requirements, including: 
• booking and scheduling the operating room and team, including surgical, anaesthetics, nursing

capability and necessary technical support e.g. perfusionist, radiographer (the precise team mix
will depend on the nature of the procedures on the surgical list)

• coordination of resource supports such as equipment, stores, implants and prosthetics
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• prosthetic, tissue, bone, and other implants required 
• additional coordination may be required for specialist equipment or prosthetics from interstate, 

in consultation with Perioperative resource nurse, hospital supply and equipment loan staff. 

In undertaking scheduling and resource coordination the Patient Flow Coordinator adheres to 
patient categorisation rules, underlying demand for emergency and elective sessions, and any 
additional support requirements needed (e.g. for organ retrieval). 

4.4.3. Intraoperative care: overview of work process 

Surgeon and surgical team 

Surgery involves a range of work. For instance, it may include excision, resection, ligation, grafts, and 
insertion of prosthetics, stoma creation, arthrodesis and debridement. The surgeon:  
• prepares for the procedure 
• performs the procedure 
• is accountable for the sterility of the environment and safety of the patient 
• is responsible for identifying and resolving intraoperative surgical challenges 
• in conjunction with the anaesthetist, assesses the post-operative destination for care provision. 

Anaesthetist and anaesthetic team 

• induces anaesthesia  
• manages pain during procedure  
• maintains and monitors anaesthesia 
• monitors vital signs  
• is responsible for identifying and resolving intraoperative anaesthetic challenges 
• reverses the effects of anaesthesia. 

Operating room nursing team 

• supports the surgeon during surgical procedures 
• prepares the operating room 
• prepares the instruments and equipment 
• maintains a record of instruments and equipment used during the procedure 
• is responsible for identifying and resolving intraoperative nursing challenges. 
 
Other intraoperative staff include cleaning staff and wardspersons to assist with patient direct and 
indirect care. The CH is a tertiary level teaching hospital. The level of theatre throughput can be 
affected by teaching and research responsibilities. 

4.4.4. Post anaesthetic care: overview of work process 

Anaesthetist 

The anaesthetist is responsible for the patient transfer from the operating theatre to the PACU until 
the transfer to the recovery area is complete. They provide written and verbal instructions to the 
PACU nursing staff, based on pre-determined clinical criteria. They negotiate acceptance of the 
patient to the post perioperative destination and, where relevant, facilitate transport and clinical 
handover to the inpatient unit.  

The anaesthetist is responsible for authorising the patient's discharge from the recovery area. 
Discharge responsibilities may be delegated to a specialist PACU nurse. 
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PACU Clinical Nurse Consultant (CNC) 

A CNC is responsible for the PACU. There is a ratio of one nurse to each patient in Stage 1 who has 
not recovered protective reflexes or consciousness. The ratio is 1:2 for Stage 2 recovery. 

EDSU/DSU CNC 

A CNC is responsible for the EDSU/DSU/discharge lounge. There is a 1:4 nurse: patient ratio in 
EDSU/DSU.  

4.4.5. Service leads 

The medical and nursing clinical leads steer the frontline multidisciplinary team (see below). These 
leaders are responsible for developing the service framework and overseeing work processes, 
including:  
• the coordination of integrated perioperative multidisciplinary care 
• the identification, communication and management of perioperative patient risk 
• the establishment of local guidelines 
• efficient and effective use of perioperative facilities 
• measurement, benchmarking and reporting of outcomes to support continuous quality 

improvement. 

SPIRE development will generate a significant investment in theatre capacity and associated support 
services. Consideration could be given to the development of a dedicated clinical director and 
director of nursing of perioperative services in response to the growing scale of CH perioperative 
services. 

4.4.6. Team members  

The perioperative service is comprised of a frontline multidisciplinary team of surgeons, 
anaesthetists, nurses and other proceduralists, allied health clinicians and clerks (responsible for 
liaising and facilitating the work of key stakeholders who manage the patient’s surgical/procedural 
journey). Other team members include: 
• Technical staff, including scientists 
• Wardspersons/theatre technician/clinical support persons 
• Theatre cleaners. 
Patient flows will be facilitated by wardspersons/theatre technicians/ clinical support persons. These 
roles undertake a variety of tasks including direct and inpatient care. Dedicated wardspersons to 
facilitate patient flow into OR are required for an expanded holding bay and for provisioning 
transport for patients to IPU post peri-operative journey completion.  

Structures and processes of the frontline perioperative service are in place to facilitate their roles 
and responsibilities to patients and their support people.  

At different stages of the patient’s perioperative journey, different team members more closely 
provide patient centred care, depending on the individual patient’s progress along the patient care 
pathway and workflow processes described in Section 3. Typical team member involvement along 
the care pathway are: 

• Before and after hospital admission: primary healthcare providers 
• Preoperatively: the anaesthetist, the medical officer with the surgical team and the nurse with 

the clerk who spend most time with the patient and their support people 
• During the intraoperative phase the surgeon, the procedural anaesthetist and the operating 

theatre nursing team, technicians, clinical support personnel 
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• Post anaesthetically the patient is primarily cared for by the anaesthetist and nursing staff in the 
PACU 

• During all phases of care members of the perioperative team, including the broader 
multidisciplinary team, can be called upon to contribute their expertise to patient centred care. 

At all times in the revised MoC there should be real time access to updated documentation on each 
patient’s aggregated health and social status, via there electronic medical record. 

At all stages all members of the multidisciplinary team are responsible for checking that the patient 
information shows consistency e.g. the RFA, the consent form, correct site surgery, the ward notes 
and medications. They must also ensure patient identification and procedure matching 
requirements are fulfilled. 

Details of staffing levels for perioperative services will be considered in development of the 
perioperative health service plan. 

4.4.7. Roles and responsibilities  

Table 1: Staff roles and responsibilities 

Position Levels Roles / Responsibilities  
Preoperative care (immediate) 
Consultant/fellow/surgical registrar 
on call 

Patient surgery assessment 

Anaesthetic consultant/registrar Patient anaesthetic assessment, preparation and 
optimisation 

ORC Management of the theatre utilisation 
Nurse (Patient Flow Coordinator) Procedure resource assessment 
CNC, DoSA Manager of the DoSA Unit 
Nurses Nursing support within DoSA, supply management 
Intraoperative care 
Consultant 
surgeon(s)/fellow/registrar 
(Subspecialty as required by the 
procedure) 

Surgical resourcing assessment; conduct of the procedure  

Consultant 
anaesthetist(s)/fellow/registrar  

Anaesthetic service provision pertaining to the 
procedure/specialty as required  

Theatre nurses Intraoperative nursing care 
Technicians – various e.g. 
perfusionists, radiologists, 
scientists 

Various, depending on the procedure and equipment used 

Patient support staff Wardspersons - patient movement, clinical support 
Ward assistants – clinical support 

Theatre cleaner Cleaning of theatre surfaces; waste classification and waste 
removal 

Postoperative care 
Anaesthetist Post-operative anaesthetic assessment and care as required 
CNC, PACU Postoperative nursing care 
Nurses Nursing support within PACU, EDSU, DSU, Discharge Lounge 
Patient support staff Patient direct and indirect care  
Other 

Clerical/administration staff 

Clerical support to perioperative processes, including 
patient clerical admissions, recording patient details and 
procedural processes. Clerical support for administrative 
functions 
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Position Levels Roles / Responsibilities  
Supply, physical resource RN, and 
loan service staff 

Obtain required physical resources and specialist equipment 
and implants from interstate/overseas, as required 

4.5. Workforce 
Based on the description of pre, intra and post-operative staff and processes presented above, the 
CH perioperative staffing and work processes will be provided in the detailed Business Case. 

Projected staff profiles require development to inform future stages of planning and will be subject 
to adjustment both in numbers and classification as better clarity is gained around service delivery 
models. Staff profiles are subject to review by the Workforce Policy and Planning unit. 

Future workforce requirements will be determined using relevant College standards e.g. Australian 
College Operating Room Nursing (ACORN) Standards for Perioperative Nursing; 14th Edition. 

4.6. Changes to workforce model 
The continued evolution of procedural activity types will see ongoing changes to areas of 
perioperative care where there is a need for anaesthetic services. Clinical areas where there is a 
growing need for anaesthetic services are: Diagnostic Imaging; brachytherapy; gastroenterology; 
mental health unit for electroconvulsive therapy (ECT); pre-admission clinics; High Risk Anaesthetic 
Patient (HARP) clinic; the acute pain service; use of extracorporeal membrane oxygenation (ECMO); 
emergency surgery coordination; Cardiac Catheterisation Laboratories; Electrophysiological 
Laboratory; trauma; medical emergency team (MET) response; disaster management; and the PACU.  

The changing mix of procedural activity will generate greater demand for interventional radiology 
within theatres and an associated requirement for extra anaesthetic staffing. 

There is an emerging trend for anaesthetic provision outside the operating room environment. This 
will generate demand for additional anaesthetic and nursing staff and safe provision of care with 
medications and resources.  

There is a requirement for 24/7 anaesthetic staffing to facilitate acute pain reviews and epidural 
insertion in labouring women. A registrar and on-call consultant will be available overnight. 

4.7.  Training, education and research 
A major function of perioperative services is to support training, education and research within the 
perioperative services, to enable and support the delivery of a high quality service to both adults and 
children. Ongoing training is a major focus of perioperative services into the future.  

Perioperative services will continue to train large numbers of junior medical officers each term, in 
addition to registrars training in streams of surgical and anaesthetic specialties. Facilities will be 
required to facilitate onsite nursing and medical training.  

Programs include facilitation of clinical updates, undertaking of research, quality improvement and 
accreditation programmes, mandatory training for medical and nursing staff, Basic and Advanced 
Cardiac Life Support and training, in-service education and training programs for all staff, mock 
scenarios, competency assessments, undertaking of vivas for medical staff, orientation of new staff, 
conducting and supporting the Transition To Practice (New Graduate) program annually, and more. 

To support education, training and research, perioperative services maintains a strong focus on 
education and research through structured positions and portfolios and contributes to teaching 
students from the Australian National University (ANU) Medical School, University of Canberra, 
Australian Catholic University, and the Charles Sturt University. 
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5. Service support elements  
5.1. Essential equipment and technology 
Bedside data entry 

• Staff will need access to computers at each bedside, staff stations, in consultation, treatment 
and procedure rooms. 

• Clinicians (nurse, allied health, doctor, etc.) should have a tablet device to enter relevant patient 
information, order tests, review results, send outpatient referrals, provide discharge emails (to 
patient and GP). This should include entering information in a real time medical record, that all 
involved in the patients care can see. These handheld devices should also be the communication 
method between staff within and outside the ED, and may be best used when plugged into wall 
mounts.  

• Access is required to a mobile device platform (computer on wheels) for the purpose of data 
entry. One device will be used between two bed spaces. 

Wi-Fi 

• Provision for medically safe wireless networking throughout the clinical area  
• Wi-Fi internet access will be provided throughout the Department (including lounge/wait areas) 

for use by staff and visitors unless contraindicated in specific areas for patient safety reasons. 

Printer 

Printers are required at the staff station in each stream, at reception/triage and in close proximity to 
the ambulance entrance. Space is required for equipment relating to electronic 
medication/pathology/wristband/programs. 

Hearing loop 

Hearing loop is to be available at triage/reception and scattered through the streams. Each stream 
will have at least one area with hearing loop installed; this will include interview, consult and 
meeting rooms.  

Patient monitoring 

• Patients should be issued with Electronic wristbands that provide real time tracking ability, can 
be scanned by clinician devices to confirm identity and provide alerts for allergies etc.  

• Patient monitoring at bed spaces, and selected other spaces (e.g. procedure rooms) will be 
configured for monitoring at a central location with real time reporting. 

• All resuscitation beds are to have haemodynamic monitoring and ventilation equipment. 
• Central monitoring will feature in all streams. 
• All monitoring modalities will be compatible with other critical care areas within the hospital 

including ICU/CCU and Interventional Suite. 

Patient bedside entertainment in DoSA, EDSU/DSU/DPU 

• Where appropriate and required, patient entertainment (i.e. TV) will be provided. Bedside data 
entry for clinical staff will be provided by an alternate system.  

• Patient entertainment will be available in all paediatric areas. 
• TV in lounge/wait areas providing access to entertainment and health information. 
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Telemedicine/Video conferencing 

Selected clinical spaces will be configured to provide remote telemedicine, these facilities can be 
located in either the education room or a communal office area. 

Communication 

The most appropriate latest technology will be required for: 

• communicating during systems fail or in disaster response
• audible communication in all clinical and non-clinical areas of perioperative services with access

to points in multiple locations
• communication will be via real time direct smart phone/tablet device leading to minimal landline

or overhead paging use.

5.2. Information, Communication and Technology (ICT) 
Introduction of a dedicated Surgery Management and Anaesthesia Information System (SMAIS) will 
be introduced as part of the SPIRE development. This will increase overall workflow efficiency within 
perioperative services. SMAIS integrates inventory systems, scheduling, anaesthesia activity records, 
documentation, and patient data. 

The SMAIS must link to patients’ electronic medical record and ACT Patient Administration System 
(ACTPAS). 

5.3. Environmental and supply services 
Food services 

Patients in recovery areas need access to light refreshments. Staff working in the sterile areas of 
operating rooms need access to appropriate food services and refreshments that are accessible 24 
hours. 

Draping 

The range of operating room gowns/draping is extensive (e.g. surgical garments include scrub suits, 
surgical gowns, and uniforms), sheets, large storage areas are required to support access to non-
sterile supplies, especially as surgery services function 24 hours per day. Bed linen is a key 
consumable. 

Stores 

A range of store room areas are required, including for: sterilisation services, surgical 
garments/draping’s, anaesthetics, dirty linen, cleaning stores, sterile medical supplies, and chemical 
stores. 

Business support services 

Easy access to appropriately qualified translators. Dedicated cleaners will be allocated to 
perioperative services. 

Administrative support staff 

Clerical staff will be located in Clerical Admissions. Clerical staff will require access to various ICT 
modalities including facsimile. In addition clerical staff will be distributed throughout the 
perioperative services.  
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Volunteers 

Not applicable 

Waste Management 

The range of waste materials that require standardised processes for categorisation is extensive. 
Waste should be categorised into three groups: reducing, reusing and recycling. This categorisation 
should apply to used medical supplies, wrappings, devices, waste pharmaceuticals, blood and other 
fluids, tissue, contaminated gowns and drapes, cardboard and other paper, glass, plastic, and used 
disinfectants. 

5.4. Core services 
5.4.1. Anaesthetics and Perioperative Medicine 

The Department of Anaesthesia and Perioperative Medicine provides a 24 hour service 
encompassing pre-anaesthesia assessment, intraoperative anaesthesia, post operative anaesthetic 
support, anaesthesia services to units outside of the operating suites, and tertiary trauma care. The 
department also supports and manages the Acute Pain Management Unit. 

ACT Health Anaesthetic and Perioperative Medicine services are providing anaesthetic services for 
all elective and emergency surgery at the Canberra Hospital and Calvary Public Hospital Bruce. 
Anaesthetic services at the Canberra Hospital are provided in many locations outside the operating 
suites including Diagnostic Imaging; brachytherapy; gastroenterology; mental health unit for 
electroconvulsive therapy (ECT); pre-admission clinics; High Risk Anaesthetic Patient (HARP) clinic; 
the acute pain service; use of extracorporeal membrane oxygenation (ECMO); emergency surgery 
coordination; Cardiac Catheterisation Laboratories; Electrophysiological Laboratory; trauma; medical 
emergency team (MET) response; disaster management; and the PACU. 

5.4.2. Diagnostic Imaging 

The use of Diagnostic imaging in the theatres is increasing. This is in part due to the trend towards 
less invasive procedures. Provision for a range of equipment is needed, including: 
• mobile imaging such as image intensifiers, general x-ray, ultrasound, video laryngoscopes for

tracheal intubation, stereotactic equipment and in some instances, mobile CT
• fixed imaging such as C-arms, angiography, CT, ultrasound and – in limited circumstances - MRI
• mobile equipment needs storage in a dedicated location when not in use. New technology, such

as mobile CTs is very large, requiring extensive space
• in hybrid environments, the fixed imaging unit ideally should have a location away from the

sterile field. This makes the room more flexible when the technology is not in use
• additional radiographer full time equivalent (FTE) is needed to manage the increased imaging

requirement for emergency patients.
5.4.3. Pathology 
A range of pathology related activities are needed to support the operating rooms, including: 
• point of care testing
• frozen sections whereby a fresh tissue specimen is taken in the operating room, reviewed by an

anatomical pathologist and then results provided to the surgeon within a 20 minute timeframe.
The results are relayed from the pathologist back to the surgeon, so the surgical procedure can
continue

• other tissue specimens that are not time critical are placed in a fixation agent and sent to the
pathology department for preparation and examination. Most samples are transported in pre-
filled specimen containers. Larger specimens require decanting and a suitable exhaust
ventilation system is needed to manage fumes
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• Pathology and blood specimens are currently transported from operating rooms to pathology via
vacuum tubes.

5.4.4. Pharmacy 
Central storage for medications is needed within the perioperative suite, including provision for 
appropriately stored S4D and S8 drugs in a locked safe. Remaining medications to be accommodated 
in accordance to legislation. 

Decentralised storage is needed to support the DoSA unit and PACU, which will experience increased 
patient flows as a result of projected increases in patient surgical activity and the SPIRE 
development. 

Each operating room needs proximate access to a drug safe in either the anaesthetic or operating 
room. Ideally, refrigerated medications will be centrally stored within the operating suite so they can 
be accessed as required with cold chain monitoring to a central assessment point where 
temperature excursions are monitored, identified and mitigated.  

An automatic pharmaceutical ordering system is required to improve efficiencies and to support the 
‘just in time’ delivery of medications to the patient. 

5.4.5. Bone bank and other tissue 
An area to receive and store allogenic bone and other tissues (e.g. skin grafts) is required to support 
surgical procedures. 

5.4.6. Clinical engineering 
A room for equipment testing and repair is required because of the large number of theatres in 
SPIRE and Building 12. This room will be accessed by clinical engineering staff who require benches 
for equipment testing. Space is needed for storage of equipment and consumables. This includes 
space for medical gases and a range of perioperative equipment, including back-up anaesthetic 
machines. 

Hybrid/complex/robotic theatres, because of their extensive equipment use, require additional 
space for a range of technical support staff. 

5.4.7. SSD 
Rinsing and sterilising of surgical equipment occurs in the SSD. The rinsing process removes organic 
material of instruments immediately after surgery by rinsing instruments under warm running 
water, prior to sterilisation. Sterilisation is currently undertaken on site to support a significant 
proportion of Building 12 theatre needs for sterilised tools and equipment. 

The pre-rinse and sterilising functions within the operating theatre suite are to be retained in the 
redevelopment. It is proposed this function be renamed from Pre Rinse Sterilising Unit (PRSU) to the 
SSD, to reflect the extensive roles it undertakes. The SSD must have the capacity to deliver 
decontamination of used instruments together with capacity for steam, ethylene oxide and dry heat 
sterilisation.  

Dedicated space is needed for undertaking checking, packing and storage of sterilised items. SSD in 
the future will be significantly automated. 

5.4.8. Security 
Detainee patients may present, in conjunction with two correctional officers. If a patient requires 
resuscitation or continuous physiologic monitoring, they will be managed in the most clinically 
appropriate area. Otherwise patients will be managed in single rooms or isolation rooms where 
possible. The rooms should be large enough to enable the patient to be accompanied by two 
correctional officers, should be located to enable ease of supervision and provide minimal 
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disturbance to other patients, protect the privacy and dignity of the patient and consider paths of 
access to and from the rooms. 

6. Benefits (service innovation and efficiency)
Overall theatre capacity will be increased, along with pre and post-operative patient holding and 
recovery areas. 

Hybrid/complex/robotic theatres will potentially lead to improvements in the patient experience, a 
reduced length of stay in hospital and peri-operative hospital stays. Fewer procedures will require 
general anaesthesia during patient treatment; some procedures will only require sedation – these 
procedures should be considered for completion outside the major theatre environment.  

Traditional boundaries of the surgical space will blur. Endoscopic and endovascular procedures will 
replace certain surgery types. Many currently performed surgical procedures will only require an 
ambulatory setting, increasing demand for ambulatory/overnight facilities.  

6.1. Qualitative benefits 
Qualitative benefits of the SPIRE development include: 
• increased access to single patient rooms with enhanced privacy and increased patient safety,

improving Infection Prevention and Control (IPC) outcomes
• reduced waiting periods for both elective and emergency surgery because of increased

perioperative capacity
• fit for purpose day surgery areas will streamline the admission process for day surgery,

paediatric and miscarrying women provide greater privacy and general comfort levels e.g. access
to more toilets

• an enhanced DoSA will enable separation of adult and paediatric patients, gynaecological
miscarrying women from pregnant/surgically assisted birthing women

• additional theatre capacity will enable more theatres to have a specialised, streamlining theatre
set-up, intraoperative procedural efficiency, access to the required equipment and more
efficient post-operative cleaning e.g. dedicated theatres for emergency vascular procedures,
digital subtraction angiograms

• greater staff satisfaction associated with improved working environment amenity
• increased ability to attract and retain quality multidisciplinary staff because of the enhanced

facilities.

6.2. Quantitative benefits 
Quantitative benefits of the SPIRE development Building 12 refurbishment include: 

• greater surgical throughput due to greater capacity and streamlined patient flows to different
theatre types (and supported by additional post procedural bed capacity), which will also reduce
the number of procedure postponements

• enhanced support amenities
• reduced length of stay due to use of less invasive surgical techniques enabled by hybrid theatres

(this may be offset by greater willingness to undertake surgical interventions for higher risk
patients)

• reduced hospital acquired infections (and associated hospital readmissions) because of the
greater number single rooms and improved hospital layout, enabling better separation of sterile
and non-sterile areas in the perioperative suite

• reduced surgical waiting times
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• improved perioperative patient flow 
• improved preoperative opportunities to optimise surgical, anaesthetic and perioperative nursing 

care. 

7.  Monitoring and evaluation 
7.1. Nationally reportable KPIs 
7.1.1. Australian Council Healthcare Standards (ACHS) Clinical Indicator 

Program 

Monitoring and evaluation will occur via the ACHS Clinical Indicator Program on which the 
quantitative and qualitative indicators are based. See: https://www.achs.org.au/programs-
services/clinical-indicator-program/ 

7.1.2. Australian Government; Australian Institute of Health and Welfare; 
Elective surgery waiting times 

• numbers of additions to, and removals from, public hospital elective surgery waiting lists 
• admissions from public hospital elective surgery waiting lists, by public hospital peer group, 

states and territories 
• admissions from public hospital elective surgery waiting lists, by surgical specialty, states and 

territories.  
• admissions from public hospital elective surgery waiting lists, by intended surgical procedure, 

states and territories 
• waiting time statistics for admissions from public hospital elective surgery waiting lists, states 

and territories 
• waiting time statistics for admissions from public hospital elective surgery waiting lists, by 

intended surgical procedure, states and territories.  
• admissions from public hospital elective surgery waiting lists, by clinical urgency category, states 

and territories 
• unplanned readmissions reported as following admission (a) from an elective surgery waiting 

list, states and territories.3 
7.1.3. Australian Government Productivity Commission; Report on 

Government Services 
• waiting times for elective surgery in public hospitals, by State and Territory, by procedure and 

hospital peer group (days) 
• waiting times for elective surgery in public hospitals, by State and Territory, by remoteness area 

(days) 
• waiting times for elective surgery in public hospitals, by State and Territory, by remoteness area 

(days) 
• waiting times for elective surgery in public hospitals, by State and Territory, by SEIFA IRSD 

quintiles (days) 
• classification of elective surgery patients, by clinical urgency category (per cent) 
• ACT elective surgery waiting times, by clinical urgency category, public hospitals  
• separations with an adverse event, public hospitals 
• ACT selected sentinel events (number).  

                                                           
3 Australian Government; Australian Institute of Health and Welfare; Elective surgery waiting times 

https://www.achs.org.au/programs-services/clinical-indicator-program/
https://www.achs.org.au/programs-services/clinical-indicator-program/
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8. Appendix 
8.1. EDSU Model of Care Admission Criteria 
The Extended Day Surgery Unit (EDSU) is an open surgical unit catering for Day Surgery and 
Extended Day Surgery patients. Patients who are identified as requiring an overnight stay, which 
does not exceed 23 hours, can be accommodated in EDSU. EDSU is a 12 bed unit with the capacity to 
flex up to 14 if required. Patients can be booked onto the Elective or Emergency Theatre lists.  

EDSU is managed and funded by the Division of Surgery and Oral Health. 

 EXCLUSION CRITERIA RATIONALE 

1. Length of Stay( LOS) 
exceeding a 23 hour stay 

To facilitate effective patient flow through the peri-operative 
unit, patients booked into EDSU should require only 1 night 
post operative stay. 

2. Patient’s Age (<15 years) Patients less than 15 years old should be booked to the 
adolescent unit in WYC. The parents/carers may request to 
stay overnight with their child. 

3. Non surgical patients 
4. -with the exception of 

Medical Imaging patients.(2) 

Patients not requiring a surgical procedure should be admitted 
into an appropriate unit to facilitate optimum patient care.  
Exception: 2 x Post procedural Medical imaging patients 
requiring an overnight stay can be allocated to EDSU as per 
agreement between SaOH and MI. 

5. Infectious patients As per the infection control policy; Patients with an MRO 
require single room accommodation with MRO precautions. 

6. Patients with co-morbidities 
affecting their ADL’s 

Patient’s with a complex medical history which affects their 
daily living activities require additional support and post 
operative care.  
Assessment and Consideration into: 

• Mobility/Falls risk/Lifter equipment  
• Cognition/Delirium/Dementia 
• Vision 
• Respiratory 
• Cardiac 
• Complex wounds/wound management regime 
• Chronic Pain 
• Swallowing issues 
• Pressure Injury/Skin integrity 

May affect the suitability of the patient to be admitted into 
EDSU  

7. Major pre and post operative 
patients 

Major pre and post operative care require additional clinical 
support and resources which cannot be accommodated within 
the environment and required functionality of EDSU.  

8. Pre op patient’s with a lower 
limb fracture 

Lower limb fractures have a tendency to swell prior to theatre 
resulting in delayed surgery time and extended stay in EDSU. 
(Can be reviewed on an individual basis for patient 
anticipating surgery that day) 

9. Patient’s under guard Patients requiring additional security cannot be 
accommodated in EDSU due to the open environment and 
decreased ability to provide privacy. The confined area of the 
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bed spaces in EDSU cannot accommodate an additional 
person to remain overnight. 

10. Patient’s with Mental Health 
issues 

Mental health clients can be unpredictable in their behaviours.  
The open environment of EDSU can be intimidating and 
distressing which can exacerbate their existing condition. 

11. Patient’s with an intellectual 
disability 

Patients with an intellectual disability can be unpredictable in 
their behaviours. The open environment of EDSU can be 
intimidating and distressing which can exacerbate their 
condition. They will often require a known carer to assist them 
throughout their stay. 

12. Bariatric patients >140kgs Bariatric patients cannot be accommodated in EDSU due to 
their required specialised equipment.  Specialised equipment 
such as lifters, bariatric commodes and wheelchairs are not 
available in EDSU.  The trolleys and toilets in EDSU do not have 
the weight tolerance to accommodate bariatric patients. 
Bariatric patients also have contributing health issues and co- 
morbidities, which increase their LOS. 

13. Gynaecological patients  Patients having gynaecological procedures requiring an 
overnight stay should be booked into WYC to receive the 
required specialised post operative care. 

14. Patients requiring a carer to 
stay, 

15. (or ‘special’) 

Patients requiring an additional care person cannot be 
accommodated in EDSU due to the open environment and 
decreased ability to provide privacy. The confined area of the 
bed spaces in EDSU cannot accommodate an additional 
person to remain overnight. 
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9. Abbreviations
Abbreviation Description 
ACHS Australian Council Healthcare Standards 
ACORN Australian College Operating Room Nursing 
ACT Australian Capital Territory 
ACTPAS ACT Patient Administration System 
ADON Assistant Director of Nursing 
ANU Australian National University 
ANZCA Australian and New Zealand College of Anaesthetics 
CCU Coronary Care Unit 
CH Canberra Hospital 
CHWC Centenary Hospital for Women and Children 
CNC Clinical Nurse Consultant 
CPHB Calvary Public Hospital Bruce 
CT Computer Tomography 
DoSA Day of Surgery Admission 
DPU Discharge Planning Unit 
DRG Diagnosis Related Group 
DSU Day Surgery Unit 
ECMO Extracorporeal Membrane Oxygenation 
ECT Electroconvulsive Therapy 
ED Emergency Department 
EDSU Extended Day Surgery Unit 
ENT Ear, Nose and Throat 
EVAR Endovascular Aneurysm Repair 
FTE Full Time Equivalent 
GESA Gastroenterology Society of Australia 
GP General Practitioner 
HARP High Anaesthetic Risk Patient 
HMA Healthcare Management Advisors 
HSPU Health Service Planning Unit 
ICU Intensive Care Unit 
IPC Infection Prevention Control 
MET Medical Emergency Team 
MoC Model of Care 
MRI Magnetic Resonance Imaging 
MRO Multi-Resistant Organism 
NSW New South Wales 
ORC Operating Room Coordinator 
PACU Post Anaesthetic Care Unit 
PIMS Perioperative Information Management System 
PRSU Pre Rinse Sterilising Unit 
RACS Royal Australian College of Surgeons 
RFA Request for Admission 
SET Surgical Education and Training 
SMAIS Surgery Management and Anaesthetic Information System 
SPIRE Surgical Procedures Interventional Radiology and Emergency 
SRG Service Related Group 
SSD Sterilising Services Department 
TWSS Territory Wide Surgical Services 



 MODEL OF CARE – Perioperative & Interventional Centre v0.5  

      Page 28 of 29 
 

10.  MoC development participants 
Participants in the development of MoC 

Position Name 

A/g Executive Director Surgery and Oral Health 
(SAOH) Daniel Wood 

Assistant Director of Nursing (ADON) 
Perioperative Kerri Reeves 

A/g Director of Nursing (DON) SAOH Cathy Burns 

Director of Anaesthesia Prof Thomas Brussel 

Clinical Director of Surgery Dr Frank Piscioneri 

Perioperative Resource Manager Kate Scott 

Clinical Director of Women, Youth and 
Children Dr Boon Lim 

Paediatric surgeon  Dr Rajay Rampersad 

A/g ADON Neonatology/Paediatrics Donna Cleary 

Perioperative Patient Flow Coordinator Felicia Cooper 

ADON Surgical Bookings and Pre-Admission Nicole Larkin 

Clinical Nurse Consultant (CNC) EDSU/DSU Deanne Cole 

A/g CNC PACU Emma Riley 

Perioperative Patient Flow Coordinator Michelle Wright 

Perioperative Nurse Manager Margaret Lepper 
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1. Introduction 
In September 2016, ACT Government announced the construction of a Surgical 
Procedures, Interventional Radiology and Emergency (SPIRE) Centre to be built at 
Canberra Hospital (CH). This infrastructure project is part of the ACT Government’s 10-
Year Health Plan and is in response to the increasing demand on ACT hospitals and 
health services across the territory.  

The ACT Government 2017 Budget provided funding for the first stages of the SPIRE 
project which includes planning and the commencement of design. A Model of Care 
(MoC) is a planning document that broadly defines the way health services are 
delivered and outlines best practice care for a person using this service. This MoC 
planning document has been developed for building design only and is required by the 
prospective design consultants to enable design development.  For noting, a complete 
patient journey MoC is a subsequent piece of work. 

ACT Health engaged Healthcare Management Advisors (HMA) Pty Ltd to undertake the MoC 
development in collaboration with staff from Health Services Redesign and Building Health 
Service’s Program. Development of this document occurred between February and March 2018 
with internal ACT Health stakeholders who have been identified within this document. 
Outstanding issues that require resolution over the next design phases are noted at the beginning 
of this document.  

2. Description of the service  
The role of the Emergency Department (ED) at the CH is to provide timely, accessible and 
appropriate health services to people with acute illness or injury. The ED will receive, triage, 
stabilise and provide acute health care to patients. This includes patients requiring resuscitation 
and those with emergent, urgent, semi-urgent and less-urgent conditions.  The ED also requires 
the capacity to deal with mass casualty and disaster situations.  

The Department is integral to the role of the CH as a Major Trauma Centre and Tertiary Health 
Facility for the ACT and the surrounding NSW region.  The CH ED is a Role Delineation1 Level 6 
Tertiary Service and Trauma Centre, with a Territory-wide and regional role.    

The Australasian College for Emergency Medicine has additional guidelines which designates 
Emergency Departments according to level 1-4. Under this classification, the CH ED has been 
designated as a level 4 Emergency Department (formerly classified as “major referral ED”).  

The ED is attended by both adult and paediatric patients who present with a wide range of 
conditions of varying urgency and complexity. Presentation occurs via ‘walk in’, private vehicle, 
ambulance, police, helicopter and correctional services. 

There are particular patient types seen in the Emergency Department that may have specific 
psychosocial and treatment needs. These include: major trauma patients, elderly patients, 
children and adolescents, patients with physical and intellectual disabilities, victims of child abuse, 
domestic violence, or sexual assault, patients with mental health illness or mental health 

                                                           
1 NSW Guide to the Role Delineation of Clinical Services 2016 (Second Edition, May 2017) 
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disorders, patients with infectious diseases or who are immunocompromised, custodial patients, 
patients affected by chemical, biological or radiological contaminants. 

A child requiring a multi organ Paediatric Intensive Care Unit admission and individuals with a 
major burn, or spinal injury may bypass the CH and be transported to an appropriate facility for 
definitive care. However, these patients are more likely to present and require initial 
management prior to transfer. 

2.1 Change to model 
A significant key change in the MoC relates to the initial ‘front of house’ waiting area. This area 
will be minimalistic, with the aim of transferring patients rapidly to a sub-wait area within each 
stream. 

In general, patients will not be expected to wait in the ‘front of house’ waiting area. For the 
majority of time, this waiting area will be utilised by families and carers. Patients will be rapidly 
assessed at the co-located triage and clerical area; patients will then be directed onwards to the 
relevant clinical stream.  Within that stream, the patient will be immediately placed in an 
assessment space if available. If there is no available assessment space, the patient will be placed 
in the “sub-waiting” area which is an integral part of each stream. 

With the exception of the resuscitation stream, the sub-waiting rooms will be attached to, or 
located within each stream. Patients requiring transfer to the resuscitation stream will move 
directly from triage into the clinical space.  Each waiting area is to be designed as an integral part 
of the stream.  Each sub-wait area is to be designed with the capacity to observe patients with 
ease and to provide timely physical interaction within the stream as a whole. 

The south-side Canberra hospital ED located at Woden will be integrated with the north-side 
Canberra hospital ED. Both ED services will create a Territory-wide Emergency Service, referred to 
as the Canberra ED – north campus and south campus.  Staffing, patient flow and governance links 
will enhance patient-centred care and service delivery.  In accordance with the patients’ clinical 
treatment requirement, an enhancement to the patients’ journey may include ambulance and 
ambulant arrivals being directed to the appropriate ED. The Australasian College for Emergency 
Medicine recommends an integrated Network approach. 

Nurses, allied health staff and doctors will utilise a hand held tablet device to enter relevant patient 
information, order tests, review results, send outpatient referrals, and provide discharge emails to 
the patient and the patients General Practitioner.  The aim is to enter real time information into 
the patients’ medical record system so that all staff involved in the patients’ treatment and care 
will have timely access to relevant information. The handheld devices should also have the 
capability to be utilised as a communication system between ED staff and staff outside of the ED 
environment. 

An integrated medical imaging (CT, x-ray, ultrasound) service will be physically located within the 
ED to assist with timely access to imaging diagnostics. This will enhance clinical decision making 
for the care of high and low acuity patients and decrease the patients’ length of stay in the ED.   

Provision will be made for a clinic space/registrar review space as part of, or adjacent to, the ED 
complex. Geographical separation of this space would assist in facilitating the coordination of 
patient care, thereby enhancing patient flow and workflow throughout the department. Patients 
appropriate for triage in this area include low acuity patients referred from specialist teams for 
admission either within the hospital or transferred from other hospitals. Review time frames, 
ongoing medical treatment and specific patient care issues would be determined by the inpatient 
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teams, and will be the responsibility of those teams.  These patients would therefore not be in the 
ED or impeding access to beds for the undifferentiated cohort of ED patients. 

A second cohort of patient considered to be appropriate for the clinic space/registrar review 
space includes patients that have been reviewed in the ED and assessed by a senior ED doctor as 
appropriate for discharge.  This cohort of patient would then be discharged from the ED to the 
clinic space/registrar review area in order to be reviewed by the treating teams’ registrar. A 
simple notification would be provided to the relevant treating team to advise that the patient has 
been referred. This area would operate in accordance with the function of the registrar review 
clinic/ specialty registrar review of the patient before discharge. This model will enhance the 
efficiencies for those teams as their patients would be co-located in the same area.   

3. Care/service setting
The Tertiary wide ED services will be provided at the CH site located in Woden, and will be 
integrated with the ED services provided at the North Canberra hospital site. 

Service delivery within the ED is based on a multidisciplinary team model, led by senior medical 
officers and senior nursing staff.  Patients will be treated within different streams within the ED 
according to their acuity and clinical needs. 

 Patients may be seen within different areas or streams within the ED according to their acuity, 
triage category and clinical requirements. These include: 

• Resuscitation
• Adult Acute
• Adult Emergency Medicine Unit (EMU)
• Paediatric Acute
• Paediatric  EMU
• Fast Track
• Clinical Forensic Medicine Unit (CFMS)
• Mental Health in the ED, including Behavioural Assessment Rooms

In addition, the Mental Health Short Stay Unit (MHSSU) is located adjacent to the ED, however 
this unit sits under the governance of Mental Health Justice Health Alcohol and Drug Services 
(MHJHADS).  

3.1 Environmental considerations 
The aim of health care is not only to treat illness and injury, but also to create an environment 
conducive to healing, safety and free of psychosocial elements; this environment can be 
enhanced through creative design. 2 To this end, the environment and design is to support the 
MoC. 

Noise has been linked with poorer health outcomes and an increase in stress levels for both 
patients and staff. Noise leads to communication difficulties, and may impede on an individual’s 
privacy. Therefore strategies for minimising noise levels within the ED should be included. This 
includes, but is not limited to: 

• single rooms (three walled bays with curtains)

3 ACEM Emergency Department Guidelines V3.0 Oct-14 
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• sound absorbing ceiling tiles
• ceiling battens
• soft floor covering where appropriate.

Lighting levels and exposure to lighting is linked to the wellbeing of patients. It is important to 
access natural lighting and have the ability to control local artificial light levels. As such, all lighting 
in clinical treatment areas should be manually controlled in order to enable dimming or 
brightening as appropriate. 

Specific requirements related to care of the elder patient with dementia should be taken into 
account. When designing an environment for this patient cohort, consideration should be given 
to bed location, natural lighting, and calming colour schemes. It is also important to consider the 
availability and access to support staff such as volunteers and dementia friendly activities.  

Treatment spaces are to be adaptable and appropriate for treatment needs, for example, if 
appropriate and comfortable, treatment may be provided to a patient whilst they are positioned 
in a chair. The elder person’s multidisciplinary team (MDT) pro-actively manage the elder person 
in a patient centric and holistic manner. This care delivery model would also include access to a 
geriatrician on an on-call basis. 

In most circumstances, families and carers are integral to the wellbeing of a patient-centric model 
within the ED. Where clinically appropriate, the patients family and/or carer will accompany the 
patient into the allocated treatment space.  The ED treatment spaces are to be designed with 
space allocated to enable families and / or carers to be with the patient. Quiet rooms will be 
allocated within the ED to support the patients’ family and/or carers during times when the 
patient requires intensive treatment. There will be appropriate rooms designed for sensitive and 
difficult conversations including the requirement to allow families and carers to grieve. 

Patients presenting to the ED may have psychological needs in addition to their physical 
treatment needs. Examples of patients requiring psychological support may include; domestic or 
family violence, sexual assault, palliation and miscarriage. With consideration to privacy and the 
requirement for clinical observation, vulnerable patients presenting with psychological care need 
should be allocated to an appropriate space within the ED, this space will flexible and multi-
purpose. 

Regardless of specific environmental considerations, the design is to support a balance between 
line of sight and patient privacy in treatment areas and waiting areas, from the staff area, 
specifically staff stations. 

4. Care provision continuum &
workforce

4.1 Philosophy and principles of care 
Emergency Department Mission Statement: 
To provide compassionate, high quality patient-centred care, in a timely and equitable manner. 
To support a culture committed to academic excellence in teaching and research, and to be 
leaders in the specialty of emergency medicine and emergency nursing.  A workforce culture 
committed to supporting an environment that fosters personal and professional pride, 
satisfaction and growth. A commitment to the delivery of a patient-centred approach which aims 
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to ensure patients, carers and families are well informed and provided with the opportunity to be 
involved in patient-centred care. Along with maintaining the best practice aspects of the current 
model, the MoC for the future will include the key changes outlined below. 

The focus of ED patient care is to provide streamlined patient assessment and subsequent timely 
access to the most appropriate area for patient treatment. 

Key features of the MoC include: 

• co-location of the triage nurse and the registration clerk in order to streamline 
communication 

• upon patient arrival and following triage, patients will be accompanied to the appropriate 
stream. Each stream will incorporate a waiting room. This will facilitate rapid movement of 
patients away from the ‘front of house’ waiting areas and into an appropriate clinical area, 
this will enable clinical staff to assess, treat and observe the patient. 

• territory wide community hospital diversion and avoidance strategies.  These strategies are to 
be integrated with the northern and southern Canberra ED network  

• waiting areas within streams may be utilised for patients awaiting results and waiting for 
access to a treatment space within the stream. 

• multidisciplinary teams, including allied health professionals will be accessible and provide a 
service within all clinical treatment areas 

• early identification utilising priority indicators for patients requiring allied health assessments 
• movement of patients between streams in response to clinical need; 
• early involvement of a discharge liaison nurse with key populations 
• increased use of care plans and pathways e.g. elderly or chronic illness 
• volunteers engaged in service provision 
• medical, nursing and allied health students within teams providing opportunities to learn 

within a supportive structure 
• focused assessment by teams allowing for early referral to an inpatient team, 

commencement on a pathway or admission/ transfer to a defined clinical area external to the 
ED. Pathways allow for a more efficient way of managing common presentations 

• right skill mix in the right place at the right time 
• balance between maintaining privacy and facilitating line of patient sight 
• timely access to turnaround diagnostics 
• flexibility in design to enable changes of function and facilitate potential changes in MoC. 
• appropriate and timely access to information technology, digital solutions, devices and 

resources to assist with communications, diagnostics, monitoring and treatment delivery. 

The ED must accommodate rapid flows between functional areas and be designed to avoid 
congestion. In addition to dedicated patient bay/bed areas, provision is required to accommodate 
patient surges for extraordinary events through temporary utilisation of appropriate spaces.  

 

 

4.2 Business rules 
Australian and international design guidelines for ED include but are not limited to:  

• The Australasian College for Emergency Medicine (ACEM) – Emergency Department Design 
Guidelines (version 3, last updated October 2014) [1] 

• NSW Health – Emergency Departments Model of Care, July 2012 [2] 
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• International Federation for Emergency Medicine – 2012 International Standards of Care for
Children in Emergency Departments [3]

• CHHS Operational Procedure - Emergency Department and Mental Health Interface, April
2017[4]

• College of Emergency Nursing Australasia (CENA) [5]
A comprehensive list of Policies, Guidelines and Standards are provided within this document 
under the heading of References. 

4.3 Patient pathways 
Patients may arrive at the ED via a number of avenues including: 

• walk – such as self-referral, GP or other ACT Health service recommendations

• emergency services, such as Ambulance, Police or other retrieval source e.g. helicopter

• inter-hospital transfer.
Patients are assessed and triaged in accordance to their clinical urgency as described by the 
National Triage Scale (Table ). Patients assessed as Triage category 1 and 2 are seen first.  Triage 
category 3, 4, 5 patients are generally seen in order of arrival. 

Table 1: National Triage Scale 

ATRS category Acuity (Maximum wait 
time) 

1 Immediate Resuscitation Immediate 
2 Emergency 10 minutes 
3 Urgent 30 minutes 
4 Semi-urgent 60 minutes 
5 Non-urgent 120 minutes 

Source: Policy on the Australasian Triage Scale, ACEM July 2013; Guidelines on the implementation of the Australasian  

Patient entry into the ED will be via an ambulant entrance point or the ambulance bay entrance 
point. Patients arriving via the helicopter retrieval service will have a dedicated entrance point 
into the ED. This entry point must provide timely access into the resuscitation area. 

Ambulant entry 
There will be a single point of ambulant public entry for those attending ED (who have not been 
involved in a contamination incident). Patients who have been involved in a contamination 
incident will have a dedicated entrance enabling direct access to the decontamination shower.  

Ambulance entry 
Ambulance services will have a dedicated entry. The ambulance area will be a self-contained 
stream outside and adjoining the ED, which will be accessible without obstructing access to the 
ED.  The Zone will enable ambulance staff to perform data input (Ambulance Communications 
Centre) and cleaning and restocking of their vehicles as required. When patients arrive at the ED 
via ambulance they will be wheeled into the ambulance trolley bay where they will be triaged and 
streamed into the appropriate stream. 

Both the ambulant entry and the ambulance entry patients may be in need of resuscitation, and 
therefore these entries must be immediately access to the reception/triage area, and the 
resuscitation area. 



MODEL OF CARE - EMERGENCY DEPARTMENT v0.7  

Page 10 of 32 
 

Reception and triage 
The reception and triage are situated in the same area; this is the focus of the initial presentation 
and associated clerical/administrative functions. Patients who are deemed stable may be 
interviewed across the desk. Those patients with more complex conditions requiring a physical 
examination or discrete questioning will be transferred into the triage office or bay and assessed 
by a nurse.   

The triage process occurs within 3-5 minutes of the patient arrival and determines the most 
appropriate patient pathway within the ED setting. Triage takes into account the following 
considerations: 

• the need for medical and allied health assessment and the appropriate treatment stream 

• collateral history provided by family, carers or other agencies 

• legislative requirements e.g. S309 / Emergency Action. [5] 

Triaging will involve a brief patient history and observations as required. Both the administration 
and the triage nurse will interview the patient concurrently. Triaging should occur in such a 
manner that patient confidentiality is maintained. The design of the triage area is to be 
appropriate for taking observations and examining the patient/providing basic first aid in an 
adjoining treatment area. Patients arriving by ambulance will be assessed in a dedicated 
ambulance triage bay within the ED. 
Following triage, the patient will be directed to the appropriate stream/sub wait area. The focus is 
to move away from one centralised waiting area. Patients will be seen according to a combination 
of clinical urgency and their time of arrival.  The patient journey following triage is outlined below 
in Figure 1. 

Figure 1:  Patient flow within ED 

 

 

 

 

 

 

 

 

 

 

 
 
 

A description of the various streams are noted below: 
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Resuscitation 
The most seriously ill or injured patients will be treated in the resuscitation stream. Both 
paediatric and adult services will be provided. During resuscitation up to 15 people, along with 
significant amounts of equipment, may attend each patient at the same time. Both ambulant, and 
ambulance, arrivals may require immediate triage to the resuscitation area. 

Adult Acute 
Adult patients with severe or potentially severe conditions will be treated in acute assessment 
beds. Patients will be dressed in a gown, connected to central monitoring and undergo 
diagnostics, investigations and interventions.  Patients who are mid treatment and stable, or 
considered suitable for relocation pending results, may be transferred to chairs within the acute 
sub-waiting room. Generally, patients will be transferred to either another area of the hospital, 
including EMU or home. 

Adult EMU 
EMU will provide ongoing management, care and observation of patients requiring assessment 
and short stay admissions. Discharge from the EMU is to be within 24 hours. Patients awaiting an 
inpatient hospital specialty bed will not be transferred into EMU. 

Fast Track 
The Fast track Stream will enable rapid assessment, investigation, and treatment of lower acuity 
patients.  A Fast track Stream will provide ready access from the waiting and reception areas. 
Generally, patients will be discharged home from this area, but if the patient requires internal 
transfer, the destination is usually into EMU or an inpatient unit.  Medical staff, physiotherapists, 
and other nursing staff will staff this stream. 

Registrar Review 
A proposed area adjacent to the ED for patients that have been reviewed/assessed by senior ED 
doctor in the ED and determined that discharge is appropriate with outpatient follow up. The area 
will be open seven days a week with extended hours.  Notification will be provided to the relevant 
treating team that the patient has been referred to the team.  This area would perform many of 
the roles of the registrar review clinic / specialty registrar review before discharge thereby placing 
the onus on the speciality teams for timings of review.   

The highest volume patients in this group would be adult and paediatric patients awaiting 
orthopaedic and plastics review. This MoC would improve efficiency for those teams as patients 
would be located in the same area. 

Paediatric Acute 
The Paediatric Stream will consist of both Paediatric Acute Assessment Beds and Paediatric EMU 
beds. These areas will operate separately due to the differing patient characteristics and it must 
be clearly defined which are acute and which are EMU beds, however they will be co-located and 
share facilities.  Paediatric Acute Assessment will provide care for children with severe or 
potentially severe conditions.  

Paediatric EMU 
Paediatric EMU will provide ongoing care for children for up to 24 hours.  Children will be moved 
into the paediatric EMU from the Acute stream, resuscitation and following procedures. Children 
waiting for other inpatient hospital specialty beds will not occupy EMU.  Access to a dedicated 
paediatric outdoor courtyard is desirable.  
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Women’s Assessment Centre 

The WAC is a discrete outpatient unit located adjacent to the ED for the provision of care for 
women experiencing issues or difficulties in the early stages of pregnancy up to 20 weeks 
gestation, as well as women experiencing gynaecological issues. The unit will be staffed by 
appropriately trained obstetrics/gynaecology staff and will be under the governance of the 
division of Women Youth and Children. The unit will be staffed from 0800 to 2200 hours by 
registered midwives’ with Women’s Youth and Children medical staff rostered as required. As 
demand increases the staffing model and operational hours may change. At this stage of planning 
it is anticipated that the unit will be closed from 2200 to 0800 and all presentations will be 
assessed in the ED.  

When presenting problems obviously present as gynaecological/obstetric issues in line with 
agreed guidelines, patients once triaged will be discharged from the ED and transferred to the 
WAC. Alternatively if symptoms are ambiguous patients will be accessed by ED staff. Once 
transferred to the WAC, patients will be removed from the Emergency Department Information 
System (EDIS) and be transferred to the CH ACT Patient Administration System (ACTPAS). 
Examples of presenting problems include but are not limited to: 

Early pregnancy 

• foetal loss
• bleeding and hyperemesis
• medical management of ectopic pregnancies
Gynaecological issues

• heavy menstrual bleeding
• endometriosis/pain management
• Pelvic inflammatory disease
• Bartholin’s cyst
• gynaecological lesions or rashes.

Clinical Forensic Medical Service - CFMS 
The CFMS will be used by services to assess and collect evidence in cases including: 

• adult sexual assault
• childhood sexual abuse
• childhood physical abuse
• victims of general assault including domestic violence
• traffic medicine and collection under the Road Transport Act for the purpose of police bloods
• other forensic assessment services
Patients appropriate to this service, who present to the ED, will be triaged. Patients requiring
medical treatment will be streamed to the appropriate area depending on the severity of their
injuries. When clinically stable, the patient will then be assessed within the CFMS area.

In order to facilitate best forensic evidence collection practice, and to enable more than one 
patient to be seen at a time, flow within this unit will be one way. Initially there is to be a 
lounge/waiting area where family and friends can provide support and police to conduct 
interviews. The waiting room will then flow into a staff administration space and from there into 
the consultation area. A CFMS staff member will see the patient in the dedicated CFMS 
consultation suite for forensic evidence collection. The only people with access to the 
consultation room will be the patient, staff members and appropriate support persons. 
Preventing contamination of forensic specimens is paramount. All surfaces within the 
consultation room undergo cleaning to an infection control and forensic standard and are cleaned 
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with bleach following each consultation. Specimens will be stored in a secure fridge within the 
area. 

Following initial assessment and review, patients may be transferred internally to other areas of 
the ED. This may include admission to the EMU. Alternatively, patients may be transferred to 
other services within the hospital, another hospital or return home.  

Mental Health 
Patients with mental health concerns may be seen in all clinical areas of the ED depending on 
their clinical needs.  

In order to provide care to Mental Health consumers it is proposed that there be two specific 
areas within the ED for patients with predominantly mental health presentations including:  

1) the behavioural assessment rooms immediately adjacent to the triage/reception area, and
2) the ED-Mental health pod, which should ideally be located close to the interface with the

MHSSU.

Patients with severe acute behavioural disturbance may be initially assessed in the resuscitation 
area, or in a number of behavioural assessment rooms (BAR’s) immediately accessible from the 
triage/reception area.  Patients with acute behavioural disturbance who are initially assessed in 
this area may be found to have an acute medical or surgical issue.  There may also be associated 
co-morbidities, social issues, and substance-misuse co-morbidities.  At least one of the 
behavioural assessment rooms will be functional for children/adolescents with acute behavioural 
issues and for elderly patients with agitated delirium. Provision of this facility will reduce the use 
of such interventions as deep sedation.  These rooms need to provide both visually and auditory 
privacy. Assessment in this area will be led by the ED team, and will require close collaboration 
with, and assessment by, specialised mental health team staff. 

The ED-Mental Health pod has a sub-wait area, and staff station and other clinical facilities as for 
the other ED streams.  Entrance is access controlled, however people can move freely within the 
area. The pod is permanently staffed by ED nursing staff, medical staff, mental health clinicians 
and psychiatry medical staff. 

As hospital avoidance strategies and to improve patient care, further development of mental 
health models of coordinated assessment at scene, to prevent hospital presentation 

In addition to these two areas within the ED, the MHSSU (governed and staff by Mental Health) 
will be separate to, but nearby to the ED.  

Mental Health Short Stay Unit (MHSSU) – not part of the ED 
The MHSSU is a standalone short stay mental health inpatient unit adjacent to the ED, under the 
governance of Mental Health Justice Health Alcohol and Drug Services, and is staffed with 
appropriately trained Mental Health, Justice Health, Alcohol and Drug Service (MHJHADS) staff, 
medical, allied and nursing staff.  A separate MoC is available for the MHSSU.  

The skilled medical and nursing staff will work in close collaboration with Community Mental 
Health Teams (CMHTs) and, Home Assessment and Response Team (HAART), private Psychiatrists, 
families and carers, General Practitioners (GP) and Community Agencies to deliver high quality, 
timely and appropriate care for people presenting to the ED who require extended assessment or 
brief admission for mental health treatment and care. 

To facilitate appropriate patient care there must be rapid patient flow from the ED into MHSSU, 
and maintenance of a short stay model in MHSSU with target lengths of stay of 6-48 hours. 
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Decontamination and Disaster Management 
Single person decontamination facilities have been incorporated within the ED, multiple person 
decontamination will be conducted external to the ED to enable decontamination prior to the 
entry to ED. The multiple person decontamination process is under review following consultation 
with ACT Fire and Rescue, the lead combat agency for this type of event.  

Depending on the type of incident and level of exposure the most appropriate treatment of 
decontamination will be determined by the lead agency in consultation with staff at ED. 

Treatment and flow within the ED is to be as streamlined as possible utilising wayfinding 
strategies, in order to increase patient and visitor satisfaction and decrease travel times and 
distances for staff. Although patients can be moved from any one zone, to another, the general 
patient flow is outlined below in Figure 2 

 

Figure 2 – Stream relationships within ED 

Attaining patient history and a record of care occurs contemporaneously. Medical records will be 
electronic. To facilitate this process, decentralisation of staff stations within each stream will 
provide write up areas for core staff whilst providing visibility to all patient beds. Mobile device 
platforms will also be provided adjacent to treatment spaces to enable write up at the patient 
bedside.  Noncore staff will also access computers and write up space within the office - clinical 
workrooms adjacent to the staff stations. Given that the evolution from paper based medical 
record to electronic will occur over time, storage for paper based records and charts is to be 
provided in close location to patient care and at staff stations. 
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4.4 Workflow and work processes 
Care within the ED is interdisciplinary ensuring a patient centric approach, with core staff made 
up of medical, nursing and allied health staff.   

4.4.1 Allied Health 
The major allied health services to be provided within the Department will include: 

Teams dedicated to ED: 
Physiotherapy 
• Physiotherapy is currently delivered 7 days a week during business hours and after hours.  

Services include assessment and management by extended scope, advance practice and 
primary contact physiotherapy for all non-life threatening fractures and acute soft tissue 
injury presentations.  Secondary contact physiotherapy services are also provided upon 
referral by medical officers for a broad range of medical presentations. 

Social Work 
• Currently provided 7 days 8.30am-21.30pm. The business hours allocation of staff is 1.0 FTE 

HP3 with additional resources regularly deployed as required to meet high priority referrals. 
After-hours the HP3 staff member is provided with clinical support by an on-call HP4/5 senior 
social worker. 

• Social workers provide psychosocial interventions 7 days per week for patients presenting to 
the ED requiring crisis support and complex assessment to address issues of safety and to 
support safe discharge. An after-hours service is provided for trauma presentations or where 
there is an immediate safety concern or acute distress as a result of a sudden deterioration in 
health or sudden death.  

Future growth in ED services across the Territory will require dedicated allied health resources in 
the ED for those disciplines currently providing in-reach services. Services available on an in-reach 
basis via referral include: 

Speech Pathology: 
• Speech pathology assessment and management is provided during business hours Monday-

Friday in the emergency department according to local referral criteria for high priority 
dysphagia and communication assessment. Services are provided in line with the acute stroke 
care pathway and for patients requiring swallowing or communication assessment prior to 
admission to the Canberra Hospital.  

Audiology  
• services are available to patients presenting to the emergency department at the Canberra 

Hospital on a referral basis on Mondays and Tuesdays only  
Occupational therapy  
• Occupational Therapy services are currently delivered on an as needs basis 5 days a week 

during business hours only.  

Aboriginal and Torres Strait Islander Liaison Service 
• respond according to clinical prioritisation with no dedicated staffing 

Exercise Physiology 
Psychology 
Podiatry 
Nutrition and Dietetics 
• Currently no service to the Emergency Department as historically no funding to provide a 

service 
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The evidence supported by Queensland’s Allied Health Workforce in Emergency Department’s 
document indicates dietetics provide a valuable role in the treatment of patients in ED to avoid 
admission and also in initiating early treatment for patients requiring admission: 
• malnourished patients 
• patients who are addicted to alcohol 
• unstable diabetes 
• patients requiring a percutaneous endoscopic gastrostomy (PEG) or enteral feed regimen and 

feeds to be arranged during their stay in ED 
• patient requiring enteral nutrition to avoid admission e.g. malnourished, eating disorders 
• acutely unwell children with metabolic disorders who present with an inter-current illness, 

requiring assessment and urgent commencement of emergency feeding regime 
• patients with eating disorders and very poor nutritional status, who may require rehydration 

and safe re-feeding plan to be commenced in ED prior to admission to ward 
• initiation of a feeding plan for early intervention prior to transfer to the ward. 

For an ED of 120beds/bays nutrition and dietetics should be staffed at: 
• 1.0FTE HP3 made available on call overnight 24hours 

In order to undertake patient care, allied health services will need access to clinical and related 
facilities including: 

• interview rooms 
• larger meeting rooms 
• consultation rooms in the fast track assessment stream 
• treatment rooms 
• an area to assess patients on stairs 
• storage facilities for equipment, consumables and patient resources. 

4.4.2 Medical 
Medical Workforce is made up of consultants, post-graduate fellows, registrars, career medical 
officers, residents and interns. Emergency Physicians in the ED supervise and support Fellows, 
Registrars and Residents (in order of seniority) that are undergoing specialised training in 
Emergency Medicine and carry out the day-to-day management of high and low acuity patients 
with levels of supervision as required (based on patient acuity and fellow/registrar/resident skill 
level). In addition, Interns who rotate across all areas of the hospital also require supervision by 
the more senior medical team.  

Three consultants are currently rostered on most morning and evening shifts, with a consultant 
usually in charge of a stream; as such, the consultant is ultimately responsible for the care of 
patients within that stream. When a registrar is in charge of a stream, they are mentored by a 
consultant elsewhere in the ED. 

The ED Admitting Officer is an ED Consultant, Fellow, or senior registrar (between 8am and 
midnight) or an ED Registrar from Midnight to 8am. The Admitting Officer is responsive to the 
admitting officer phone and receives referrals for patients coming to the ED. The admitting officer 
(consultant) is currently usually rostered to Fast Track. Medical officers work a variety of shift as 
outline in Table 2. 

Table 2 – Medical staff shift times 

Consultant Registrar RMO/intern 

0800-1800 0800-1800 0800-1600 
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1400-2400 1330-2330 1530-2330 

On call overnight 2230-0830 2230-0830 

 

Consultants, postgraduate fellows and registrars have a portion of their employment as non-
clinical commensurate with seniority. 

Medical staff are allocated to shifts and streams according to a rostering system. Current staffing 
numbers per shift are indicated in Table 2. Note that these numbers are a guide only, and on each 
shift, medical staff may be flexibly moved between streams according to patient presentations 
and clinical demands. With the expansion of ED, additional staff will be housed in each stream. 
Current staffing allocation is outlined in Table 3 

Table 3 – Current medical staff allocation 

Location Medical staff numbers Comment 

Fast track 6-8   

Acute 6-8  

EMU 2 Consultant/ JMO 

Paediatrics 2-3  

 

At the beginning of the shift, staff members make their way to their allocated stream.  Three 
handovers may occur concurrently, noting however that there are also staggered shift start times, 
so there are also brief handovers involving more senior staff at other times. 

• Combined Acute/EMU at the flight deck (EMU staff will move to acute once work in EMU 
is completed) 

• Paediatrics 
• Fast Track 

A colour coding team system operates within ED to enable staff to identify which stream a 
medical officer is working in and in the case of the Acute stream, which doctor is responsible for 
which patients care. The Acute stream has two teams; patients within that team are allocated to 
team members by clerical staff according to arrival. 

In the future model, the resuscitation area will also require dedicated ED medical staffing. 

To support continuity of care and provide the right service at the right time, the ED will interface 
with all other specialty services in the Canberra Hospital and will adopt the ACEM 
recommendation for an integrated Territory-wide ED Network approach with the north-side 
hospital. 

4.3.3 Nursing 
Nursing flow 



MODEL OF CARE - EMERGENCY DEPARTMENT v0.7  

Page 18 of 32 
 

At the beginning of each shift a flash handover occurs in the ED administrative space where staff 
are allocated to a stream, issues and themes are discussed as well as any major incident that have 
occurred in the shift prior.  

Nursing staff will then move to their allocated clinical stream. Each stream will have a nursing 
team leader whose is responsible for supporting the Nurse Navigator, manage flow within the 
stream, be the ‘go to nurse’ within the stream, in addition to having a clinical patient load. The 
Acute stream has two stream leaders.  

The nursing allocation within the Acute stream is in accordance to geographical location so that 
nurses can look after a small group of patients who are situated close to each other. Nursing in 
other streams follows the team nursing model. Rostering occurs within the ED according to the 
patient: staff ratio model, which differs according to the stream. As a guide the ratios are outlined 
in Table 4. 

Table 4 – Nursing staff to patient ratio according to stream 
 

Area Ratio Staff to Patient 

Acute 1:3 

Paediatrics 1:3 

Fast Track 1:4 

EMU 1:4 

Resuscitation 1:1 

 

The ED nursing workforce model consists of clinical, educational and management roles. These 
roles are represented in Figure 3. Further information regarding position descriptions, roles and 
responsibilities for each of the positions is provided under the Reference heading contained 
within this document. 

Figure 3: Nursing structure within ED 
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4.3.4 Administrative staff 
Clerical staff will be located along side nursing staff at the first point of patient contact at the 
triage desk. Triaging and administrative information will be gathered at the same time. Clerical 
staff will require access to various ICT modalities including FAX. In addition clerical staff will be 
distributed throughout the ED in workroom adjacent to staff stations.  

4.5 Workforce 
Projected staff profiles have been developed to inform this stage of planning and will be subject 
to adjustment both in numbers and classification as better clarity is gained around MOCs and 
service delivery models. This staffing profile is based on a unit of approximately 120-130 spaces.  
This staffing profile is required to help guide the model of care and help develop the HPU brief 
and the associated schedule of accommodation (e.g. offices, staff stations and receptions). Staff 
profiles are subject to review. 

The staff listed in Table 5 are those working solely within the ED, except where annotated. 
Currently, a number of these staff are funded and governed through other management 
structures in the organisation.  For the future new ED, it is highly recommended that all staff who 
work solely within the ED are funded and governed within ED management structure.  This should 
include, for example, physiotherapy, wards persons, and equipment officers. 
Table 5 – Workforce ED 

Position Levels FTE Headcount Comments 
 2017 2027 2017 2027  
Medical Staff      
Director 1 1  1  
Deputy Director 2 4  4  
Director Training 2 2  2  
Professor 1 1  1  
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Senior Lecturer 0 1  1  

Staff specialist 17.75 
31  40 See Note 1 below re clinical staff on duty 

on each shift 
Senior Registrar 6 9  11  
Registrar 21.7 35  42  
SRMO 10.5 20  22  
RMO/CMO 16 16  16  
intern 14 14  14  
Medical Education Officer 0 1  1 Mon-Fri day shift. ASO 3 or 4 
Nursing Staff      
ADON 1 1  1 Day shift Mon-Fri, majority in office area 
Nurse Manager (NM) 1 2  2 Day shift Mon-Fri majority in office area 
CNC 1 2  2 1 day shift, 1 evening Mon-Fri 
Project Officer 0 1  1 Day shift Mon-Fri, majority in office area 
Clinical Support Nurse 1 2  3 1 day/ 1 evening Mon-Fri 
Clinical Development Nurse 2 9  12 1 day/ 1 evening 7 days 

RN 3/2/1 & EN 145 290  400 

Staff split reasonably evenly over 3 
shifts, with bias towards evening shift. 
Maximum number of staff in unit over 
double handover time – approx. 130. 
FTE & level: 20 level 3, 50 Level 2, 220 
level1. 

Allied Health      
Physiotherapy-extended 
scope 1.4 5 3 8 HP5 

Physio rotation  
(secondary contract) 

1 3 1 4 HP1/2 

OT 1-2 3  4 HP3 
Dietitian 0 1 0 1 HP3 
Speech Pathology 0 0.8 0 1 HP3 
Clinical Measurement 
Scientist 

 3  3 HP3-4 

Pharmacy  10  12 

SHPA (Society of Hospital Pharmacists 
Australia) nationally recommend 1 
pharmacist per 40 presentations/day. i.e 
approx. 10 for >150,000 presentations. 
Range HP1-HP4. 

Social Work 1-2 5  8  

Aboriginal and Torres Strait 
Islander Liaison 

0 1 0 1 

(currently in-reach only approx. 0.5FTE, 
no targeted position) 
HP3/ASO6 permanent position required 
(business hours) 
HP3/ASO6 additional role for after-hours 
services required (evenings and 
weekends) 

Audiology 0 0.5 0 1 
Currently no service. Growth in ED 
services projected for Audiology. 

Medical Imaging      

Radiographer 4 10  13 
4 during the week, with overlap 
0800-1600, 1130-1930, 1500-2300, 
2130-0800 for breaks 

Sonographer 1 6  8 7days extended hrs 
Nursing Staff 2 7  10 24 hr. cover 
Wardsperson EDX 3 6  6 for ED imaging purposes only 

CFMS      
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Doctor 1 1  1  
Nurse 1 2  2  
Police Officer 2 2  2  

Clerical      
Manager 1 1  1  
Admin Officer 1 1  1  

Medical Secretary 0 2  3 For ADON and NM. Full time – days/ 
weekdays. Located in office area 

EDIS auditor 2 2  3  
Medical secretary 2 3  4 For ED senior medical staff 

Clerical 20 38   

Includes front counter (16), 
communications (5), Admissions (8), 
leave relief (3). Casual 6 
2 in adult acute, 1 in paediatric stream 

Clerical EMU 1.4 3    
Mental Health Staff in ED – 
within ED (separate to 
MHSSU) 

 
    

MH Clinicians 
2d, 
2e, 
1n 

3,3,2   
3 day, 3 evening, 2 night shift, seven 
days a week 

Psych reg 1,1,1 2,2,2   2 day, 2 evening, 2 night, seven days 
a week 

CAMHS staff 2,0,0 2,2,1   
2 day, 2 evening, 1 night seven days 
a week 

Other Staff      
Wardspersons 9 20  24 6 am, 6 pm, 3 nights. Solely for the ED 
Volunteers     1-2 shift 
Security 4 9  9 2 per shift 24/7 
Equipment officer/biomed 1 2   TO4.  Stationed in ED 
Play therapist 0 1    
Cleaning staff  14   4 morning, 4 evening, 2 night 

Note 1 Medical staff on clinical shift in 2027.  

• Day shift and Evening Shift - 6 specialist, 7 registrars, 7 RMO, 4 Interns, 3-4 med students 

• Night Shift - 5 registrars, 5 RMO, 4 interns, 1-2 med students 

• Non-ED Doctors present in the ED – maximum 30 at one time 
Note 2  MHSSU is not part of the Emergency Department.  Its model of care and staffing profile 
should be found in the separate MOC paper. 

The following notes are in relation to: Table 1 - Workforce 

Note 3  One Director, four Deputies, two DEMTs, Prof and two senior lecturers are likely to 
spend   about 50% of their time averaged over all of the admin areas.  Other 31 specialists 
will spend about 25% of their time in admin areas. 

Note 4  Double shift staffing: there will be a four hour overlap in the late afternoon and another 
overlap  from 9pm to 1030pm.  

Note 5  Registrars generally spend an average of about 10% of their time in admin areas, 0.1x35 
= 3.5fte i.e. three-four staff each day. 

Note 6  Education will be significant component of the ED functioning, and there will be a very 
large number of staff involved in those areas each day, again larger on weekdays than weekends. 
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Note 7  Incorporation of allied health staff within the ED will require consideration of discipline-
specific clinical supervision, governance, leave back-fill, workforce/career pathways, and 
administrative arrangements.  

4.6 Training, education and research 
A major function of the ED is to facilitate and support education, training and research within the 
ED. This model is key to placing the patient at the centre of decision making and therefore 
enhancing the delivery of a high quality service to both adults and children.  Ongoing training of 
the ED team is a major focus of health service delivery into the future. It is anticipated that these 
essential training and education facilities will be provided within the department to allow easy 
access by staff. These facilities will also be used to provide venues for internal meetings and 
family conferences, this model is key to the provision of person centred care. 

With an increase in ED presentations to the Canberra Hospital and Health Services (CHHS), from 
85,000 in 2016-17 FY, to predictions of over 150,000 in 2031-323, the number of staff will 
approximately double. This will lead to challenges brought about by a large increase in the total 
number of staff as well as change in seniority. This will also lead to significant challenges in regard 
to education and training provision and logistics.  In addition to registrar training in Emergency 
Medicine, the ED will continue to train large numbers of medical students and junior medical 
officers each term. Resources and facilities will be required to provide onsite nursing and allied 
health training to staff that provides care solely within ED. As a twenty-four hour service delivery 
model, in order to ensure all staff have access to education and training opportunities, resources 
and training facilities will be available 24 hours, seven days a week. 

Education and training programs are inclusive of, but not limited to: service delivery updates, 
quality Improvement,  mandatory training, mental health training, Advanced Cardiac Life Support, 
Neonatal Advanced Life Support, in-service education programs, mock scenarios, competency 
assessments, orientation of new staff, triage program, resuscitation programs, Trauma Nursing 
Core Course, transition programs. 

The ED maintains a strong focus on education, training and research programs through structured 
positions and portfolios. The ED contributes to teaching students from the Australian National 
University (ANU) Medical School, University of Canberra, Australian Catholic University, Charles 
Sturt University, the Canberra Institute of Technology, clinical placements for medics from the 
Australian Defence Force (ADF) and paramedic services.  

5. Service support elements  
5.1 Essential equipment and technology services 
Bedside data entry 
• Staff will need access to computers at each bedside, staff stations, in consultation, treatment 

and procedure rooms. 
• Clinicians (nurse, allied health, doctor, etc.) should have a tablet device to enter relevant 

patient information, order tests, review results, send outpatient referrals, provide discharge 
emails (to patient and GP). This should include entering information in a real time medical 
record, that all involved in the patients care can see.  These handheld devices should also be 

                                                           
3 ACT Emergency Department modelling – Hardes and Associates 2018 
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the communication method between staff within and outside the ED, and may be best used 
when plugged into wall mounts.   

• Access is required to a mobile device platform (computer on wheels) for the purpose of data 
entry. One device will be used between two bed spaces. 

 
Wi-Fi 
• Provision for medically safe wireless networking throughout the clinical area. 
• Wi-Fi internet access will be provided throughout the Department (including lounge/wait 

areas) for use by staff and visitors. 
 

Printer 
Printers are required at the staff station in each stream, at reception/triage and in close proximity 
to the ambulance entrance. Space is required for equipment relating to electronic 
medication/pathology/wristband/programs. 
 
Hearing loop 
Hearing loop is to be available at triage/reception and scattered through the streams. Each 
stream will have at least one area with hearing loop installed; this will include interview, consult 
and meeting rooms.  

Patient monitoring 
• Patients should be issued with Electronic wristbands that provide real time tracking ability, 

can be scanned by clinician devices to confirm identity and provide alerts for allergies etc  
• Patient monitoring at bed spaces, and selected other spaces (e.g. procedure rooms) will be 

configured for monitoring at a central location with real time reporting. 
• All resuscitation beds are to have haemodynamic monitoring and ventilation equipment. 
• Central monitoring will feature in all streams. 
• All monitoring modalities will be compatible with other critical care areas within the hospital 

including ICU/CCU and Interventional Suite. 
 

Patient beside entertainment 
• Where appropriate and required, patient entertainment (i.e. TV) will be provided. Bedside 

data entry for clinical staff will be provided by an alternate system.  
• Patient entertainment will be available in all paediatric areas. 
• TV in lounge/wait areas providing access to entertainment and health information. 

 
Telemedicine/video conferencing 
Selected clinical spaces will be configured to provide remote telemedicine for patients located in 
the ACT to access services provided elsewhere.  These facilities can be located in either the 
Education room or a communal office area. 

Communication 
ED has the following specific requirements for communication devices. 

The most appropriate latest technology will be required for: 

• communicating during systems fail or in disaster response 
• audible communication in all clinical and non-clinical areas of the ED with access to points in 

multiple locations  
• communication will be via real time direct smart phone / tablet device leading to minimal 

landline or overhead paging use 
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Communications centre 
The Communication Centre will be the focal point for communication, with ready access and 
visibility. A mini switch board will be operated by a clerk/switch operator to manage incoming and 
outgoing calls and paging within ED. Patient transfer advice and referrals may also be provided by 
a clinician within this centre.  The room requires the ability to be multipurpose and perform a 
range of activities and functions including switchboard function and space for senior ED staff to 
co-ordinate urgent and emergent ED issues. This room will also be important in teleconferencing 
with other facilities. 

Biomedical equipment management 
Services will be provided by the Biomedical Service in the Canberra Hospital. A workroom will be 
provided within the ED where Equipment Officers (also known as a Technical Officers) will 
manage the equipment requirements of ED. 

Further to the ED workroom, a satellite Biomedical Workroom, where repairs and maintenance of 
equipment will be required. 

5.2 Environmental and supply services 
Food Services 
Food for EMU will be delivered to the ward in a food retherm trolley and docked for distribution 
by a food services staff member. Meals are not provided to families; however they will have 
access to tea and coffee facilities, reheating facilities and a shared patient/family dining room. 
Within other stream sandwiches, snacks, tea and coffee and water will be provided. These are to 
be available in close location to treatment areas. 

Linen 
Linen supplies will be as business as usual. Supplies are delivered by Capital Linen Service and 
delivered daily. In order to decrease travelling time for staff, linen trolleys are to be distributed 
within the ED stream and will be stocked by an ED assistant 

Stores 
Stores are delivered regularly, with stock levels monitored by Purchasing and Inventory Control 
System (PICS). A large selection and quantity of stores is required within the ED. Adequate storage 
is to be provided, including point of care cupboard and storage within treatment bays. 

Waste management 
Waste will be managed as per the facility-wide policy for managing waste. Waste streaming bays 
will be available throughout the ED.  

5.3 Core services 
5.3.1 Diagnostic Imaging 
Patients in the resuscitation area will have direct access CT. Diagnostic Imaging modalities 
including x-ray , OPG and CT and an ultrasound suite will be located in ED. Imaging staff are to be 
dedicated to and rostered within the ED, with services available 24/7.  

Where clinically appropriate, patients will be escorted to the required modality by a 
Wardsperson. If the patient is critically unwell/unable to be moved, the mobile x-ray/ultrasound 
will be taken to the patient bedside.  
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There will be multiple portable ultrasound machines in use throughout the ED. As with existing 
practice, these will largely be used by ED specialists, ED registrars, and for some applications by 
ED nursing staff.   

Within the resuscitation stream gantry style x-ray will be available along with C-arm capability. 

5.3.2 Pathology 
Sampling will occur at the bedside by a suitably qualified staff member. Pathology services will 
include the use of point of care testing, which is expected to increase in use over the lifespan of 
the facility.  Rapid access to pathology labs through the use of pneumatic tube and electronic 
result system, including immediate electronic notification of results availability. 

5.3.3 Pharmacy 
Rapid access to pharmacy services within the ED will be provided and include dedicated pharmacy 
staff based in the ED, and provision of automated dispensing machines (ADM) located throughout 
the ED to support clinical care.  ADM stock levels are monitored electronically, with restocking 
managed by a pharmacy technician. Restricted and individualised medications are monitored and 
stocked by the ED pharmacist/s who will be available seven days a week extended hours will be 
required. 

A wall mounted medication safe is required within the ED for storage of restricted medication as a 
safeguard against ADM failure. 

5.4 Security 
At the core of the MoC for ED is the right of staff, patients and others within the ED, to be 
provided with a safe environment and workplace. To this end there will be appropriate guidelines, 
policies and where appropriate, training and education to mitigate and safely manage 
occupational violence and behavioural disturbances. In addition, there will be an area to safely 
manage individuals exhibiting signs of behavioural disturbance within the ED. This facility will 
provide the ability for staff to safely observe and manage the care of the patient until the patient 
has de-escalated or is transferred to an alternate location. These spaces within the ED are to be at 
the entrance of the unit and modelled on ‘behavioural assessment rooms’ (BAR’s). 

Correctional services patients may present to the ED accompanied by two correctional officers.  If 
a correctional services patient requires resuscitation or continuous physiological monitoring, the 
patient will be managed in the most appropriate clinically area.  Otherwise the patient will be 
managed in single rooms or isolation room where possible.  The rooms should be large enough to 
enable the patient to be accompanied by two correctional officers, the room should be located to 
enable ease of supervision and provide minimal disturbance to other patients, protect the privacy 
and dignity of the patient and consideration should be given to the paths of access to and from 
the room. 

To support the safety and security of staff, a fixed duress will be available throughout the unit, 
particularly in interview rooms and at staff stations. 

The hospital security room will also be located within the ED to provide a 24 hour presence within 
ED, and act as a base for out of hour’s security operations within the hospital. 
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5.5 Business support services  
Support services will be in keeping with CHHS inpatient ward requirements. Dedicated cleaners 
will be allocated to ED.  Cleaning equipment is to be located in close proximity to clinical areas to 
enable prompt cleaning of spills. 

5.6 Volunteers 
Appropriately trained and credentialed volunteers perform an integral role in the ED.  They are 
part of the overall care for ED patients and play a significant role in the experience of patients, 
families and support persons in the ED. A volunteer will be available at front of house to assist 
with enquires and way finding. 

5.7 Clinical support persons 
Clinical support persons will be dedicated to the ED. Clinical support persons will assist with 
manual handling, patient transfers, moving medical equipment and after-hour blood couriering.  
The service is required 24hrs a day 7 days per week. Hospital Assistant role includes restocking 
point of care locations and cleaning treatment cubicles between patients. Communication with 
these staff will occur via pager and the audible pager system within the ED. In order to ensure 
that these staff are immediately available and can assist with patient flow, an interchange/setting 
area is required for use between tasks.  

6. Benefits (Service Innovation and 
Efficiency) 

The integration of CH ED on the south-side at Woden with the North-side ED ACT Health will 
create a Territory wide Emergency Service and will lead to significant benefits.  Staffing, patient 
flow and governance links will enhance patient care.  The ACEM also recommends an integrated 
Network. 

The smaller “minimalist” front of house waiting room, in conjunction with sub-waiting rooms 
associated with each clinical stream will allow rapid movement of patients to the clinical area 
where they will be assessed and treated; directly adjacent to the clinical staff.  This will enhance 
patient flow, with improvements in National Emergency Access Targets (NEAT) performance, 
patient care, and the experience of ED patients, their families and support persons.          

Focused assessment by teams allowing for early referral to inpatient teams and commencement 
on pathways for admission/transfer or discharge allows for a more efficient way of managing 
common presentations.          

Tablet devices for all clinicians and administration staff with bedside entry and communication, 
should lead to minimal requirement for write up space, password protection for confidentiality of 
clinical records and remote access for triaging of patient referrals. 

Electronic wristbands for patients will allow for real time tracking ability, reduction in clinical and 
identification errors, as clinician devices should be able to scan these to confirm identity and 
provide alerts for allergies and medical details. 

Integration of medical imaging (CT, x-ray, ultrasound) within the ED physically and by processes 
will enhance care for high and low acuity patients, and reduce length of stay.   
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Geographically separate registrar review space to the ED will enhance flow, and coordinated 
patient care. 

Dedicated allied health teams in the ED will improve timely access to allied health services within 
NEAT guidelines at a patient’s first contact with the health system and improve patient flow to the 
wards or to outpatient community services (thereby avoiding patient admission). 

For future service development and innovation it is essential that there will be identification of 
space for future expansion adjacent to the ED, such that should future requirements direct that 
extension of the ED is necessary, this will be done in such a way that maximises functional 
outcome, and can be achieved without major effect on other structures.   

ED avoidance strategies  
The tertiary ED services will be provided at the CH site in Woden, and will be integrated with the 
ED services provided at the North Canberra hospital site. Opportunities to improve patient flows 
by directing patients to the most appropriate ED will be explored. 

There may be a privately managed GP service provided adjacent to the ED for patients willing to 
pay for services (future state unknown). 

Consideration is being given to establishment of an ambulatory Specialist Registrar Review Clinic 
external to the ED, to which patients can be referred for follow up at the conclusion of the ED 
episode of care. 
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7. Monitoring and evaluation
The model of care will be monitored and evaluated through quantitative measures such as 
improvement in KPIs, e.g. NEAT, and qualitative measures including complaint and compliment 
analysis, culture surveys, Quality assurance process outcomes. 

Outcome Measure (KPI) Target  

Improved patient flow 

National Emergency Access 
Target (see definitions) 

• National Emergency Access Target
(NEAT) requires ED patients to be
admitted, referred for treatment in an
inpatient unit, or discharged within four
hours.

• At the time of writing, NEAT is no longer
used nationally, but continues to be
used at jurisdictional level to drive
performance.

80%+ 

Patients who arrive in the ED 
are seen and do not depart 
without waiting 

• Did not wait %

• Include specific measure of Mental
Health patients

<5% 

Seclusion • All instances of seclusion are reviewed 100% 

Improved pathways 
• Percentage of patients admitted to

inpatient wards from a short stay unit
Less than 
15% 

Improved patient experience 
• Percentage of patient rating their

experience as good or very good
greater 
than 90% 
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9. Abbreviations
Abbreviation Description 

ACEM Australasian College for Emergency Medicine 
ACT Australian Capital Territory 
ACTAS Australian Capital Territory Ambulance Service 
ADM Automated dispensing machine 
ADON Assistant Director Of Nursing 
ATRS Australian Triage Rating Scale 
CARAU Child At Risk Assessment Unit 
CDN Clinical Development Nurse 
CH Canberra Hospital 
CNC Clinical Nurse Consultant 
CNE Clinical Nurse Educator 
COU Close Observation Unit 
CSSD Central Sterilising Supply Department 
CT Scan Computed Tomography Scan 
DON Director of Nursing 
DRGs Diagnosis-Related Group is a statistical system of classifying inpatient 

stay into groups. 
ED Emergency Department 
EDIS Emergency Department Information System 
EMU Emergency Medicine Unit 
ENT Ear Nose and Throat 
ETP Emergency Treatment Performance is a measure of the percentage of 

patients discharged from ED within 4 hours of arrival. 
Fast Track Dedicated ED zone to treat patients with less urgent complaints 
FTE Full Time Equivalent 
GP General Practitioner 
HITH Hospital In The Home 
ICP Intensive Care Paramedics 
ICT Information and Communication Technology 
ICU Intensive Care Unit 
IR Interventional Radiology 
KPI Key Performance Indicator 
MDT Multidisciplinary team, comprising medical, nursing and allied health 

professionals across numerous clinical specialties as required 
MRI Magnetic Resonance Imaging 
N-Class Isolation Negative Pressure Isolation 
NEAT National Emergency Access Target (NEAT) 
NETS Newborn and paediatric Emergency Transport Service 
NHPPD Nursing Hours Per Patient Day 
NUM Nurse Unit Manager 
OH&S Occupational Health and Safety 
PCN Preliminary Care Nurse 
PFU Patient Flow Unit 
RMO Resident Medical Officer 
RN Registered Nurse 
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Role Delineation Describes the minimum support services, workforce and other 
requirements for the safe delivery of clinical services.  

S309 Court-ordered Mental Health assessment 
Separation The process by which an episode of care for an admitted patient 

ceases. A separation may be formal or statistical. 

SRG A SRG (Service Related Group) is a classification based on Australian 
Refined Diagnostic Related Group (AR-DRG) aggregations for 
categorising admitted patient episodes into groups representing 
clinical divisions of hospital activity. 

SSU Short Stay Unit, Inpatient unit co-located in the ED designed for 
patients that are likely to be discharged within less than 24 hours. 

Tertiary Hospital Generally offers services at Level 5 or 6, according to clinical services 
role delineations.  

VMO Visiting Medical Officer 

10. MoC development participants
Participants in the development of the MoC 
Position Name 

Clinical Director Greg Hollis 
Acting ADON Nicole Slater 
Manager Acute Support Physiotherapy Kerry Boyd 
Director Medical Imaging Mark Duggan 
HPU senior planning officer Amanda Slater 
Director, Clinical Forensic Medical Services Vanita Parekh 
Program Director Health Services Redesign Carolyn Bartholomew 
Executive Director, Health Services Program Vanessa Brady 
Clinical Director Obstetrics and Gynaecology Boon Lim 
Executive Director Women, Youth & Children Elizabeth Chatham 
Operational Director, Adult Acute Mental Health 
Services, MHJHADS 

Helen Braun 

ED Leadership committee Medical, Nursing, Administration 
representatives 
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1. Introduction
In September 2016, ACT Government announced the construction of a Surgical Procedures, 
Interventional Radiology and Emergency (SPIRE) Centre to be built at Canberra Hospital (CH). This 
infrastructure project is part of the ACT Government’s 10-Year Health Plan and is in response to the 
increasing demand on ACT hospitals and health services across the territory.  

The ACT Government 2017 Budget provided funding for the first stages of the SPIRE project which 
includes planning and the commencement of design. A Model of Care (MoC) is a planning document 
that broadly defines the way health services are delivered and outlines best practice care for a 
person using this service. This MoC planning document has been developed for building design only 
and is required by the prospective design consultants to enable design development.  For noting, a 
complete patient journey MoC is a subsequent piece of work. 

ACT Health engaged Healthcare Management Advisors (HMA) Pty Ltd to undertake the MoC 
development in collaboration with staff from Health Services Redesign and Building Health Service’s 
Program. Development of this document occurred between February and March 2018 with internal 
ACT Health stakeholders who have been identified within this document. Outstanding issues that 
require resolution over the next design phases are noted at the beginning of this document. 

2. Description of the service
An Intensive Care Unit (ICU) is a specially staffed and equipped, separate and self-contained area of 
a hospital dedicated to the management of patients with life-threatening illnesses, injuries and 
complications, and monitoring of potentially life-threatening conditions. It provides special expertise 
and facilities for support of vital functions through the skills of medical, nursing, allied health and 
other personnel experienced in the management of these problems.  

At the CH, ICU staff also provide services outside of the ICU such as emergency response e.g. 
Medical Emergency Team (MET), trauma response, tracheostomy follow up and outreach services. 

The provision of care to critically ill patients is by nature unpredictable and unexpected. This results 
in the need for consideration of surge capacity as a core requirement of any MoC.   

2.1. Target population 
CH provides tertiary level services in the Territory and neighbouring regional centres in surrounding 
Southern NSW. The target population of the ICU is critically ill patients from the CH catchment as a 
tertiary referral hospital. There are two distinct patient groups which will be provided for in future 
through Intensive Care Services at the Adult Intensive Care Unit (AICU) and the Paediatric Intensive 
Care Unit (PICU). 

The AICU will provide care for critically ill patients, in single or multiple organ failure, and those at 
risk of further deterioration (e.g. post complex surgery), aged 16 years or more.  In addition AICU 
staff will provide an outreach service which extends care beyond the walls of the physical ICU, 
providing acute resuscitation for those patients who deteriorate on the general wards, tracheostomy 
review and care, a response to the trauma calls in the Emergency Department (ED) and follow up of 
ICU discharges. 

The PICU is envisaged to provide care for critically ill patients, in single or multiple organ failure, and 
those at risk of further deterioration (e.g. post complex surgery), from 28 days of age through to 16 
years. This service is one not currently provided by the ICU service within the Division of Critical 
Care. However, due to the geographical isolation of the area and lack of alternative immediately 
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accessible options, the AICU has historically admitted children aged between two and 16 years for 
the purpose of short term organ support in the event of critical illness, while awaiting transfer to a 
PICU and/or resolution of their acute single organ failure.  

For the same reasons, the Neonatal Intensive Care Unit (NICU) at CH has historically managed 
children beyond 28 days, up to as old as two years, for immediate resuscitation and support while 
awaiting Newborn and Paediatric Emergency Transport Service (NETS) transfer and/or definitive 
management depending on the condition.  

It is likely that the age and weight criteria for admission to NICU, PICU and AICU will be considered in 
interim stages as the capacity is built up in the ACT to provide this service. The emergency response 
and outreach service for paediatric patients in CH is not currently supported by the AICU. However, 
it is envisaged that within the model of a stand-alone PICU, the PICU staff would provide a similar 
service for the wider hospital population as the AICU staff, with response to deteriorating patients, 
tracheostomy review and care, trauma response and ICU follow-up. Response to infants in the 
neonatal period will continue to be provided out of the NICU.  

CH has level 6 (Tertiary facility) intensive care services as per the NSW Guide to the Role Delineation 
of Clinical Services. As per the College of Intensive Care Medicine (CICM) Guidelines the CH ICU is a 
level 3 ICU capable of providing complex multi-organ support for adult patients for indefinite periods 
of time. [1] The ability to support some specialised conditions are limited by the hospital’s 
subspecialty provision which is currently in evolution. At the present time: 

• Spinal and burns patients are resuscitated and stabilised, but then moved to specialised ICUs
in NSW capable of providing for their highly specialised complex care needs. It is not
anticipated that this will change in the near future and that these patients will continue to
be transferred out of the ACT after short term stay in the ED or ICU.

• Patients in need of Extra-Corporeal Membrane Oxygenation (ECMO) are currently
transferred to Sydney. However, it is anticipated that under the planned new MoC, a large
proportion of these patients will remain in the ACT. A proportion of these patients will still
require transfer to Sydney e.g. for solid organ transplant and/or left ventricular assist
device/artificial heart implantation, as the highly specialised services will not be provided in
the ACT. Paediatric ECMO will not be provided within the ACT.

• Critically ill children with multi-organ failure or projected requirement for greater than 24
hours of ventilator support are currently transferred to the Sydney Children’s Hospital
Network. However, it is anticipated that a large majority of these patients will be cared for
within a PICU within the ACT under the planned new MoC. A small number of critically ill
children with complex care needs will still require transfer to the Sydney Children’s Hospital
Network for specialised services not provided in the ACT, such as highly specialised surgical
or transplant management.

3. Care/service setting
Within CH, the ICU is grouped under the Critical Care Division, along with ED, Retrieval Services, 
Patient Flow Management and Assessment and Planning Units. [2] Currently the ICU is located on 
level 3 of Building 12 of the CH. Under the proposed SPIRE development, the ICU will relocate to 
level 7 of the SPIRE building. 

The ICU is a physical location in which critically ill patients or patients at high risk of deterioration 
such as post complex elective surgery, are cohorted and managed under the direction of a specially 
trained doctor who is a Fellow of the CICM. ICU provides special expertise and facilities for the 
support and monitoring of vital functions and uses the skills of medical, nursing, allied health and 
other personnel experienced in the clinical management of patients with life-threatening illnesses, 
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conditions, injuries and complications. Paediatric and Adult Intensive Care service provision require 
different though complimentary skill sets, and staff working within these separate areas are trained 
specifically in these skills. 

Intensive care staff provide some acute resuscitation and support to patients who deteriorate or are 
at risk of deteriorating that are not yet physically located in the ICU in the form of medical 
emergency response, direct outreach referrals, tracheostomy service (TRACS) and trauma response. 

Historically patients admitted to the ICU have been loosely defined as either “Intensive care” or 
“High dependency” type patients and in the past were physically moved around the footprint of the 
unit depending on these categories of care. In the evolution of this specialty service it is recognised 
that these tight definitions are no longer applicable as this describes only the nursing: patient ratios 
(1:1 care for intensive care and 1:2 for high dependency level patients) and is a fluid determination 
which can change multiple times in a day. These changing care needs are now seen as part of the 
critically ill patient’s journey while they remain within the physical ICU, and there are no physical 
separations of an intensive care or high dependency care bed. 

3.1. Environmental considerations 
With the expansion of the Outreach service, it is anticipated that the future ICU will be divided into 
operational ‘pods’ for the treatment of patient cohorts with similar needs, for example: 

• general medicine
• cardiovascular including cardiothoracic surgery patients, patients with cardiac failure, and in

future ECMO therapy patients
• surgical patients including elective surgery, trauma and neurosurgery
• chronic critical illness
• paediatric patients.

Within in each pod there will be designated staff, space to accommodate up to 12 bed spaces, 
access for bariatric patients and negative or positive isolation room/s (class N or P). One pod will also 
be designed for cohort isolation with patient and staff flow arranged to minimise potential 
contamination to the remaining ICU. The care of families is pivotal in the service delivery model. 
Hence, design should take into account the need for some families to stay for extended periods of 
time with their critically unwell loved one. For AICU patients, this area would be suitably located 
outside of the treatment space. However, for PICU patients, family space would need to be 
considered adjacent or within the treatment space. Other considerations specific to the care needs 
of the critically ill patient group are: 

• access to outdoor spaces which allow for continuation of their multi-organ support in these
environments, especially critical for the long stay patients

• access to a rehabilitation space, which allows for continuation of their multi-organ support
• access to suitable spaces for palliative care requirements including larger areas that can

accommodate larger families including children
• waiting areas that are family-friendly and allow for some privacy among family groups.

Another specific requirement is consideration of the patient and family who are undertaking a 
process of organ donation. The donation after cardiac death process especially requires urgent 
transport between the area of palliation and the operating suite within minutes of the declaration of 
death.  

The ICU provides a virtual ‘external pod’, which includes specialist medical staffing for the outreach 
service, which includes MET response, management of admissions to the ICU (e.g. admitting office 
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for direct referrals from ED and Retrieval service), trauma response, TRACS and in future the follow 
up of ICU survivors. 

3.2. Change to model 
At present the CH ICU has a physical footprint that includes 31 beds with dedicated cardio-thoracic 
bays, and four combined alternating pressure isolation rooms (enabling the room to have either 
negative or positive pressure).  

The CH ICU is planning to expand the range of services to be provided to consumers in the region, 
which will include: 

• ECMO - AICU only
• PICU
• follow up and bereavement clinic/support
• Integrated psychological and social support
• infectious threat quarantine and access.

The future service will also include separate negative (class N) and positive (class P) pressure 
isolation rooms in accordance with the Australasian Health Facility Guidelines (AHFG). [3]  

Under the new MoC, the CH ICU will remain a level 3 ICU, but will have expanded care capacity as 
described above. In addition, future service provision may also include invasive organ supports as 
the technology and skills in this area develop.  

ECMO 
Extra corporeal membrane oxygenation (ECMO) therapies, venoarterial (VA) and venovenous (VV), 
are now commonly offered to a wide range of ICU patients with severe cardio-respiratory failure and 
can be regarded as the standard of care for patients with these conditions in whom conventional 
therapy is failing. Initiation of ECMO therapies is time critical in some cases, which makes the need 
for hospital transfer for this therapy sub-optimal. Development of ECMO services will require 
specialist ECMO equipment (machine) and upskilling of staff to support this service provision.  

PICU 
At present, many children who could otherwise be cared for locally are retrived interstate to the 
Sydney Children’s Hospital Network. An independent review conducted in 2014 supported the 
development of a PICU services in Canberra. At this stage, the proposed PICU will be co-located with 
the AICU in a separate pod and attended by specially trained staff using paediatric specific 
equipment.  

Follow up and bereavement clinic 
Post Intensive Care Syndrome is a collection of health conditions common to survivors of a critical 
illness, typically involving neurological, psychological and functional problems. Post Intensive Care 
Syndrome is more common after prolonged ICU admission and is associated with ongoing healthcare 
resource utilisation, increased hospital readmission rates and outpatient presentations. [4] 

Families of patients who do not survive their ICU stay require support and bereavement counselling. 
Social work services currently include grief counselling and information that is provided to 
patients/families where comfort care is anticipated or when death occurs.  

Bereavement follow up is currently offered to families who have been identified at high risk of 
complicated grief. Aboriginal Liaison Officer follow up with bereavement, ‘sorry business’ and 
support is also provided for Aboriginal and/or Torres Strait Islander families.  
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The expansion of the follow up and bereavement program would enable support to all patients and 
their families in the period of time after critical illness. These multidisciplinary services will be 
designed to improve community level care and reduce hospital presentation and admission rates. 

Integrated psychological and social support 
The involvement of a clinical psychologist on a more regular basis in the care of critically ill patients 
and support of their families would enhance the holistic care of ICU patients and families. The model 
of this service would be based on that currently provided within CH. 

Infectious threat and quarantine 
Future service provision planning needs to consider quarantine of patients including cohorting of 
patients, and flow of potentially infectious patients and contaminated waste in and out of the unit 
without risk to other patients requiring ICU support services.  The AHFG recommend [3] that one 
hospital in each Australian capital city will have designated Class Q isolation room/s providing 
facilities for patients with highly infectious pathogens such as haemorrhagic fevers and pneumonic 
plague. These patients require a further level of containment over and above the standard negative 
pressure isolation room. 

4. Care provision continuum and workforce
4.1. Philosophy and principles of care 
The mission of the CH ICU is to deliver seamless, outstanding care to critically ill patients and their 
families.   

The ICU current and planned MoC is a multidisciplinary team (MDT) based approach to holistic 
patient care, including compassionate care for patients’ families and friends. Highly specialised 
medical, nursing and allied health staff work collaboratively with referring clinicians to adopt the 
most appropriate evidenced based care for each patient.  

Patient observation and proximity of staff to patients are critical factors in the MoC. The clinical 
infrastructure and staff profile required to provide an ICU service needs to reflect the complex 
nature of the monitoring and therapeutic interventions undertaken within the service. An ICU should 
be designed to minimise the movement of critically ill patients during their stay (i.e. if a patient’s 
condition improves or deteriorates, a bed move should not be required). 

4.2. Business rules 
The College of Intensive  Care Medicine of Australia and New Zealand (CICM) has a suite of Intensive 
Care policies, guidelines and standards, including Minimum Standards for ICUs (IC-1) and ICU based 
Rapid Response Systems (IC-26). The full list of resources is available from the CICM website. [5] 

The Minimum Standards for ICU also outline staff, equipment and floor space requirements. [1] The 
standards for PICU are described in these documents as well. 

ACT Health CH specific policies and procedures relevant for the ICU include: 

• Code Blue and Deteriorating patient procedure and policy documents
• Relevant Specialist referral pathways
• Tracheostomy Care Service (TRACS) referral procedure policy document.
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4.3. Patient pathways 
Referrals to the Intensive Care service for potential admission to the unit occur via numerous means 
as described in the following sections and presented below (both PICU and AICU). 

4.3.1. Referrals 
Referrals are received from any area in the CH. Most emergency admissions to the ICU are referred 
via the ICU Outreach team from the ED, Retrieval Service or inpatient wards. 

• ED
o Trauma: the ICU Outreach doctor is on the trauma code team as per the Trauma Team

Activation guideline. On activation of the trauma code page, the ICU Outreach doctor
attends the ED, with the final disposition of the patient under the direction of the
Trauma code team leader. A large proportion of these patients will be admitted to ICU
via the angiography suite or theatre suite.

o Non Trauma: any ED patients who are identified by an Emergency physician to
potentially require ICU admission are referred to the ICU via the ICU Outreach doctor
via the ICU Outreach pager or registrar phone.

• Retrieval service (Canberra Region Retrieval Service in the ACT or Medical Retrieval Unit in
NSW):
o Trauma being transported to CH via the retrieval service will always be transferred to

the ED and referred to ICU via the Trauma team activation process.  Retrieval doctors
may contact the ICU Outreach doctor (usually consultant phone) to alert them to the
transfer to ED if the patient is likely to be admitted eventually to ICU – in order to
determine capacity and therefore best transfer destination.

Referral

Canberra 
Hospital ICU cares 
for over 2,000 
critically ill patients 
per year, for a 
range of conditions 
including general 
medicine, 
cardiovascular, 
surgery including 
neurosurgical and  
trauma and 
chronic illness.

Admission

Admissions are 
accepted following 
referral to the ICU 
Consultant. 
Admissions are 
based on patient’s 
likely benefit, 
disease process, 
comorbidities and 
frailty.

Access

ICU capacity is 
dependant on 
available physical 
beds and 
appropriate staff.
Capacity can be
influenced by bed
block, “front door” 
triage and “back 
door” triage.
If at capacity
patients may be 
refused and 
transferred 
elsewhere.

Treatment

Multiple 
treatments include 
physical, 
psychological and 
drug therapies. 
Staff require 
education and up 
to date equipment 
to meet the needs
of patients. 

Coordination

Multiple staff are 
involved in the care 
of each ICU patient. 
The team in ICU 
includes clinical, 
clerical and support 
staff. Care is 
coordinated 
through the clinical 
nurses and 
Consultant in 
charge.

Discharge

Discharge 
planning for most 
patients occurs on 
the day of 
discharge at the 
MDT daily 
handover.
Electronic 
discharge 
generated for 
treating hospital 
team and general 
practitioner. 

Elective - via operating 
theatres

Emergency - ED: 
Trauma or non-Trauma 

Emergency – Wards: 
Direct or via MET

Emergency – via 
operating theatres

Emergency – other 
hospitals via retrieval 
service

Referrals received from 
anywhere in the 
Canberra Hospital 
campus, e.g. Surgeons, 
Emergency Department 
and inpatient wards. 
Referrals from Retrieval 
Services typically attend 
the ED in the first 
instance. 
Referrals may also come
from other hospitals via
the retrieval service. 
Some referrals do not 
require admission e.g.
TRACS or some MET calls. 

Access to intensive 
care can sometimes 
be delayed due to 
ICU capacity 

Family members may 
have limited access 
depending on space 
or treatment needs

Access to
accommodation for 
interstate family can 
be limited

Treatment and care is 
planned daily and 
reviewed regularly by 
MDTs to adjust for 
individual responses.
MDT care includes
doctors, nurses and a 
range of allied health 
professionals. 
Nursing care provided 
at 1:1 or 1:2 ratios as 
clinically required. 

Patient improves / 
remains on clinical 
pathway, family and 
patient informed and 
referred to relevant 
teams

Patient deteriorates 
and requires specialty 
services not available at
Canberra Hospital

Patient deteriorates 
and palliative options 
discussed with family
and support services 
offered

Transferred to ward 
bed

Referred to medical 
retrieval service for 
transfer to a relevant 
ICU in Sydney

Patient may be 
transferred to ward or 
palliate in the ICU. 
Family given 
bereavement support. 
Option to donate
organs where possible.

Figure 1: ICU patient pathway 
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o Non trauma referrals to ICU from retrieval services will occur to the ICU Outreach
consultant phone. As per the inter-hospital transfer/referral procedure policy
document, the default is transfer from an ICU to an ICU or transfer from an ED to an
ED.

• Wards at CH:
o Via MET activation according to the Code Blue and deteriorating patient procedure

policy documents.
o Direct referral from inpatient teams to the ICU team occurs via the ICU Outreach

registrar phone or pager, only after the admitting specialist has been contacted via the
Specialist referral pathway outlined in the relevant procedure policy document.

• Theatres at CH:
o The anaesthetic or surgical team contact the ICU Outreach consultant or registrar

phone to refer an operative patient for emergency admission to ICU. The majority of
these emergency admissions from theatre do not transition through the PACU prior to
ICU admission and usually require 1:1 nursing care in ICU even if not ventilated. This is
negotiated on a case-by-case basis with the relevant clinical teams.

Non-CH referrals  
Direct referrals are not usually accepted from clinical areas outside of the CH without involvement of 
the retrieval service. 

Within the Territory, a patient who is considered to require ICU services requires review by the local 
ICU specialist before referral to retrieval or ICU at Canberra Hospital. For example, if a patient 
located in the Calvary Public Hospital Bruce (CPHB) ED requires ICU admission, the ICU specialist or 
their delegate located at CPHB would review the patient first, determine their suitability for ICU and 
decide on the best location for the provision of this service, and make the referral to CH and/or 
Retrieval services as required. 

External calls for referral to CH ICU should be directed to the ICU Outreach consultant phone. 

Non-admitted referrals  
There are some services for which referral is made to ICU services for patients who do not ultimately 
require admission to the ICU, as follows: 

• TRACS: patients are referred to this service as outlined in the TRACS referral procedure
policy document. ICU provides staff to perform at least twice weekly rounds on all patients
in the CH who have been referred to this service.

• MET activations who do not require admission at that time to ICU are occasionally placed on
an Outreach referrals list and are followed up by a member of the ICU outreach team at time
intervals determined by the ICU consultant responsible for the service at this time.

• In the planned new MoC, there may be a role for an outpatient clinic for ICU survivors
and/or their families (including bereavement care), and follow up of discharges from the
ICU.

• It is anticipated that under the new MoC that there will be a separate Paediatric Outreach
team which will fulfil the functions of the ICU Outreach team for patients aged 28 days to 16
years, while the Adult Outreach team will receive referrals for patients greater than 16 years
of age.
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4.3.2. Admissions and access 
The decision on whether a patient is admitted to the ICU at CH ultimately lies with the rostered ICU 
specialist. This is underpinned by ACT Health’s philosophy of treating the right person at the right 
place at the right time. However, admission is limited by the capacity of the ICU service which has 
restricted surge resourcing.  

The decision on whether to admit to ICU is based on whether the patient is likely to benefit from 
invasive monitoring and/or organ supports, depending on the disease process and its likely 
reversibility, underlying comorbidities and frailty of the patient being referred for consideration of 
admission. All of these factors determine whether the patient will survive the ICU admission with a 
reasonable quality of life. In some cases, the burden and suffering the patient is likely to experience 
as a result of the organ support provided in the ICU may outweigh the expected benefit of the care, 
in which case the admission would be considered futile and may be refused. In some circumstances 
patients will be admitted to the ICU to facilitate expert palliative care and/or expected referral for 
the purpose of facilitating donation of organs.  

Access 
Movement of patients into and out of the ICU should have a separate route available from public 
entry/exit.  Rapid and urgent access to the perioperative unit and ED is required. 

Elective admissions 
Some patients undergoing complex elective surgery, or who have significant comorbidities 
undergoing less complex surgery, may require ventilation in the immediate post-operative period, or 
a higher ratio of nursing care during the immediate and intermediate post-operative period. These 
patients may require management decisions provided by a doctor who is immediately available and 
physically on site in the hospital. These patients are usually admitted to the ICU from Monday to 
Friday only. However, weekend bookings may be accepted by exception if there are sufficient 
resources to accommodate them. The capacity for elective surgical bookings is determined each year 
under budgetary discretion from the organisation, which takes into account previous year’s activity. 
The patients accepted for admission are indicated on the surgical lists each morning as having a 
post-operative destination as being ICU. Whether the patient requires a 1:1 or 1:2 ratio of nursing 
care is at the discretion of the ICU care team. The referral process may occur via one of the following 
methods: 

• A bed is requested by the surgical team through completion of “request for admission” (RFA)
form, processed through surgical bookings team. If on the “automatic acceptance” list which
is reviewed annually by the surgical, anaesthetic and ICU senior clinicians, this patient is
booked into ICU for the respective day. If not on the automatic admissions list, then the
patient is presented to the ICU consultant group for consideration of admission.

• A bed is requested by the Anaesthetic team, and either indicated on the anaesthetic record
completed in the pre-admission clinic, which is processed through the surgical bookings
team as above, or through direct referral to the ICU Outreach consultant or their delegate. If
accepted for admission, the patient is placed on the elective admission list to ICU for that
day.

• A bed is requested for an existing inpatient by the Anaesthetic or Surgical teams, for a
patient who is undergoing a planned procedure on an elective list on a future date, by
contacting the ICU Outreach consultant. If there is capacity in the unit on that day, and the
patient is suitable for admission, then the patient is booked in for an elective bed by the
Clinical Nurse Consultant (CNC) and confirmed with surgical bookings and theatre flow
coordinator.
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The majority of elective surgical admission who do not require post-operative ventilation transition 
through the Post Anaesthetic Recovery Unit (PACU) and achieve discharge criteria from that area 
before admission to ICU. 

4.3.3. Treatment and coordination 
The ICU provides MDT care under the direction of the ICU specialist to critically unwell patients or 
those who require an intensive level of monitoring and treatment. Clinical management includes, 
but is not restricted to, MDT ward rounds conducted at least twice daily, continuous monitoring and 
treatment provision, family meetings and regular multidisciplinary and multispecialty meetings. 
Patients are continuously monitored and ongoing reviews and treatment is planned out as required. 

The Intensive Care model incorporates intensive care patients and high dependency patients 
ensuring safe de-escalation of care for high dependency patients. Although the patient will not 
physically move from the ICU, high dependency patients have reduced nursing requirements. As per 
the CICM guidelines, nurse to patient ratio are determined by patient acuity. Patient requiring 
intensive care are nursed 1:1 or greater as necessary. High dependency patients are nursed at a ratio 
of 1:2 or as required. [1]  

Due to the seriousness of ICU patient conditions, family and visitors are critical to the provision of 
care and advocacy of patient wishes. Family members play an important role in the psychological 
wellbeing of patients and there are no restrictions to visiting times, though physical restriction of 
space and dignity of patients during certain care activity, may require modification of visitor 
numbers and timings.   

The type of specialised equipment required in the ICU depends on the organ failures to be 
supported and is constantly evolving. At the current time this includes but is not restricted to:  

• information technology equipment to support a fully electronic ICU including sufficient data 
and power outlets for all equipment  

• ventilators, both transport and static 
• monitors for heart rate and rhythm, blood pressure, oxygen, carbon dioxide, respiratory 

rates, intracranial pressure and cerebral electrical activity 
• cardiac output monitors including more invasive (pulmonary artery catheter), less invasive 

(transpulmonary dilution) and non-invasive means 
• dialysis machines which include capacity for plasmapheresis  
• X-ray machines 
• ultrasound machines including transoesophageal and transthoracic echo capabilities 
• Intra-aortic balloon pump, and in the future ECMO and carbon dioxide removal 
• transvenous pacing and external pacing modules 
• simulators including high fidelity mannequins, airway and bronchoscopy mannequins, 

intravenous access mannequins 
• medication management systems for storage and dispensing including appropriately locked 

cupboards for certain drugs as per organisational policy 
• computers on wheels for each patient pod in addition to the computers at each bed space 
• large viewing screens for radiology and viewing screens to facilitate patient flow and 

identification 
• blood gas and other point of care testing equipment (e.g. thromboelastography)). 

The design of the ICU needs to include adequate space for the storage of specialised equipment, 
both disposable and reusable components, as well as charging points as required.  

 

The patients’ length of stay in the ICU varies depending on the reason for admission and the 
patients’ comorbidities. Length of stay could be a short as 12 – 24 hours post-surgery, or 18 months 
or more for some conditions..  
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The physical space for treatment in the ICU needs to accommodate for the varied needs of patients 
and families, while maintaining open plan design to accommodate required visual observation by 
clinical staff.  

The accommodation should be configured to facilitate efficient and effective patient care. Each pod 
should have its own clinical service and can function independently. Bed space layout needs to be 
sufficient to accommodate the varying equipment required as well as clinical staff that will include 
doctors, nurses and allied health and families. Bed bays should be designed to enable nursing ratios 
for patients while maintaining direct line of sight (e.g. for 1:2 patients a single nurse needs to be able 
to visualise two patients simultaneously even when providing care to one patient while optimising 
privacy for patients and family members. This could be achieved through use of partitions or 
retractable walls.  

The intention is for all patients to remain in the same room / space for the duration of their 
admission in ICU unless they develop additional conditions which would require a move e.g. 
acquisition of resistant/easily transmitted organism or chronic critical illness. However, most 
equipment is mobile in case patients are required to be moved to another bedspace or pod.  

All patient rooms are capable of providing all intensive care needs for all patients including bariatric 
patients.  

Consideration needs to be given to the acoustic design to minimise noise between bed bays; lighting 
to provide a calming environment and diurnal variation with natural light, access to outdoor areas 
(e.g. balconies) especially for long-term patients or terminally ill patients; and ability to control the 
ambient temperature to address the minimal movement and clothing of ICU patients.  

Additional private meeting spaces for the purpose of family meetings need to be provided of 
sufficient size to accommodate large family groups, multiple care teams and patients if required.  
Within the waiting areas, which may be located inside and/or outside the ICU itself, consideration 
should be given to families with small children with appropriate spaces to support breastfeeding 
with privacy and safety for play and supervision of children as required.   

Treatment of patients includes bedside teaching of more junior healthcare staff and students from 
all professions. This needs to be considered in the future planning of patient treatment spaces. 

4.3.4. Discharge 
Discharge planning in the ICU commence on admission and the patient retains a care speciality team 
(i.e. the admitting specialist who originally admitted the patient to the hospital) throughout the ICU 
admission. Discharge from the ICU occurs when intensive monitoring and treatment is no longer 
required, as determined by the ICU specialist on duty, in consultation the patients’ primary care 
team.  

Patients may be discharged to one of the following locations: 

• a speciality inpatient ward at the CH or the Centenary Hospital for Women and Children
(CHWC) – actual ward depends on what condition the patient has, and the patients’ ongoing
treatment and care needs. ICU coordinates inpatient beds with the patient flow unit (PFU) or
the after-hours nurse manager for after-hours discharge if required (after hours discharge is
minimised from ICU).

• inter-hospital transfer– requires discussion with and acceptance from the receiving ICU
specialist and an admitting specialist from an inpatient team identified

• home (occasionally) or discharge lounge while awaiting paperwork/medications to facilitate
discharge home

• hospice
• Mortuary.
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4.3.5. ICU Outreach 

MET response (Adult and Paediatric) 
The MET aims to provide rapid assistance in response to emergency management of a patient as 
deemed necessary by any nurse or doctor. The aim of this service is to improve patient outcomes by 
identifying deterioration where possible prior to organ failure occurring and instituting the correct 
treatment as early as possible after deterioration is identified.  This does not necessarily avoid the 
need for ICU admission. [5]  

The MET service provided out of adult and paediatric ICU will be responsible for calls to 
deteriorating patients as identified in the relevant organisational policy and procedure documents at 
the time.   

The outreach team reviews any patient referred to ICU services who are located on the CH campus. 
This includes direct referrals from any ward area, PACU/theatres and Emergency including Trauma 
code activations. 
The outreach team is involved in TRACS currently under the governance of allied health. 
In future the outreach team may also be involved in ICU survivor review and outcome clinic, and 
there may be some role in bereavement care which has not yet been determined. 

4.4. Workflow and work processes 
ICUs are staffed by large MDT’s including the highly trained specialised doctors and nurses, as well as 
pharmacists, dieticians, physiotherapists, occupational and speech therapists, orthotists, 
radiographers and social workers.  

ICU doctors and nurses respond to medical emergency response calls as outlined above.  

ICU Nursing staff provide continuous nursing care to patients and their families; support the medical 
team in procedures and administration of medications; and alert medical staff if a patient 
deteriorates. Nurses work closely with medical and allied health staff to provide high quality 
evidenced based care and are an integral part of the twice daily formal rounding usually led by the 
medical staff. Nurses liaise closely with families to ensure they are well informed of the patient care 
plan including discharge planning and palliative planning as relevant. 

Allied Health staff are responsible for ensuring a timely response to referrals, providing care and 
expert advice to the medical and nursing team and the patient or family in their field of expertise, 
and ensuring necessary follow up care has been organised. Allied health professionals are also an 
integral component of the regular daily ward rounds lead by the medical staff. 

Formalised MDT ward rounds are conducted regularly and include the patient and family, and 
external specialist teams where possible.  

4.4.1. Medical  
Medical staff in the ICU are responsible for assessing patient suitability for admission in consultation 
with referring doctors, this done by the Intensivist or their delegate. Once admitted, doctors are 
responsible for stabilising the patient and creating care plans and coordinating and leading the care 
team. Doctors conduct at least twice daily ward rounds to review and alter patient care plans, but 
additional cares and decisions are being made constantly throughout the day and night.  

Doctors work closely with nurses and allied health to provide best practice intensive care to patients, 
and ensure patients and families are well informed of the care plan. Doctors are responsible for 
assessing patient suitability for discharge from the ICU and ensuring necessary follow up has been 
organised including handover to accepting teams. The care of patients includes intra-hospital 
transfers for the purpose of care delivery (e.g. cardiac catheterisation, angiography, endoscopy) and 



Model of Care Intensive Care Unit v0.7 

     Page 15 of 32 

investigation (e.g. radiology, cardiac intervention suite), usually provided by a combination of 
nursing, medical and support staff. 

ICU is an Intensivist-led MDT service. It is expected that all registered medical specialists in the ICU 
are Fellows of CICM. As the peak professional organisation for critical care, the CICM has significant 
interest in ensuring the highest standards of medical care for patients are maintained.  

The ICU is accredited by the CICM as a training facility and provides training and education to a 
variety of medical, nursing and allied health staff. In CICM accredited facilities, ICU Intensivists 
oversee the training of junior medical staff comprising advanced trainees, basic trainees and 
registrars from other disciplines.  

Intensivists supervise and support Provisional Fellows, Registrars and Residents that are undergoing 
specialised training in Intensive Care Medicine and carry out the day-to-day management of 
patients. A summary of the medical team hierarchy is provided below. 

Intensivist  
A consultant is a medical practitioner who has completed their specialist training, is registered with 
AHPRA as a specialist, and employed as a Staff Specialist (salaried) or Visiting Medical Officer (fee for 
service) by ACT Health. 

Intensive Care consultant is a Fellow of the Australian and New Zealand College of Intensive Care 
Medicine and referred to as an Intensivist. 

Provisional Fellow 
A Provisional Fellow in Intensive Care has completed their final College of Intensive Care Medicine 
Fellowship Examination and who is usually in their final year of training (“transition year”).  A 
Provisional Fellow is supported by a Consultant Intensivist who is rostered to this role. 

Senior Registrar 
A Senior Registrar in Intensive Care is enrolled in the College of Intensive Care Medicine for 
vocational training and is usually in the advanced training pathway, after successful completion of 
their primary examination. 

Registrar  
A registrar is a medical practitioner who is at least four years post Bachelor of Medicine degree 
(classification PGY4 or higher).  Registrars will usually have enrolled in vocational training in Intensive 
Care, Anaesthetics or Emergency Medicine, though this is not essential for the position. This is 
usually a pre-primary examination position. 

Senior Resident Medical Officer (RMO) 
Senior Resident Medical Officer (RMO) employed in Intensive Care are either employed as critical 
care residents, rotating through ED, ICU and Anaesthetics during the year, or are junior trainees of 
Basic Physicians or Basic Surgical programs. These medical officers require full support and 
supervision 24/7 in Intensive Care and are not expected to undertake any independent decision 
making while working in ICU.   
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4.4.2. Nursing 
The Australian College of Critical Care Nurses recommends there must be a designated critical care 
qualified senior nurse per shift who is supernumerary. The Australian College of Critical Care Nurses 
provides vital resources for ICU nursing and plays a key role in the transition of nurses into intensive 
care and post-graduate critical care nursing, ongoing upskilling and professional development. ICU 
nursing staff comprises of the following:  

Assistant Director of Nursing (ADON) - (RN level 4.3) is responsible for Operational Governances, 
Clinical Governance, Workforce Management, and Business Management.  

Nurse Manager (NM) - (RN level 3.2) is responsible for recruitment, rostering of nursing staff and 
contract management.  

Clinical Nurse Consultant (CNC) - (RN level 3.2) is responsible for operational performance, staff 
performance and workplace safety.  

Clinical Support Nurse (CSN) - (RN level 3.1) is responsible for workforce development, quality 
performance, research and education.  

ICU Clinical Care Coordinators (CCC) - (RN level 3.1) are responsible for patient flow in the unit.  

Clinical Development Nurse (CDN) - (RN level 2) is responsible for orientation, workforce 
development and undergraduate and postgraduate coordination.  

Bay Leaders - (RN level 2 and 1) are responsible for direct patient care and supporting consistent 
safe and effective nursing care, improve leadership and clinical support at the bedside in each 
clinical zone.   

Access Nurses - (RN level 2 and 1) are responsible for practical support to each clinical zone, attend 
2nd response MET calls and accommodate unplanned admissions when required. 
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Director of 
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Registrar
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Figure 2: Medical staff workflow 
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Table 1: Current Nursing FTE 

Role WEEKDAY WEEKEND 
Internal pod 

CNC (RN level 3.2) 2.1 Full Time Equivalent 
(FTE) Morning shifts only 

CCC (RN level 3.1) 1.0 FTE. Position vacant N/A 
CSN RN3.1 1.0 FTE No coverage 
CDN (RN level 2) 2.0 FTE No coverage 
RN Level 2 44.0 FTE 
RN Level 1 76.5 FTE 
RN Level 1 New Graduate 7.5 FTE 
MET - Nursing Outreach External POD 
CNC (RN3.1)a 1.0 FTE Morning shift only No coverage 
CDN (RN2) 1.0 FTE Morning shift No coverage 
RN2 9.08 FTE 

4.4.3. Allied Health 
Allied Health services are provided to the ICU from the Department of Allied Health. Some Allied 
Health professions have a dedicated FTE allocation for ICU services, while others are provided on an 
on-call basis only.  

Physiotherapy 
• Physiotherapy is delivered 7 days a week during business hours and after hours. Direct

physiotherapy staff are supported by a HP4 team leader, providing service coordination and
clinical backfill.

• Physiotherapists assess patients’ respiratory, cardiovascular, neurological and
musculoskeletal systems to formulate treatment plans. They focus on the respiratory
management of intubated patients and exercise rehabilitation of recovery patients.

Dietetics 
• Dietetics provide a key role by assessing patient nutrition needs, guiding decisions about

appropriate nutritional therapy, monitoring fluid and electrolyte status, adjusting the
nutrition care plan to the specific disease status and changes in the patients’ clinical
condition
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Figure 3: Nursing staff workflow 
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• Dietitian assessment is delivered five days a week during business hours with cover provided
for urgent referrals on Saturday and on call phone support available on Sunday. Dietetics
staff are supported by a Health Professional Level 4 (HP4)team leader, providing service
coordination and clinical backfill to the larger dietetics team.

Occupational therapy 
• Occupational therapists have a key role in the cognitive assessment and management of

patients, activities of daily living, functional assessment and customised splint provision.
• Occupational Therapy (OT) services are delivered on an as needs basis 5 days a week during

business hours only. There is no identified position for ICU and no allocated FTE to ICU.
Referrals for OT are prioritized and triaged according to urgency and balanced against the
workload of the department and other areas of need in the hospital.

Pharmacist 
• The ICU Pharmacists monitors the drugs that are prescribed for interactions and

appropriateness to ensure the prescribing guidelines are adhered to. Reducing error and
harm from medicines through safe and quality use is an important element of Intensive Care
Medicine and assists in achieving patient safety and quality standards.

• Current recommendation for Pharmacy support of ICU is one pharmacist per 10 patients,
with an additional HP4 to provide supervision and training. Operational support for imprest
requires additional Pharmacy technician officers.

Podiatry 
• Podiatry is currently provided as a referral service without dedicated resourcing attached to

the provision of care for critically ill patients.

Social Work 
• Social workers take a lead role in addressing the needs and concerns of the family members

in the ICU as well as assessing the ongoing psychosocial needs of the critically ill patient.
• Social work currently provide an extended hours service to ICU from 0830 - 2100, seven days

per week. Social workers work in collaboration with the ICU MDT colleagues to provide
holistic psychosocial assessment and interventions including practical and emotional
supports to patients/family members. Co-ordination, clinical oversight and backfill is
provided by a HP4 team leader, with additional on-call supervision provided by a senior
social worker HP4/5

Speech Pathology 
• Speech Pathologists provide assessment and intervention for swallowing and

communication for tracheotomy and extubated patients.
• Speech Pathology currently provides ICU support during business hours Monday-Friday only.

Clinicians will see patients in ICU according to their clinical caseloads (general medicine,
tracheostomy, and neurology/neurosurgery).

Psychology 
• Clinical psychology does not currently provide a dedicated service for critically ill patients in

ICU. Future service provision should examine a collaboration between psychology and social
work services to achieve a shared service model similar to that currently existing within the
Trauma service.
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Aboriginal and Torres Strait Islander Liaison (ALO) Service 
• The ALO Service currently delivers an on needs basis service five days a week during business

hours. There is no identified FTE/position for ICU. The ALO Service works within a MDT
model and provides cultural assessments and supports engagement of other MDT members,
including practical support to patients and their families.

Allied Health Assistants 
• This position does not currently exist. The development of a multidisciplinary critical care

Allied Health Assistant position (e.g. physiotherapy/occupational therapy/speech) would
support health professionals providing clinical service to the ICU.

Table 2 Current Allied Health requirements 

Role WEEKDAY WEEKEND 
Physiotherapy HP4 Team Leader 

HP3 1:6 patients 
HP1/2 support 

HP4 team leader 
HP 3 1:12 patients 

Pharmacy HP4 Team Leader 
HP3 1:12 patients (5 for 60 beds) 
HP2 1:15 patients (3 for 60 beds) 
(total 0.1FTE/bed) 
TO2 2.0FTE (supply and imprest) 

HP3 (2) 

Social work HP4 Team Leader 
HP3 1:6 patients 

HP4/5 Team Leader or 
On call 
HP3 1:6 patients 

Dietician 0.04FTE per patient Nil 
Speech pathology 0.04FTE per patient Nil 
Psychology 0.04FTE per patient Nil 

4.4.4. Clinical support persons 
Wardspersons play an integral role in patient care and patient flow (discharges to ward/mortuary, 
transport to other areas of the hospital for clinical input into patient care). 
Other support staff for the ICU include equipment officers and operational staff such as ward clerks 
and cleaners 

4.4.5. Administrative and support staff 
Administrative staff in the ICU have responsibility for reception, secretarial support for educational 
and other administrative activities. These are articulated in the CICM Policy Document IC-7. [7] 

Duties of the administrative staff include 

• individual secretarial support to specialists, trainees and other members of the department
as required

• prepare, circulate and update departmental duty rosters, maintain departmental and
medical records and general administration including minuting departmental meetings

• educational support including coordinating administrative aspects of continuing medical
education, clinical review and quality assurance activities of all departmental staff

• duties to support research staff activities including data entry, maintenance of databases,
literature searches, manuscript preparation and correspondence with hospital committees
and outside agencies. [7]
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4.5. Changes to workforce model 
Projected Nursing staff requirements based on a 48 bed ICU: 

Table 3: Projected Nursing Requirements 

Role WEEKDAY WEEKEND 

ICU 

CNC (RN Level 3.2) 2.1 FTE Morning shifts only 

CCC (RN Level 3.1) 1.0 FTE To be determined 

CSN (RN Level 3.1) 1.0 FTE No coverage 

CDN (RN Level 2) 2.0 FTE No coverage 

Internal Pods (four pods each requiring the following) 

Access Nurse 1.0 FTE 
Bay Leader 1.0 FTE 

RN Level 2 4.0 FTE 

RN Level 1 6.0 FTE 

External Pod - MET Outreach 

CNC (RN Level 3.1)a 1.4 FTE Morning shift only Morning shift only 

CDN (RN Level 2) 1.0 FTE Morning shift No coverage 

MET Nurse (RN Level 2) 2.0 FTE 

4.6. Training, education and research 
The ICU is a training unit with a commitment to growing its research capacity. Education for current 
staff and undergraduate and postgraduate multidisciplinary staff is considered core business in the 
ICU. All ICU staff both deliver and receive education. There are some individuals whose substantive 
position or part thereof is related to provision of education, including CSN’s and CDN’s, as well as the 
specialist ICU doctors who have education and supervisory roles in their non-clinical portfolios.  

Training and education activities within the ICU are delivered in a multidisciplinary format and occur 
in a variety of settings (bedside, tutorial style, supervision of training, simulated learning 
environment, half/whole day programs and external courses) with a variety of levels of healthcare 
professionals including undergraduate, postgraduate, pre-vocational and post-vocational. It would 
be anticipated that teaching and meeting spaces would be available embedded within clinical care 
areas to facilitate clinical teaching, with easy access (e.g. in a dedicated teaching and training centre) 
to larger spaces more appropriate for whole or half-day courses e.g. BASIC (Adult and Paediatric), 
Beyond BASIC and the Canberra Course. 

At minimum the considerations for in-situ teaching and training would include: 

• education/meeting room in each pod
• larger education/meeting space in close proximity to the pods, e.g. large enough for all

medical staff across the unit to meet in a shift. This would need to be on the same floor as
the clinical areas to allow for immediate attendance to a patient if sudden unexpected
deterioration occurred. This would need to have appropriate IT support for teaching and
training
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• simulation space to allow for teaching of procedures, new equipment and crisis response
management within the clinical environment.

ICU staff are frequently involved in other teaching activities across the CH campus and in the ACT, 
including but not limited to Staff Development Unit coordinated programs, Medical Officer Support 
and Clinical Training Unit teaching, Australian National University, Canberra University and Canberra 
Institute of Technology programs. This includes teaching and training for: 

• Senior Medical Officers, prevocational and vocational Junior Medical Officers, and medical
students

• Nurses and Nursing students
• Allied Health staff and Allied Health students
• administrative and clerical staff.

5. Service support elements
The capacity to deliver ICU services is dependent upon having the relevant clinical and non-clinical 
support services available and readily accessible. A number of services support the overall team in 
the delivery of ICU service. These include (but are not limited to) the services discussed below.  

5.1. Essential equipment and technology services 
Information Communication Technology (ICT) and data entry 

• staff will need access to computers at each bedside, staff stations
• electronic medication management
• electronic pathology records
• Meta-Vision computer programs which collect all information from the patient equipment

including medication charts and enable nurses to do patient notes
• computers on wheels (at least one per pod) for ward rounds
• disaster contingency plans for each ICT systems
• electronic medical records. Existing systems for medical records management will continue.
• access to ICT support (Help Desk)

Telemedicine/videoconferencing 
Selected clinical spaces will be configured to provide remote telemedicine for patients located in the 
ACT to access services provided elsewhere.  These facilities can be located in either the education 
room or a communal office area. 

Communication 
• Nurse Call System – electronic communication system within clinical teams, i.e. patient or

family can communicate with nursing staff or nurse can communicate with other clinicians
• Everyday communications e.g. phone, fax, page
• Intercom for access to the closed unit.

Wi-Fi 
• Provision for medically safe wireless networking throughout the clinical area
• Wi-Fi internet access will be provided throughout the Department (including lounge/wait

areas) for use by staff and visitors.
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Printer 
Printers are required at the staff station. Space is required for equipment relating to electronic 
medication/pathology/wristband/programs. 

Hearing Loop 
Hearing loop is to be available at reception and the capacity installed at various consumer areas 
within the unit.  Specific locations of hearing loop stations will be identified in the design stage of the 
SPIRE project. 

Biomedical equipment management 
ICU have a high concentration of specialised, technical and monitoring equipment needed to care for 
critically ill patients. Clinical Engineering is responsible for the maintenance of this equipment in 
close collaboration with the ICU. Usually a biomechanical engineer is devoted to the ICU portfolio 
and is physically located in the unit for the purpose of their work. It is essential that sufficient office 
space and equipment to support the biomedical engineering role is provided for in the ICU footprint. 

5.2. Environmental and supply services 
Food Services 

• food services are delivered to the unit in a dedicated retherm food trolley. A recess/docking
station for the food trolley is required

• meals are not generally provided to families. However, tea and coffee making facilities are
provided along with re-heating facilities and a fridge in a shared family space

• external to the closed ICU, the family waiting room area is also equipped with tea and coffee
making facilities.

Linen 
Capital Linen Service delivers linen to the CH daily. ICU linen is replenished daily and a recess space 
for the linen trolley is required.  

Stores  
Large storage capacity for consumables is required. Consumables are monitored by the Purchasing 
Inventory Control System (PICS) and replacement items delivered daily. 

Infection Control and Prevention Unit 
• Infection Control and Prevention Unit provides an advisory role and monitors the number of

patients with infections or multi-resistant organisms (MRO) and provide coordination and
departmental education to facilitate patient isolation in accordance with National guidelines

• Sterilising Services Department (SSD) for sterilisation of equipment as required
• dirty utility space is required for cleaning, decontamination of equipment, stripping back

equipment for terminal cleaning and drying of re-usable equipment. Some equipment will
then need to be transferred to the SSD for sterilisation.

Waste management  
Waste management is provided as per ACT Health facility wide policies. Waste streaming is required 
within the unit. This includes the management of sharps bins and contaminated waste. Alternative 
travel routes for waste transport to points of public access and ‘clean’ items will be available. 
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5.3. Core services 
5.3.1. Medical Imaging 

• internal imaging (e.g. mobile X-ray and ultrasound). Equipment is permanently housed in the
ICU

• external imaging in the medical imaging suite (note, MRI compatible transport ventilators
and monitoring equipment are used when required).

5.3.2. Pathology 
• sampling will occur at the bedside by a suitably qualified ICU staff member. Pathology

samples are sent via the pneumatic tube system to the Pathology department
• arterial blood gases are analysed internally using a blood gas analysis machine located within

the ICU.

5.3.3. Pharmacy 
• bedside trolleys for standard patient medicine, one per patient
• central imprest stock room for all medicines
• lockable cupboards at nurses’ desk for S4D and S8 medications in accordance with

legislation. One cupboard per nursing station
• monitored medication fridge within a clean utility lockable room, restocked by a pharmacy

technician
• urgent requests for medicines are given to the Pharmacists on ward rounds or sent to the

pharmacy. The Pharmacist checks the medication stocks and orders as required
• ACT Health plans to move to an Automated Dispensing Machine (ADM) in future (similar to

the machines used in the ED). Space and power for the ADM will need to be factored into
the design.

5.3.4. Additional core services 

Specialty Services 
To support continuity of care and provide the right service at the right time ICU will interface with 
other specialty services such as General Surgery, General Medicine, Infectious Diseases, Paediatrics, 
Obstetrics, ED, Anaesthetics and the Pain Management Team. 

Tissue Viability Team  
Tissue Viability Team has an advisory role for wound management and provides a liaison service. 

DonateLife ACT 
The Organ Donor Coordinators from the DonateLife ACT are available 24 hours a day, seven days a 
week to provide information and support. When an organ donation is planned, the coordinators 
ensure the deceased patient is kept in conditions that are optimal for the donated organs in the ICU 
and coordinate with Operating Theatres at CH and the receiving hospital for organ retrieval.  

Pastoral Care  
Chaplains from Catholic, Anglican and Uniting churches are located within the hospital. The 
chaplains provide spiritual support to patients and their relatives or carers. Clergy from most 
denominations can be contacted on request.  

Interpreter services 
As required  
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Volunteers 
• Volunteers provide a supportive link between relatives/families of patients admitted in the

ICU and clinical staff. For example, as a locked unit it is necessary to press an intercom to
talk to staff in the ICU or to be let into the unit. Volunteers assist in this process.

• Volunteer recruitment and rostering is led by the Personal Assistant to the Director, assisted
by the CH Volunteer office.

• Volunteers undertake training prior to work in the ICU.

5.4. Security 
At the core of the MoC for ICU is the right of staff, patients and others in the ICU to have a safe 
environment/workplace with the prevention and management of occupational violence. To this end 
there are to be appropriate guidelines and policies around the management of aggressive/violent or 
behaviourally disturbed individuals. 

To support staff safety and security fixed duress will be available throughout the unit, particularly in 
interview rooms and at staff stations. 

5.5. External service providers 
As well as hospital-based services, the ICU interfaces with a number of external services, such as: 

• ACT Ambulance Service (ACTAS) is responsible for providing emergency and non-emergency
ambulance and aeromedical ambulance services to the ACT community and surrounding
south east NSW region. ACTAS also provides Intensive Care Paramedics (ICPs) to the Capital
Region Retrieval Service helicopter. [2] Capital Region Retrieval Service is a joint initiative of
the governments of New South Wales and the ACT, and provides aeromedical rescue and
retrieval services to the ACT and south-eastern New South Wales.

• Capital Region Retrieval Service and Medical Retrieval Unit is a joint initiative of the
governments of New South Wales and the ACT, and provides aeromedical rescue and
retrieval services to the ACT and south-eastern New South Wales. Capital Region Retrieval
Service is managed and staffed by ACT Health. The medical crew are highly skilled
Emergency, Intensive Care and Anaesthetic consultants and senior registrars. The usual area
of responsibility for the service extends from the Victorian border, west to Griffith and Hay,
north to Sydney and down the east coast of New South Wales. [8]

• General Practitioners (GP’s) provide community based services to patients as a part of the
medical neighbourhood.

• Newborn and paediatric Emergency Transport Service (NETS) is a 24/7 state-wide service of
NSW Health that provides: expert clinical advice, clinical coordination, stabilisation, and
emergency treatment and inter-hospital retrieval for sick babies and children up to the age
of 16 years NETS also provide a referral service for hospitals faced with a neonatal or
paediatric emergency. [9]

• NSW Ambulance service (NSWAS) is responsible for providing emergency and non-
emergency ambulance services in NSW. They also provide aeromedical transport via Toll
Rescue Helicopter Service and Air Ambulance, for both emergency and non-emergency
transfers. [10]

• Interstate health services for transfer of patients requiring specialist services e.g. burns.
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5.6. Other considerations 
Other ICU planning considerations are those which involve movement of critically ill patients around 
the hospital to access interventions and diagnostics. Some examples are provided below.  

Proximity to cardiothoracic surgical theatres. The transport of patients to ICU post-cardiothoracic 
surgery requires substantial monitoring equipment and staff to physically move the patient. If the 
cardiothoracic theatres are not located on the same floor as the ICU, then direct vertical egress via 
an extra-large service lift is required to transport these patients.  

Proximity to Interventional Cardiology Laboratories (ICL). Transport of critically ill patients to and 
from the cardiac intervention suite can involve substantial monitoring and organ support 
equipment, as well as staff to move the patient, similar with the cardiothoracic surgical suite. 

Retrieval service access. The ICU requires access to direct retrieval routes from the Helipad and 
ambulance bays/ED and Medical Imaging.  

Proximity to Perioperative and Interventional Centre for the purpose of organ donation, especially 
for donation after cardiac death where transport between place of palliation and death, and organ 
retrieval is time critical. 

Proximity to Diagnostic Imaging. Critically ill patients are frequently transported to radiology for 
MRI and CT scans, as well as to angiography suite to undergo procedures. These patients require 
substantial equipment for monitoring and organ support, as well as staff to transport with them. 

6. Benefits (service innovation and efficiency)
6.1. Outline 
The ICU MoC aims to provide appropriate access to and patient management within the ICU which is 
described by the ACT Health principle of providing the right care to the right patient at the right 
time. Based on the Australian Council on Healthcare Standards (ACHS), monitoring should occur 
across the following areas at the time of the publication of this document: 

• access and exit block to assess delays in patients accessing ICU or being discharged from ICU
• intensive care patient management to assess premature discharge form ICU
• intensive care patient treatment regarding early prophylactic treatment for venous

thromboembolism (VTE)
• central line-associated bloodstream infection
• utilisation of patient assessment systems to monitor participation in appropriate data

repositories
• compassionate practice towards families of patients.

It is anticipated that these may have changed by the time of implementation of this MoC and will 
need to be regularly updated. 

6.2. Qualitative benefits 
Qualitative elements of the ICU model of care will be measured through the patient satisfaction 
survey. This may include: 

• Appropriateness of the waiting space
• Satisfaction with treatment and care provided including communication with families and

patients
• Appropriate and empathic treatment of families.
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6.3. Quantitative benefits 
Quantitative elements of the ICU MoC will be measured through the ACHS clinical indicators. [11] 
These are:  
Access and exit block 

• 1.1 ICU - adult non-admission due to inadequate resources
• 1.2 ICU - elective adult surgical cases deferred or cancelled due to unavailability of bed
• 1.3 ICU - adult transfer to another facility/ICU due to unavailability of bed
• 1.4 ICU - adult discharge delay more than 12 hours
• 1.5 ICU - adult discharge between 6pm and 6am
• 1.6 ICU - paediatric discharge between 6pm and 6am

Intensive care patient treatment 
• 3.1 VTE prophylaxis in adult patients within 24 hours of ICU admission

Central line-associated bloodstream infection 
• 4.1 Adult ICU-associated CI-CLABSI
• 4.2 Paediatric ICU-associated PI-CLABSI

Utilisation of patient assessment systems 
• 5.1 Participation in the ANZICS CORE Adult Patient Database
• 5.2 Participation in the ANZICS CORE Paediatric Intensive Care registry
• 5.3 Participation in the ANZICS CORE Critical Care Resources survey

In addition, the ICU Executive team have identified a number of evidence based key performance 
indicators for the service, as follows: 

• Outcome measures
o ICU mortality and SMR
o Pain management
o Rate of ICU survivors to home
o Patient and family satisfaction score

• Process measures
o Goal Richmond Agitation and Sedation Score documentation
o DVT prophylaxis compliance
o Targeted temperature management implemented in out of hospital cardiac arrest
o Safe tidal volumes delivered
o Plateau inspiratory pressures not exceeding 32cmH2O
o Time to antimicrobials in sepsis not exceeding 60 minutes

• Access measures
o Admission block
o Refusals and over capacity transfer to other ICUs
o Elective surgery cancellation
o Bed block and avoidable days in ICU
o After hours discharge
o MET duration
o Concurrent MET activation
o Occupancy – capacity measure
o Chronically critically ill patients

• Complication measures
o Central line associated bacteraemia
o Multi-resistant organism acquisition
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o Hand hygiene compliance
o Unplanned ICU admission <24 hours
o Accidental extubation
o Pressure injuries
o Falls
o Medication errors
o Ventilator-associated pneumonia

7. Monitoring and evaluation
The ICU executive/management team will monitor the adequacy of care being delivered against the 
Key Performance Indicator suite as outlined above. These indicators will be regularly reviewed for 
suitability by the management team. This will be reported upwards through the organisation’s 
relevant governance structure and also be reported down to treating clinical staff via direct and 
group messaging e.g. newsletters and unit meetings.  

Monitoring and evaluation will occur via the ACHS Clinical Indicator Program on which the 
quantitative and qualitative indicators are based. [12] 

Monitoring and evaluation will also occur through: 

• patient surveys
• staff culture surveys
• critical incidents
• Riskman
• workers compensation claims
• ICU data and long-term outcome data
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8. Abbreviations
Abbreviation Definition 

ACHS Australian Council of Healthcare Standards 

ACT Australian Capital Territory 

ACTAS ACT Ambulance Service 

ADM Automated Dispensing Machine 

ADON Assistant Director of Nursing 

AICU Adult Intensive Care Unit 

AHPRA Australian Health Practitioner Regulation Agency 

ALO Aboriginal and Torres Strait Islander Liaison Officer 

ANZICS CORE Australian and New Zealand Intensive Care Society Centre for Outcome and 
Resource Evaluation 

ASO Administrative Services Officer 

CCC Clinical Care Coordinator 

CDN Clinical Development Nurse 

CI-CLABSI Centrally-inserted central line-associated bloodstream infection 

CICM College of Intensive Care Medicine of Australia and New Zealand 

CNC Clinical Nurse Consultant 

CPD Continuing Professional Development 

CPHB Calvary Public Hospital Bruce 

CSN Clinical Support Nurse 

ECMO Extra Corporeal Membrane Oxygenation 

ED Emergency Department 

FTE Full Time Equivalent 

HMA Healthcare Management Advisors 

HDU High Dependency Unit, often beds co-located in the ICU 

HP3 Health Practitioner Level 3 

HP4 Health Practitioner Level 4 
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Abbreviation Definition 

HSO Hospital Salaried Officer 

ICP Intensive Care Paramedics 

ICT Information and Communication Technologies 

ICU Intensive Care Unit 

Imprest Local supply of medicines kept onsite within a hospital ward/unit 

JMO Junior Medical Officer 

MDT Multidisciplinary Team 

MET Medical Emergency Team 

MoC Model of Care 

MRI Magnetic Resonance Imaging 

Class N-isolation 
room Negative room air pressure with additional barriers including an Anteroom 

NETS Newborn and Paediatric Emergency Transport Service 

NSW New South Wales 

NSWAS New South Wales Ambulance Service 

NICU Neonatal Intensive Care Unit 

NM Nurse Manager 

Class P isolation 
room   Positive room air pressure with appropriate storage space outside the room 

PFU Patient Flow Unit 

PGY Postgraduate year 

PI-CLABSI Peripherally-inserted central line-associated bloodstream infection 

PICU Paediatric Intensive Care Unit 

RMO Resident Medical Officer 

RN Registered Nurse 

Role Delineation Describes the minimum support services, workforce and other requirements 
for the safe delivery of clinical services 

Separation The process by which an episode of care for an admitted patient ceases. A 
separation may be formal or statistical 
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Abbreviation Definition 

SMR Standardised mortality ratio 

SSD Sterilising Supply Department 

S4D Schedule 4 medication. Prescription only medicine 

S8 Schedule 8 medication. Controlled drug 

Tertiary Hospital Generally offers services at Level 5 or 6, according to clinical services role 
delineations 

TRACS Tracheostomy Care Service 

VA Venoarterial extra corporeal membrane oxygen (ECMO) 

VV Venovenous extra corporeal membrane oxygen (ECMO) 
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1. Introduction
In September 2016, ACT Government announced the construction of a Surgical Procedures, 
Interventional Radiology and Emergency (SPIRE) Centre to be built at Canberra Hospital (CH). This 
infrastructure project is part of the ACT Government’s 10-Year Health Plan and is in response to the 
increasing demand on ACT hospitals and health services across the territory.  

The ACT Government 2017 Budget provided funding for the first stages of the SPIRE 
project which includes planning and the commencement of design. A Model of Care (MoC) 
is a planning document that broadly defines the way health services are delivered and 
outlines best practice care for a person using this service. This MoC planning document 
has been developed for building design only and is required by the prospective design 
consultants to enable design development.  For noting, a complete patient journey MoC is 
a subsequent piece of work. 

ACT Health engaged Healthcare Management Advisors (HMA) Pty Ltd to undertake the MoC 
development in collaboration with staff from Health Services Redesign and Building Health Service’s 
Program. Development of this document occurred between February and March 2018 with internal 
ACT Health stakeholders who have been identified within this document. Outstanding issues that 
require resolution over the next design phases are noted at the beginning of this document.  

2. Description of the Service
The CH is the only tertiary cardiology care service for the region. Cardiac care is a level 6 referral 
centre as per the NSW Guide to the Role Delineation of Clinical Services.    

Cardiology Services at the CH encompasses: 
• Acute Cardiac Care Unit (ACCU)
• Interventional Cardiology Laboratories (ICL)
• Cardiac Diagnostic and Imaging Services
• Ambulatory Cardiology Care

The Cardiac Diagnostic and Imaging Services and Ambulatory Cardiology Care are outside of the scope 
of this document.   

The Department of Cardiology at the CH provides expert advice and specialist care for patients with 
acute and chronic heart conditions such as: 
• acute coronary syndromes including acute ST elevation MI management
• cardiac arrhythmias (brady and tachyarrhythmias)
• decompensated acute and chronic heart failure
• post elective coronary and structural heart interventional procedures including IABP support
• post cardiac electrophysiology (EP) interventional procedures (includes ablation and cardiac

devices)
• elective DC cardioversion for atrial arrhythmias
• pericardial tamponade
• other conditions with haemodynamic instability eg pericardial tamponade, pulmonary embolism,

pulmonary hypertension, infective endocarditis.

Treatments provided include: 
• cardiac monitoring: invasive and non-invasive; hard wired with or without telemetry
• invasive haemodynamic monitoring
• co-ordination and administration of appropriate drug therapies including thrombolysis
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• non-invasive ventilation (CPAP, BiPAP)
• haemodialysis
• elective cardioversion
• intra-aortic balloon counter-pulsation
• transthoracic echocardiography (TTE) - may be performed at the bedside in the process of cardiac

rehabilitation
• exercise stress testing and management of patients with temporary pacing wires
• discharge planning and patient education/rehabilitation.

CH does not manage complex congenital heart disease or inpatient paediatric cardiology services. 

This document outlines the model of care for following the Cardiology Services at the CH: 
• Acute Cardiac Care Unit (ACCU)
• Interventional Cardiology Laboratories (ICL)

2.1. Acute Cardiac Care Unit (ACCU) 
The ACCU is a specially staffed and equipped inpatient ward for the support, diagnosis, monitoring 
(including ECG monitoring and telemetry) and treatment of acute patients with medical or surgical 
cardiac conditions, which are life threatening or potentially life-threatening. The ACCU will provide 
inpatient and ambulatory management of cardiac conditions such as: 
• acute coronary syndromes including acute ST elevation myocardial infarction management
• cardiac arrhythmias
• decompensated acute and chronic heart failure
• post elective coronary and structural heart interventional procedures including Intra-Aortic

Balloon Pump (IABP) support
• post cardiac electrophysiology (EP) interventional procedures (includes ablation and cardiac

devices)
• elective Direct-Current Cardioversion for atrial arrhythmias
• pericardial tamponade
• other conditions with haemodynamic instability e.g. pericardial tamponade, pulmonary embolism,

pulmonary hypertension, infective endocarditis
• management of bariatric patients with cardiac conditions

The ACCU is a discrete unit for monitoring of patients with acute coronary syndrome, heart failure or 
life threatening arrhythmias. It provides a full range of invasive and non-invasive monitoring for 
cardiac patients, with access to the full range of cardiac investigations and 24 hour on call 
echocardiography, angiography, angioplasty and permanent pacemaker services. The ACCU 
comprises: 
• Multi-day beds including:

- acute & ST-Elevation Myocardial Infarction (STEMI) bed in case of acute STEMI
• Sub-acute beds
• Chest Pain Evaluation Unit (CPEU)

- is a dedicated area within the ACCU used for the evaluation of chest pain, and to initiate
treatment under protocol. It will require access to exercise stress testing (treadmill exercise
testing) 18 hours per day. Patients usually stay in the CPEU for less than four hours. Patients
may require exercise stress testing and focus echocardiography in the adjacent procedure
area.  Following evaluation patients may be transferred to an overnight bed in the ACCU, the
ICL or discharged home

• ACCU Procedure Rooms
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• ACCU Clinical Support area, including central analysis station for electrocardiography transmission 

2.1.1. Multi day beds 
Provides acute inpatient cardiology beds and an ST-Elevation Myocardial Infarction (STEMI) bed.  
These beds are cardiac protected and require specialised cardiac monitoring, networked to a central 
monitoring station.   

2.1.2. Sub-acute beds 
These beds provide an intermediary space between Acute Cardiology and ward beds.  They are 
cardiac protected and have telemetry monitoring.  

2.1.3. Chest Pain Evaluation Unit  
This unit is a dedicated area within the ACCU used for the evaluation of chest pain, and to initiate 
treatment under protocol. It will require access to the ACCU procedure room for exercise stress 
testing (treadmill exercise testing) 18 hours per day.  They are cardiac protected and have telemetry 
monitoring.  

2.1.4. ACCU Procedure Room 
The procedure rooms provide internal access for the ACCU to dedicated non sterile procedure space 
i.e. cardiac ultrasound, stress testing, and advanced cardiac monitoring.     

2.1.5. Clinical Support Area 
Location of staff station to support the staff functions within the clinical environment, including 
central monitoring and Central Analysis Station for 12 Lead ECG from ACT Ambulance Service, NSW 
Ambulance, regional and district Southern NSW hospitals via the STEMI pathway, as shown in figure 2 
below. Enabling prompt advice in relation to appropriate reperfusion therapy for acute myocardial 
infarction.   

2.2. Interventional Cardiology Laboratories (ICL) 
The Interventional Cardiology Laboratories consisting of the Cardiac Catheterisation Laboratories 
(CCL), Electrophysiology Laboratory (EPLab), Procedure rooms and Hybrid Cardiac Catheterisation 
Laboratory are specialised diagnostic and interventional therapeutic services within cardiac services at 
the CH.  The laboratories are support by Interventional Cardiology Day Unit.   

The ICL standard operating hours are 0800 -1800 Monday to Friday. However, there is a 24/7 Primary 
Percutaneous Coronary Intervention (PCI) service for acute ST elevation myocardial infarction and 
capacity to accommodate other emergency interventions as required. 

The ICL is staffed by an experienced interventional cardiology team. Interventional activities are 
supported by the ICL Day Unit and the ACCU.  

The hybrid cardiac catheterisation laboratory allows for future proofing of the cardiology 
interventional services at CH.   

2.2.1. Cardiac Catheterisation Laboratory (CCL) 
Cardiac catheterisation procedures are usually done with local anaesthesia and conscious sedation. A 
minority of cases are under general anaesthetic for agitated patients. Some can be performed as day 
or short stay procedures, although some will require longer periods of observation depending on the 
type of procedure and patient co-morbidities.    

CH provides emergency, Primary Percutaneous Coronary Interventions (PCI) 24 hours a day, seven 
days a week and planned elective interventions during business hours.  
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Cardiac Catheterisation procedures are categorised as either diagnostic or interventional. 

Diagnostic catheterisation involves the insertion of a catheter into an artery (usually in the thigh or 
wrist) which is threaded through to the heart. Dye is then injected into the coronary arteries to reveal 
any blockages. Catheterisation can also be done for myocardial biopsy.  

Interventional catheterisation includes: 
• balloon angioplasty where a catheter with a ‘balloon’ is passed through to a coronary blockage

then inflated to allow more blood flow
• stenting where a small, metal mesh tube is placed within a coronary artery after balloon

angioplasty to prevent the artery from reclosing
• septal closure devices used to non-surgically close defects in the atrial septum
• atherectomy to remove hardened and calcified blockages (plaques)
• thrombectomy to remove loose debris within the coronary arteries, prior to angioplasty or

stenting.
Day procedure for a selection of angioplasty patients is the preferred model of care. In these 
instances, patients are admitted as a day-only patient and recovered for a minimum of four hours 
before discharge. This reduces patient bed days and subsequently improves bed access. [4] 

2.2.2. Electrophysiology Laboratory (EP Lab) 
Electrophysiology study (EPS) are conducted within the EPLab where the heart’s electrical system is 
tested to diagnose electrical conditions triggering heart arrhythmias. During the EPS, the diagnosed 
condition may be ablated (if appropriate), using either high frequency electrical energy (RF ablation) 
or intense cold (cryoablation). Cardiac device implantation is also undertaken in the EP lab.   

EPS and ablations typically require a general anaesthetic or heavy sedation. Some EPS are done as day 
procedures, although patients that receive ablation may require a longer stay.   

Occasionally patients will require emergency interventions in the EPLab, although this will be 
dependent on the availability of an Electrophysiology Cardiologist. 

2.2.3. ICL Procedure Room 
The procedure room will provide a dedicated sterile space for transoesophageal echocardiograms and 
sterile procedures.   

2.2.4. Interventional Cardiology Day Unit 
The Interventional Cardiology Day Unit supports the function of the ICL through the provision of pre 
and post procedure beds and is staffed by trained medical, nursing and technical staff.   

Patients suitable for the Day Unit (23 hour) beds include: 
• inter-hospital transfer patients, pre and post CCL procedure
• elective patients post angioplasty/stent (who cannot remain in recovery beds)
• elective patients requiring ‘follow on’ angioplasty
• DC Cardioversions pre and post-procedure
• post-operative elective pacemaker procedures
• pre and post hospital transfer pacemaker procedures

2.2.5. Hybrid Cardiac Catheterisation Laboratory (shelled) 
The Hybrid Cardiac Catheterisation Laboratory is a soft shelled space, which has capacity to support 
future development in interventional technology and practice.  The exact use will be determined by 
future demand.   
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2.2.6. ICL Clinical Support 
Location of staff station to support the staff functions within the clinical environment.  

2.3. Target population 
The target population includes ACT residents and patients requiring tertiary level services (e.g. level 5 
or 6) from the surrounding NSW regions. 

Cardiology patients include adults of all ages, acuity, frailty and disability, and increasingly patients 
with comorbidities. Cardiac inpatients have special needs in that they are often fully aware of their 
surroundings but may be restless, distressed and agitated and may require immediate and critical 
emergency care. 

2.4. Changes to existing service 
The possibility of heart failure increases with age and with the incidence of diabetes. As the general 
population ages, more patients will require assessment and treatment. Heart failure treatments are 
becoming more complex resulting in greater levels of ambulatory and inpatient care for heart failure. 
Consequently, reliance on cardiology specialist staff and diagnostic tests is also increasing. [2] 

Advances in technology in the Cardiology space may increase demand for Cardiology services over 
and above population growth rates and historical trend projections. For example: 
• technological advances are improving the safety and efficiency of interventional cardiac

treatments
• the demand for intervention electrophysiology is increasing with complex arrhythmias now able

to be treated with three-dimensional mapping techniques
• advances in pharmacology resulting in more complex drug regimens for patients post-surgery /

procedure has increased the need for close observation of patients in a ACCU. [3]

Other trends in models of care that will impact on future service delivery include the use of CCU beds 
for non-infarct patients (such as unstable angina or recovery after a cardiac procedure) and the need 
for integrated CCUs with transitional or step-down bed availability. 

3. Care/service setting
A dedicated cardiac precinct will be developed as part of SPIRE including an ACCU and the ICL. 

Colocation of Cardiology services is designed and intended to provide safe and efficient care of 
patients. Colocation will enable central bed management capabilities, single management structure, 
effective use of resources (space and staff), minimising the transfer distance for patients between the 
CCL and post-intervention recovery beds, increased staff rotation and skill development, flexibility of 
bed usage during peak times. [4] 

3.1. Environmental considerations 
The aim of health care is not only to treat disease, but also to create a healing environment for 
patients that is safe and free of psychosocial elements created through poor design. To this end the 
environment and design is to support the MoC. 

Noise has been linked with poorer outcomes and increased levels of stress, for both patients and 
staff. Noise leads to communication difficulties, and may impede on an individual’s privacy. Therefore 
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strategies for combating noise levels within the ACCU should be included. This includes, but is not 
limited to: 
• single rooms
• noise attenuation ceiling tiles
• ceiling battens
• soft floor covering where appropriate.

Light has also been shown to be an important consideration for the wellbeing of patients, not only 
access to view and natural light, but also the ability to control artificial light levels locally. As such all 
lighting in treatment areas is to be manually controllable to enable dimming or brightening as 
clinically appropriate. 

Families and carers are often integral to the wellbeing of the patient in ACCU and ICL. Where clinically 
appropriate carers will accompany patient into treatment spaces.  Spaces are to be designed with 
space allocation for carers and well as quiet rooms for family/friend of those patients who are 
receiving intensive treatment, as well as appropriate space for grieving. 

Regardless of specific environmental considerations, the design is to support a balance between line 
of sight and privacy of patients in treatment areas and waiting areas from staff areas, specifically staff 
stations. 

4. Care provision continuum & workforce
4.1. Philosophy and principles of care 
The vision for Cardiology services is to provide improved care and outcomes for patients with, or at 
risk of, cardiovascular disease. This means person-centred care from early diagnosis to end of life 
care, with improved access for vulnerable groups. [5] 

The ACCU and CCL incorporates concepts of a ‘Healing Environment’ including appropriate décor to 
create a relaxed ambiance for patients, sound proofing in consulting and testing rooms to ensure 
adequate privacy for patients and decentralised inpatient room design to increase privacy. 

Health care at the CH is delivered in a way that is: 
• person-centred – providing care that is respectful, responsive and focused on the patient’s needs
• safe – avoiding harm to patients from care that is intended to help them
• effective – providing services based on scientific knowledge and which produce a clear benefit
• timely – reducing waits and sometimes harmful delays
• efficient – avoiding waste and reducing cost
• equitable – providing care that does not vary in quality because of a person’s characteristics.

4.2. Policies and business rules 
Cardiology services provides evidence based treatment under the Clinical Guidelines of the National 
Heart Foundation of Australia and Cardiac Society of Australia and New Zealand: Australian Clinical 
Guidelines for the Management of Acute Coronary Syndromes 2016 
https://www.heartfoundation.org.au/for-professionals/clinical-information/acute-coronary-
syndromes).  

In addition, the close monitoring of patients in the ACCU requires a nurse to patient ratios of 1:2, plus 
super-numerary nursing staff, based on NSW Nurses and Midwives’ Association recommendations for 
nursing ratios 2017. 

https://www.heartfoundation.org.au/for-professionals/clinical-information/acute-coronary-syndromes
https://www.heartfoundation.org.au/for-professionals/clinical-information/acute-coronary-syndromes
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4.3. Patient pathways 
4.3.1. ACCU and ICL Admission 
Patients are admitted to the ACCU and ICL for diagnostic and interventional procedures from: 
• ED
• inter-hospital transfers
• inpatient wards
• post-catheterisation or electrophysiology procedures (diagnostic or interventional) as required.
• ICU
• CH outpatient clinics
• community (ICL only)
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Patient Flow through the cardiology service at the CH is shown in the below diagram. 

Figure 1: Patient Pathway 

Admissions to the ICL can be classified as elective or emergency: 

• Elective
As part of an elective admission, patients may attend pre-admission in the outpatient setting. During 
this appointment patients may have a ‘walk through’ of the area to familiarise themselves with the 
area.  

On the day of the procedure elective patient admissions will present to the Day of Surgery Admission 
(DoSA) for clerical admission.  Patients will be directed to the ICL day unit for nursing and medical 
admission.  

After admission patients will wait in the ICL Day Unit until they are taken into the laboratory for their 
intervention.   

• Emergency
Patients can be admitted directly from ACTAS/NSWAS, transferred from CPHB, Regional NSW 
hospitals, the ED or transferred from inpatient wards, including ICU.  Post intervention, patients will 
be transferred to either ACCU, ICU or PACU.  
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Emergency procedures, including PCI will follow the STEMI pathway. 

Figure 2: STEMI Pathway 

Source: Canberra Hospital and Health Services, Operational Procedure. ST Elevation Myocardial Infarction (STEMI) Pathway 
(2016) 



 Model of Care – ACCU & ICL v0.8 

 

       Page 13 of 25 
 

Figure 3: Cardiology Staffing Structure 

4.3.2. Treatment 
A majority of patients having procedures in the ICL will be given a conscious sedation, this will occur in 
the location of the procedure. However a portion of patients will require full anaesthetics, these 
patients will be induced in the anaesthetic room.  

Approximately 10% of patients undergoing EPLab procedures are likely to require stage one recovery, 
ongoing ventilatory or haemodynamic support.  These patients will be transferred directly to Post 
Anaesthetic Care Unit (PACU) or ICU from the ICL. 

4.3.3. Patient recovery and discharge  
Patients are monitored following cardiac catheterisation/EPS procedures. Options for recovery 
include: 
• ICL Day Unit  
• ACCU or cardiac inpatient unit 
• stage one recovery in PACU 
• ICU 
Overnight beds are made available for patients from geographically isolated areas who may not be 
able to return home immediately or following complications.  
Once stable, inpatients will return to their own unit. Patients referred from other hospitals may be 
transported back to the referring institution, or to another healthcare facility with access to 
appropriate monitoring, or may be discharged home. 

Patients are discharged from the ACCU and ICL to: 
• inpatient unit 
• inpatient rehabilitation unit 
• community rehabilitation 
• transferred back to the referring hospital 
• home.  

For the first 24 hours post-angiography, day patients should remain within an accessible distance of a 
service that is able to manage relatively common complications. 

4.4. Workflow and work processes 
The staffing structure within Cardiology services is outlined in Figure 2. 

Executive Director Medicine

Director of Cardiology

Staff Specialist/VMO
Advanced Trainees
BPT/RMO/Intern

DON Medicine
& ADON Medicine Allied Health Admin Manager Medicine

HP5
Cardiac Investigations
Cardiac Echo

ASO 4
Cardiology Admin Support

CNC L 3.2
Cardiac Cath Lab/DSU

CNC L 3.2
Coronary Care Unit/CPEU

CNC L 3.2
Cardiology OPD/Card. Rehab

RN L 2
Cardiac Research Unit
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4.4.1. Medical 
The Director of Cardiology at the CH is a Cardiologist (senior Staff specialists registered with the Royal 
Australian College of Physicians (RACP)). In addition to Director of Cardiology, a Cardiologist must be 
available in the CCU at all times, this may include specialists and visiting medical officers (VMOs).  

Senior Cardiologists supervise and support Fellows, Registrars and Residents (in order of seniority) 
that are undergoing specialised training in Cardiology and carry out the day-to-day management of 
patients. In addition, Interns who rotate across all areas of the hospital also assist the more senior 
medical team. The EPLab requires a Cardiologist that specialises in electrophysiology, an 
Electrophysiologist.  

To support continuity of care and provide the right service at the right time Cardiology Services in the 
CCU interface with other specialty services such as Cardiac Rehabilitation, Cardiothoracic Surgery, 
Anaesthetics, Lung and Vascular Departments, Renal and Endocrinology Departments, ICU, ED, 
Geriatrician and Sleep medicine.  

4.4.2. Nursing 
There are a number of senior nursing positions that are integral to the running of the ACCU described 
below. 

Assistant Director of Nursing (ADON) – is the registered nurse (RN, Level 4) responsible for the 
management of the ACCU including strategic planning, budgetary responsibilities and supervision of 
other senior nursing staff.  

Nurse Manager (NM) – is a registered nurse (RN Level 3) in charge of the unit responsible for the 
coordination of staffing and resources. This position combines leadership, management and resource 
allocation.  

Clinical Nurse Consultants (CNCs) – are registered nurses (RN Level 3) responsible for overseeing the 
professional management of nursing staff. There is a CNC for the ACCU and Chest Pain Evaluation 
Unit, a CNC for the CCL and Day Unit (including the EPLab). There is also a CNC for the Cardiology 
Outpatient Department and Cardiac Rehabilitation Unit (these services are out of scope for this MoC 
document).  

Nurse Practitioner (NP) – are registered nurses who hold endorsement as nurse practitioners. The 
nurse practitioner's duties include in depth cardiac assessments, working closely with physicians and 
providing health education to patients and families. 

Clinical Development Nurse is the registered nurse (RN Level 2) in charge of the Cardiac Research Unit 
and education support. 

Registered nurses (RN Level 1 and 2) specialising in cardiac care provide care in the ACCU and ICL.  

Cardiac Liaison Nurses will provide coordinate care and collaborate with the team to improve the 
patient journey. 

4.4.3. Allied Health 
Specialised allied health professions are required for the ICL, including: 
• Cardiac technologists 
• Medical physicists  
Other Allied Health professionals are available on call. The composition of the Allied Health team 
varies depending on patient need, but may include:  
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• Occupational therapists
• Pharmacists
• Physiotherapists
• Social Workers
• Speech Pathologists.

4.4.4. Administrative staff 
In addition to their clerical duties, administrative staff will be located at the staff station in a position 
that can facilitate a meet and great role, providing the first point of contact to the unit.   

4.4.5. Clinical support personnel 
Clinical support persons will be allocated to ACCU and ICL. Clinical support persons will assist with 
manual handling, patient transfers, moving medical equipment and after-hour blood couriering.  The 
service is required 24hrs a day 7 days per week. Hospital Assistant role includes restocking point of 
care locations and cleaning treatment cubicles between patients. Communication with these staff will 
occur via pager. 

4.5. Workforce 
Current and projected staffing numbers are provided in Table 2. These numbers are indicative only. 
Further analysis will be provided at a later date. 

Table 1: Current and projected staffing requirements 

Position Levels FTE Headcount 

Current Additional Total Current Additional Total 

Cardiologists/Fellow 10 

Electrophysiologist 1 0 1 1 0 1 

Registrar 

Resident 

ADON 1 0 1 1 0 1 

Nurse Manager 1 0 1 1 0 1 

CNC 2 0 2 2 0 2 

Clinical Development 
Nurse  

1 0 1 1 0 1 

Registered Nurse 

4.6. Training, education and research 
A major function of a tertiary hospital is to support education, training and research, to enable and 
support the delivery of a high quality service.  Ongoing education is a major focus of the department 
into the future. Facilities for training and education will be provided within the Department so that 
they can be easily accessed by staff. These facilities will also be used to provide venues for internal 
meeting, including but not limited to: updates, quality assurance meetings, in-service education 
program, competency assessments, orientation of new staff and more. 

To support education, training and research, the department maintains a strong focus on education 
and research and contributes to teaching students from the Australian National University (ANU) 
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Medical School, University of Canberra, Australian Catholic University, Charles Sturt University and the 
Canberra Institute of Technology.   

The Department of Cardiology is a fully accredited site as per the RACP for core training.  Cardiology 
accommodates three Advanced Trainees in each year.  There are five Physician Readiness for Expert 
Practice (PREP) trainees attached to each rotation in Cardiology and there are four rotations per year.  
There are three Interns attached to Cardiology per rotation and there are four rotations per year. 

Training, education and research roles within Cardiology include providing: 

• training medical students and medical graduates in the management of cardiovascular disease 
• teaching a wide range of medical, nursing and allied health staff on Cardiovascular diseases 
• lay and professional advice on public health aspects of cardiovascular diseases 
• education through the Cardiac Rehabilitation facilities to patients, family and the community 
• clinical and cardiovascular support to the Department of Cardiac Surgery. 

5. Support service elements 
5.1. Information Communication Technology (ICT)  
5.1.1. Bedside data entry 
Staff will need access to computers at each bedside, staff stations, in consultation, treatment and 
procedure rooms. 

Clinicians (nurse, allied health, doctor, etc.) should have a computers to enter relevant patient 
information, order tests, review results, send outpatient referrals, provide discharge emails (to 
patient and General Practitioner). This should include entering information in a real time medical 
record, that all involved in the patients care can see.  

Access is required to a mobile device platform (computer on wheels) for the purpose of data entry. 
One device will be used between two bed spaces. 

5.1.2. Wi-Fi  
Provision for medically safe wireless networking throughout the clinical area. 

Wi-Fi internet access will be provided throughout the Department (including lounge/wait areas) for 
use by staff and visitors.   

Dedicated, secure Wi-Fi is required to support telemetry cardiac functionality.   

5.1.3. Multifunction devices 
Printers are required at the staff station. Space is required for equipment relating to electronic 
medication/pathology/wristband/programs. 

5.1.4. Hearing Loop 
Hearing loop is to be available within the entire department. 

5.1.5. Patient monitoring 
Patients should be issued with Electronic wristbands that provide real time tracking ability, can be 
scanned by clinician devices to confirm identity and provide alerts for allergies etc. 
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Patient monitoring at bed spaces, and selected other spaces (e.g. procedure rooms) will be configured 
for monitoring at a central location with real time reporting. 

All monitoring modalities will be compatible with other critical care areas within the hospital including 
ICU/ED and Perioperative and Interventional Centre. 

5.1.6. Patient beside entertainment 
Where appropriate and required, patient entertainment (i.e. television) will be provided. Bedside data 
entry for clinical staff will be provided by an alternate system.  

Patient entertainment will be available in all areas. 
Television in lounge/wait areas providing access to entertainment and health information. 

5.1.7. Telemedicine/video conferencing 
Selected clinical spaces will be configured to provide remote telemedicine for patients located in the 
ACT to access services provided elsewhere.   

5.1.8. Communication 
Staff and patients will have access to telephone communications, and technology to support 
communication during systems failure or in disaster response 

5.1.9. Biomedical Equipment Management 
Services will be provided by the Clinical Engineering Service in the CH. 

5.2. Environmental and supply services 
5.2.1. Food Services 
Food for patients will be delivered to the ward in a food retherm trolley and docked for distribution 
by a food services staff member. Meals are not provided to families; however they will have access to 
tea and coffee facilities, reheating facilities and a shared patient/family beverage bay. 

5.2.2. Linen 
Linen supplies will be as business as usual. Supplies are delivered by Capital Linen Service and 
delivered daily.  

5.2.3. Stores 
Stores are delivered regularly, with stock levels monitored by Purchasing and Inventory Control 
System (PICS). A large selection and quantity of stores is required within the Cardiology services. 
Adequate storage is to be provided, including point of care cupboard and storage within treatment 
bays. 

5.2.4. Waste Management 
Waste will be managed as per ACT Health facility-wide policy for managing waste. Waste streaming 
bays will be available throughout the department.  

5.3. Core services 
Clinical support services for ACCU and ICL include: 

5.3.1. Diagnostic Imaging/Interventional Radiology 
Medical Imaging provides diagnostic imaging, interventional radiology and nuclear medicine services 
for patients. Cardiology accesses medical imaging for a range of imaging needs including chest x-rays, 
CT, MRI, nuclear medicine and PET. Echocardiography may be undertaken in the ACCU at the bedside 
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for those patients too sick to be transferred to the cardiac investigations unit. Nuclear Medicine is an 
imaging modality that administers radiopharmaceutical agents to patients for diagnostic imaging and 
for treatment of a range of medical conditions.  

5.3.2. Pathology 
Sampling will occur at the bedside by a suitably qualified staff member. Pathology services provide a 
ward collection service during business hours.  Pathology services will include the use of point of care 
testing, which is expected to increase in use over the lifespan of the facility.  Rapid access to 
pathology labs through the use of pneumatic tube and electronic result system, including immediate 
electronic notification of results availability. 

5.3.3. Pharmacy 
Rapid access to pharmacy services within the department will be provided and include pharmacy staff 
rounds, and provision of automated dispensing machines (ADM) located throughout the department 
to support clinical care.  ADM stock levels are monitored electronically, with restocking managed by a 
pharmacy technician. Restricted and individualised medications are monitored and stocked by the 
pharmacist/s who will be available seven days a week.   

A wall mounted medication safe is required for storage of restricted medication as a safeguard 
against ADM failure. 

5.3.4. Additional services 
Aboriginal Liaison Service 
The Aboriginal Liaison service provides support to Aboriginal and Torres Strait Islander clients liaising 
with clients, their families, as part of the multi-disciplinary team to assist clients negotiate and 
develop appropriate and achievable treatment plans. 

Business Support 
Business support services will be provided in keeping with the CH inpatient ward requirements.  
Dedicated cleaners will be allocated to the department.  Cleaning equipment will be located in close 
proximity to clinical areas to enable prompt cleaning of spills.    

Central Equipment and courier service 
For the delivery of bariatric slings, pathology and pharmacy couriering, delivery and collection of air 
mattresses, humidifiers, hover mattresses, hi-low beds, bariatric equipment and heel elevators; and 
medical equipment (infusion pumps, calf compressors, syringe drivers and Patient Controlled 
Analgesia equipment.  

Clinical Engineering Service 
Clinical engineering is responsible for the management of medical equipment, medical electrical 
systems and medical IT-networks. Within in Cardiology services, the insertion of devices and 
increasingly complex machinery has given rise to the need for enhanced engineering services. As 
equipment becomes increasingly technical and complex there is a growing need for this to be 
maintained by the vendors. These agreements and/or contracts are negotiated through Biomedical 
Engineering. Cardiology currently has relationships with four medical device companies. This is 
managed through informal agreements and the doctors’ services can be billed as a Medicare item 
number.  

Hospital in the Home (HITH) 
HITH is an inpatient service of the CH. It provides access to health care for patients in their home 24 
hours a day, 7 days a week. HITH patients have access to hospital services such as physiotherapy, 
occupational therapy, pharmacy, pathology and social work.  
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Infection Prevention and Control Unit (IPCU)  
IPCU service provides advice/guidance on issues pertaining to patients requiring support for 
transmissible microorganisms, multi resistant organisms and other infectious diseases. IPCU also 
provides feedback in relation to blood stream infections, support and advice on hand hygiene, 
education, maintenance, cleaning, linen and reusable stock and equipment. 

Interpreter service  
Interpreter services will be provided as needed, either in person or via telephone. 

Medical Physics and Radiation Engineering (MPRE)  
MPRE is responsible for the provision of expert advice on, services for, training in and management of 
the quality assurance, radiation safety and use of radiation producing devices used for the prevention, 
diagnosis and treatment of disease.  

Patient Flow Unit (PFU) 
The PFU coordinates the bed allocations, patient flow and facilitates transfer of patient into and out 
of CH. 

Tissue Viability  
Provides expert advice and education regarding the management of all wound types across 
specialties. This service also provides opportunities for Registered Nurses to participate in the Tissue 
Viability 6-month training program. The CNC participates in the Preventing and Managing Pressure 
Injuries National Standard Committee and provides relevant and up-to-date data on the number of 
facility-acquired and pre-existing pressure injuries within CH.  

Spiritual Support  
The Chaplaincy and Pastoral Care services provides pastoral care and healing as part of holistic health 
care. Pastoral Care involves physical, social, emotional, and spiritual support – not only to patients, 
but also their families, visitors and CH staff.  

6. Business rules 
The CH aligns with National Standards set by the Australian Council on Healthcare Standards (ACHS).   

All ACT Health facility wide policies impact on the Cardiology services. 

Patients requiring intubation with mechanical ventilation are not suitable for this ACCU.  

7. Benefits (service innovation and efficiency) 
Based on the Australian Council of Healthcare Standards (ACHS), monitoring should occur across the 
following areas: 

• Cardiovascular disease management   

• Average length of stay (ALOS)  

• Day-procedure including:  
- Preadmission preparation 
- Procedure non-attendance or cancellation  
- Adverse events and unplanned returns to the procedure room  
- Unplanned transfers and admissions or unplanned delays to discharge.  
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- ACS Clinical Standard of Care
- Risk Management
- Cardiology Morbidity and Mortality Meeting
- Monitoring of adverse reactions

7.1. Qualitative benefits 
Qualitative elements of the Cardiology MoC can be measured through the patient satisfaction survey. 

This new service: 
• consolidates service delivery for patients with cardiac rhythm disorders
• ensures timely assessment and treatment of cardiac arrhythmias at CH
• ensures evidence-based and best practice care for the community is adopted
• improves healthcare and patient safety outcomes.

7.2. Quantitative benefits 
The co-location of Cardiology units (ACCU and ICL) is designed to provide a consolidated and 
streamlined service for patients that will ensure timely assessment and treatment of cardiac 
arrhythmias at CH, improve healthcare and patient safety outcomes.  

Cardiology performance indicators for cardiovascular disease management may include: 
• Congestive heart failure (CHF) prescribed ACE inhibitor/Angiotensin II receptor antagonist (A2RA)
• CHF prescribed beta blocker
• CHF and atrial fibrillation prescribed warfarin
• CHF chronic disease management referral including physical
• Percutaneous transluminal coronary angioplasty vessels where primary success was achieved [7]
• ALOS.

Performance indicators for day procedures include: 
• Booked patients assessed before admission
• Booked patients who fail to arrive
• Cancellation of the procedure after arrival due to pre-existing medical or an acute medical

condition, or due to administrative/organisational reasons
• Patients who experience an adverse event during care delivery
• Unplanned return to the operating room
• Unplanned transfer / admission –overnight or ongoing
• Unplanned delayed discharge for clinical or non-clinical reasons
• Post-discharge follow-up occurred within 7 days. [7]

8. Monitoring and evaluation
Monitoring and evaluation will occur via the ACHS Clinical Indicator Program on which the 
quantitative and qualitative indicators are based. [8] 

https://www.achs.org.au/programs-services/clinical-indicator-program/ 

https://www.achs.org.au/programs-services/clinical-indicator-program/
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9. Abbreviations
Abbreviation Definition 

ACCU Acute Cardiac Care Unit 

ACHS Australian Council on Health Care Standards 

ACT Australian Capital Territory 

ACTAS Australian capital territory Ambulance Service 

ACTPAS ACT Patient Administration System 

ADON Assistant Director of Nursing 

AHPRA Australian Health Practitioner Regulation Agency 

AMC Australian Medical Council 

BOD Burden of Disease (expressed as DALY) is a measure of the health impact of 
disease on a population in a given year. 

CPHB Calvary Public Hospital Bruce 

CDN Clinical Development Nurse 

CSSD Central Sterilising Department 

CHHS CH and Health Care Services 

CCL Cardiac Catheterisation Laboratories 

CDN Clinical Development Nurse 

CNC Clinical Nurse Consultant 

CRIS Clinical Records Information System 

CVD Cardiovascular disease 

DALY Disability-Adjusted Life Year 

DON Director of Nursing 

DOSA Day of Surgery Admission 

EDSU Extended Day Stay Unit 

EPS Cardiac Electrophysiology (EP) Service 

EPLab Cardiac Electrophysiology Laboratory 
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General 
Hospital 

Generally offers level 4 or 5 services, according to clinical service role delineation 
definitions 

GP General Practitioner 

HITH Hospital in the Home 

ICL Interventional Cardiology Laboratories 

ICT Information Communication Technology 

IR Interventional Radiology 

JMO Junior Medical Officer 

MoC Model of Care 

MRO Multi-resistant organisms 

NHPPD Nursing Hours per Patient Day 

NP Nurse Practitioner 

NSW New South Wales 

NSWAS New South Wales Ambulance Service 

OPD Outpatient Department 

RACC Rehabilitation, Aged and Community Care 

RSI Relative Stay Index 

RMO Registered Medical Officer 

Role 
Delineation 

Describes the minimum support services, workforce and other requirements for 
the safe delivery of clinical services 

SSP Specialty Service Plan 

Tertiary 
Hospital 

Generally offers services at Level 5 or 6, according to clinical services role 
delineations 

VMO Visiting Medical Officer 
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Introduction 
In September 2016, ACT Government announced the construction of a Surgical Procedures, 
Interventional Radiology and Emergency (SPIRE) Centre to be built at Canberra Hospital (CH). This 
infrastructure project is part of the ACT Government’s 10-Year Health Plan and is in response to the 
increasing demand on ACT hospitals and health services across the territory.  

The ACT Government 2017 Budget provided funding for the first stages of the SPIRE project which 
includes planning and the commencement of design. A Health Planning Unit (HPU) Brief is a planning 
document that defines the activities and functions to be undertaken within a unit/ service. This HPU 
Brief has been developed as part of the SPIRE planning component and articulates the operational 
requirements, functionalities and relationships for which the prospective design consultant can 
develop a suitable design response.   

ACT Health engaged Capital Insight Pty Ltd to undertake the HPU development in collaboration with 
staff from Health Services Redesign and Building Health Service’s Program. Development of this 
document occurred between April and May 2018 with internal ACT Health stakeholders who have 
been identified within this document. Outstanding issues that require resolution over the next design 
phases are noted at the beginning of this document. 

This HPU Brief defines the activities and functions to be undertaken in the Intensive Care Unit (ICU). 
It is not the role of the HPU Brief to design the space, but rather to articulate the operational 
requirements, functionalities and relationships for which the architect can develop a suitable design 
response. The HPU brief has been developed in alignment with the Australasian Health Facility 
Guidelines. This Health Planning Unit will comprise of: 

• Adult ICU (AICU)
• Paediatric ICU (PICU).

Description of the service 
The Intensive Care service at CH provides care for critically ill adult and paediatric patients and close 
monitoring for those patients most at risk of further deterioration.  It is the only tertiary care 
intensive care service in the region. The ICU will be a 48 bed department providing complex multi-
system life support and ongoing advanced management to a range of critically ill patients with life 
threatening illnesses, injuries and complications.  

Historically patients admitted to the ICU have been loosely defined as either “Intensive care” or 
“High dependency” type patients and in the past were physically moved around the footprint of the 
unit depending on these categories of care. In the evolution of this specialty service it is recognised 
that these tight definitions are no longer applicable as this describes only the nursing: patient ratios 
(1:1 care for intensive care and 1:2 for high dependency level patients) and is a fluid determination 
which can change multiple times in a day. These changing care needs are now seen as part of the 
critically ill patient’s journey while they remain within the physical ICU, and there are no physical 
separations of an intensive care or high dependency care bed. 

The CH ICU is a tertiary referral service providing level 5 and 6 services as per the NSW Role 
Delineation, for the Territory and neighbouring regional centres in Southern NSW (comprising 
approximately 50% of admissions). The CH ICU is a level 3 ICU as per the College of Intensive Care 
Medicine (CICM) of Australia and New Zealand Guidelines, capable of providing complex multi-organ 
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support for adult patients for indefinite periods of time. The service will provide care to both adult 
and paediatric patients and will offer the following services: 

• Intensive Care Services for adults aged 16 years and over, requiring single or multiple organ
support, including enhanced services e.g. extra corporeal membrane oxygenation (ECMO)
support, bereavement support, integrated psychological and social support

• Intensive Care Services for paediatrics aged 28 days to 16 years (new service)
• ability to quarantine one ICU pod (12 beds) to manage infectious threats (new capability)
• emergency response within the CH and management of the Medical Emergency Team (MET)
• ICU Outreach service - monitoring/consultation/liaison/follow-up services/ tracheostomy

service to patients on inpatient units
• trauma response in the Emergency Department (ED)
• an ICU outpatient service (follow-up of patients who have been discharged from the

Hospital) using the bookable space in the Ambulatory Care Centre (ACC)
• a satellite base for DonateLife (the promotion of organ and tissue donation service) whilst its

admin function will remain in a remote location of the Hospital campus
• Capital Region Retrieval Service - emergency, intensive care and anaesthetic consultants and

senior registrars are employed as the medical flight crew to the service and will be involve in
telemedicine support

• clinical research.

The AICU will provide care for critically ill patients, in single or multiple organ failure, and those at 
risk of further deterioration (e.g. post complex surgery).  Adult ICU patients will receive either 1:1 or 
1:2 nursing care with input from medical and allied health care personnel in a self-contained unit.  
The level of nursing care will be altered over the course of a day according to patient acuity. An 
integrated ICU/HDU Model of Care (MoC) will be implemented in each pod to maintain staff skills 
across specialties and support less experienced staff in caring for patients requiring different levels of 
care.  All patients will be managed by intensive care specialists.  Adult spinal and burns patients are 
resuscitated, stabilised, and retrieved to specialised ICUs in NSW.  This arrangement is expected to 
continue.   

The PICU is a new service envisaged to provide ongoing care for critically ill patients in single or 
multiple organ failure, and those at risk of further deterioration (e.g. post complex surgery), from 28 
days of age through to 16 years.  It is proposed that the majority of critically ill paediatric patients 
requiring critical care interventions will be managed in the PICU, however a small number of children 
with complex care needs will continue to be retrieved to the Sydney Children’s Hospital network for 
specialised services not available in the ACT e.g. for ECMO, specialised surgical or transplant 
management. On occasion, the PICU will provide short-term care and management of critically ill 
children, aged two years and over, awaiting retrieval to a specialist Sydney Hospital. 

Paediatric patients will receive 1:1 nursing care with input from medical and allied health care in a 
dedicated PICU pod within the AICU. All patients will be managed by paediatric intensive care 
specialists. It is envisaged that PICU staff will also provide emergency response to deteriorating 
paediatric patients in the Centenary Hospital for Women and Children (CHWC), tracheostomy review 
and care, trauma response and PICU follow-up. Staff and support areas will be shared with the ICU. 
Paediatrics requiring High Dependency type services will be managed in the CHWC. 

Neonatal Intensive Care (NICU) services and super specialty services such as ongoing management of 
severe burns and transplant surgery are not provided by the ICU. Emergency response to infants in 
the neonatal period will continue to be provided out of the NICU. 
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Scope of service 
In 2016/17, CH had 2,293 AICU and HDU admissions to the ICU.  The median number of patients in 
the ICU at any given time was 21, with a requirement additional beds to provide surge capacity at 
peak times. Initial activity analysis suggests that additional admissions would occur if capacity was 
available. Length of stay can be a short as 12 – 24 hours post-surgery, or 18 months or more for some 
conditions. The following table outlines the required functional planning units (FPU) for the ICU to 
2026/27. 

Table 1: Functional Planning Units required for ICU 

Health Planning Unit Room type (FPU) Future Number (2026/27) 

 Intensive Care Unit  Class N Enclosed Bay 8 

 Class P Enclosed Bay 4 

 Class S Enclosed Bay 8 

 Open Patient Bay 28 

 Total 48 

Operationally the AICU will provide capacity for 12 HDU beds, however HDU beds are not designated 
and the whole unit is specified to AICU requirements to optimise operational flexibility. An 
integration of AICU/HDU beds is planned to minimise patient movement and address staffing ratios. 

This following section outlines the existing usage of AICU services at the CH. Table 2 shows activity at 
CH for patients treated in the AICU from 2013-14 to 2016-17, which shows consistent growth in 
activity.  

Table 2: AICU and HDU admissions at Canberra Hospital 2013-14 to 2016-17 

Admissions 2013-14 2014-15 2015-16 2016-17 

Canberra Hospital 1,995 1,998 2,024 2,293 

Source: ACT Health Performance Reporting and Data. 

Model of Care summary 
The mission of the CH ICU is to deliver seamless, outstanding care to critically ill patients and their 
families.  The unit will provide complex multi-system life support for an indefinite period to adults 
and paediatrics, as well as high dependency care to adults.   

The ICU MoC is a multidisciplinary team (MDT) based approach to holistic patient care, including 
compassionate care for patients’ families and friends. Highly specialised medical, nursing and allied 
health staff work collaboratively with referring clinicians to adopt the most appropriate evidenced 
based care for each patient. Clinical management includes but is not restricted to multidisciplinary 
ward rounds conducted at least twice daily, continuous monitoring and treatment provision, family 
meetings and regular multidisciplinary and multispecialty meetings. 

An enhanced ICU capability is anticipated for patients requiring ECMO resulting in fewer patients 
requiring retrieval to Sydney. Patients for solid organ transplant and/or left ventricular assist 
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device/artificial heart implantation will continue to be retrieved to Sydney as these highly specialised 
services will not be provided in the ACT. 

Patient cohorts will be organised across four pods to reflect similar treatment needs, for example:  

• general medicine 
• cardiovascular including cardiothoracic surgery patients, patients with cardiac failure, and in 

future ECMO therapy patients 
• surgical patients including elective surgery, trauma and neurosurgery  
• chronic critical illness 
• paediatric patients.  

One pod will be fully self-contained to enable quarantine in the event of an infectious threat. Each 
pod will have designated staff. The AICU/PICU pods will have a range of isolation capability and 
access for bariatric patients.  There will be a dedicated ICU multi-purpose therapy gym/rehabilitation 
space for all eligible patients’ to access to enable functional rehabilitation, minimising loss of 
condition and promote recovery.  The gym will have overhead tracking and contain parallel bars, tilt 
table, double plinth, treadmill, weights and a cage to attach slings.  

Patients will also have access to outdoor areas in which multi-organ support can be maintained, 
known to promote wellbeing and recovery. In addition, the involvement of and care for families is 
pivotal in the service delivery model.  Comfortable amenities will be provided for families to stay 
overnight for extended periods of time and for visitors to gather, including amenities for children.   

A specific requirement is consideration of the patient and family who are undertaking a process of 
organ donation. The ‘donation after cardiac death’ process requires urgent transport between the 
area of palliation and the operating suite within minutes of the declaration of death.  

The ICU also provides the following outreach services: 

• MET response providing rapid assistance for emergency management 
• management of admissions to the ICU (e.g. admitting office for direct referrals from ED and 

retrieval service) 
• trauma response 
• tracheostomy care (TRACS) – twice weekly rounds 
• follow up of ICU survivors (new service to be established) 
• Capital Region Retrieval Service  
• disaster and post disaster management for the ACT region.  

 

It is the intention that all patients remain in the same room/space for the duration of their admission 
in ICU unless they develop additional conditions which would require a move e.g. acquisition of 
resistant/easily transmitted organism or chronic critical illness.  

 Workforce 
The staffing profile is based on a 48 bed unit. Projected staff profiles have been developed to inform 
this stage of planning and will be further developed during detailed strategic business case 
development and clarification around MoC’s/Service delivery model. 

Table 4: Proposed ICU workforce profile  
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Position Levels FTE Headcount 
Current 
2017/18 

Additional 
to 2026/27 

Total Current Additional Total 

Medical 
Staff specialist (consultants) 13.0 11.0 24 19 16 35 
Provisional Fellows 2.0 2.0 4 3 3 6 
Senior Registrars 7.0 6.0 13 10 9 19 
Registrars 20.0 14.0 34 30 20 50 
Senior Residents 12.0 15.0 27 18 22 40 
Nursing 
ADON (RN 4.3) 1.0 0.0 1.0 1 0 1 
CNC (RN 3.2) 2.0 0.6 1.6 1 1 2 
CCC (RN 3.1) 6.7 4.7 11.4 13 9 22 
NUM (RN 3.2) 1.0 0.0 1.0 1 0 1 
CSN/MET (RN 3.1) 2.0 2.4 4.4 4 5 9 
CDN (RN2) 2.0 2.0 4.0 4 4 8 
RN 2 44.0 78.0 120.0 88 156 244 
RN 1 84.0 93.0 177.0 168 186 354 
HSO 2.0 4.4 6.4 4 9 13 
Administrative 
Receptionist 0.0 3.2 3.2 0 4 4 
Ward Clerks 3.2 0.0 3.2 4 0 4 
Personal Assistant for Director 1.0 0.0 1.0 1 0 1 
ASO3 support for supervisors 1.0 0.0 1.0 1 0 1 
ASO2/3 support for rostering 1.0 0.0 1.0 1 0 1 
ASO2/3 support for education 1.0 0.0 1.0 1 0 1 
Allied Health 
Physiotherapy 5.2 2.3 7.5 6 3 9 
Pharmacy 2.0 2.5 4.5 2 3 5 
Social Work 1.6 5.9 7.5 2 6 8 
Dietetics 1.0 0.8 1.8 1 1 2 
Speech pathology 0.4 1.4 1.8 1 2 2 
Psychology 0.0 1.8 1.8 0 2 2 
Occupational Therapy 0.0 2.0 2.0 0 2 2 
Allied Health Assistant 0.0 1.0 1.0 0 1 1 
Podiatry As needed/on call 
ALO As needed/on call 

Policies impacting on the built environment 
The ICU will adhere to the relevant design and space standards outlined in the Australasian Health 
Facility Guidelines (AusHFG) Part B – Health Facility Briefing and Planning and additional college 
standards and policies: 

• 360 Intensive Care-General and 0540  Paediatric/Adolescent Unit https://aushfg-prod-com-
au.s3.amazonaws.com/HPU_B.0360_6_0.pdf

• College of Intensive Care Medicine of Australia and New Zealand.  IC 01 2011. Minimum
Standards for Intensive Care Units

https://aushfg-prod-com-au.s3.amazonaws.com/HPU_B.0360_6_0.pdf
https://aushfg-prod-com-au.s3.amazonaws.com/HPU_B.0360_6_0.pdf
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• College of Intensive Care Medicine of Australia and New Zealand.  IC-02 2011. Intensive Care 
specialist practice in hospitals accredited for training in Intensive Care Medicine 

• College of Intensive Care Medicine of Australia and New Zealand.  IC-03 2014. Guidelines for 
ICUs seeking accreditation for training in Intensive Care Medicine 

• Australian College of Critical Care Nurses (2003). Intensive Care Nursing Staffing 
• Ebola virus disease (EVD) or Other Viral Haemorrhagic Fevers (VHF), CHHS 16/137. 

Other policies impacting on the built environment include: 

• ACT Health (2012) – Work Health & Safety Act and Regulations and Management Systems 
Policy 

• ACT Health (2012) - Clinical Records Management Policy 
• ACT Health (2012). Breastfeeding friendly workplace policy 
• ACT Health - Electronic Medicines Management Policy 
• ACT Health Office and Workstation Accommodation Policy (2018) 
• Infection Prevention Control Policy 
• Disability Discrimination Act, 1992 
• Centralised Equipment Services(CES)  
• National Health and Medical Research Council (2010). Australian Guidelines for the 

Prevention and Control of Infection in Health Care 
• ACT Health (2014). Draft Action Plan: Improving patients sleep at CH. 

There will need to be capacity to address the impact of new and updated policies as they come on 
line. 

 Operational description and associated design 
requirements  

7.1. Access 
7.1.1. Hours of operation 
The unit operates 24 hours-a-day, seven days per week. Organ Donation Specialist Nursing 
Coordinators are on call 24/7 to identify and facilitate organ and tissue donations. 

7.1.2. Admission to the unit 
Admission to the ICU is through the clinical team and the ICU on-call Staff Specialist. Patients can be 
admitted to ICU from any location within CH.   Patients will be admitted to the AICU or PICU from the 
Emergency Department (ED), CH Inpatient Units, CHWC, other hospitals, the Perioperative service 
and the Acute Adult Mental Health Unit. Patients may be transferred from the ICU to Inpatient Units 
(including CH, CHWC and Mental Health Unit), the Perioperative Suite, Medical Imaging, other 
hospitals, occasionally home, hospice or mortuary. 

Direct admissions also occur from Calvary Public Hospital Bruce ICU/ED or other hospitals via the 
retrieval service.   

Booked post-procedural admissions (elective cases) will be referred through the Perioperative 
Service (including Angiography service) and transferred post-surgery to the ICU. Most elective 
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patients who do not require post-operative ventilation, transition through the Post Anaesthetic Care 
Unit (PACU) before admission to the ICU. 

Emergency admissions are generally referred via the ICU Outreach team and generally originate from 
the ED, Perioperative Service (including Angiography service), Inpatient Units (IPU), and inter-hospital 
transfers. 

7.1.3. Access points for staff, patients and visitors 
Family members and visitors will be welcomed in the unit via a controlled access point via the ICU 
main reception area. Patient and staff flows will be separated from the public access. There are no 
restrictions on visiting times. 

7.1.4. After-hours access, and how this will be controlled 
After hours the Hospital’s Main Entry is locked.  Access to the ICU is arranged by contacting security 
via the intercom at the Main Entry.    

7.2. Clinical support 
7.2.1. Diagnostic Imaging 
Diagnostic Imaging services to support the ICU will be available 24/7. Mobile X-ray and ultrasound 
are available in the Unit (with adequate storage for ready access provided on the Unit and/or per 
pod as required). Patients are transferred to Medical Imaging for other imaging procedures with staff 
escort. A networked Radiology Information System and Picture Archiving and Communication System 
will manage data collection, retrieval and reporting throughout the facility.  

7.2.2. Pathology 
These services will be provided by the ACT Pathology Service onsite. Samples will be taken by ICU 
staff. Pneumatic tubes or similar automated system will be used to transfer samples from the ICU 
and will be located within each pod.  Point of care testing machines will be located in each pod in 
close proximity to the clinical zone. Tests will be ordered on-line from terminals located in patient 
rooms/ bays and staff stations. Results will be reported via computer at the point of care and a 
notification capacity will be included. 

7.2.3. Pharmacy 
Pharmacy services for ICU will be supplied by the hospital Pharmacy Service and will be extended to 
seven days per week. Supplies will be stored in the central clean utility/medication room within each 
pod. The space will need to be capable of holding Automated Dispensing Machines (ADM) including 
power and data requirements and drug safes fixed to the wall or floor according to the relevant 
legislation and a monitored medication fridge. Medications stored in the clean utility are restocked 
by a pharmacy technician. 

It is anticipated that many patient medications will be stored in a trolley in the patient bed bay. The 
trolley will have two lockable drawers to accommodate medications and some consumables. 

A lockable cupboard will be located at the nurses’ desk for S4 and S8 drugs, in accordance with 
legislation.  The cupboard will be re-stocked by a pharmacy technician. A pneumatic tube system 
(separate from pathology) and / or courier will be used to deliver non-imprest drugs from the 
Pharmacy to the ICU as required. 
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7.2.4. Sterilising services 
Sterilising services will provide cleaning and sterilising of non-disposable specialised equipment 
onsite. Most instruments/consumables used in the Unit are disposable.  

7.2.5. Bio-Medical equipment management 
Services will be provided by the Biomedical Service in CH. A Biomedical workroom and satellite 
workshop will be provided in the Unit. The workroom will be used for pre-operation testing and 
functional verification of equipment used within the unit. The workshop will store equipment and 
facilitate timely access to critical pieces of equipment requiring maintenance.  Support space for 
administrative activities will also be provided. Biomedical presence in the ICU minimises the risk of 
sensitive medical equipment being damaged during transportation to and from the main workshop. 

7.3. Non-clinical support 
7.3.1. Administration 
Provision for unit based clerical support is made at the main ICU reception, in the staff stations and 
clinical workroom.  Additional administrative functions in supporting staff specialists, education, and 
research activities are located in the ICU office area. 

7.3.2. Environmental and supply services 

Supplies 

Stores are delivered daily with stock levels monitored against the Purchasing and Inventory Control 
System (PICS). To reduce staff walking distances, point of care cupboards are to be distributed evenly 
throughout the Unit.  

Clinical supplies will be provided using an imprest system. Supply staff will do reordering.  

In addition to the dedicated Medication Rooms, unboxed sterile consumables, bulk intravenous (IV) 
fluids and miscellaneous items will be stored in a General Store Room. An Equipment Room will 
accommodate reusable equipment, some of which will require charging. Mobile equipment bays will 
be provided to make available commonly used items (e.g. hoists, IV poles, vital signs monitors). Non-
core medical equipment will be stored in a Central Medical Equipment Store with 24/7 access. 

Linen  
Supplies will be delivered by Capital Linen Service and delivered daily. Clean linen supplies will be 
stored on trolleys in designated linen bays in the inpatient unit. Restocking will be by a trolley 
exchange system. Dirty linen will be collected from the source and stored in dirty linen hampers in 
the dirty utility room. Collection and transfer to a central soiled linen holding room at the loading 
dock will occur as per ACT Health Policy. 

Cleaning 
Cleaning services will ensure that facilities are clean and hygienic as per Infection Prevention 
Guidelines and contemporary best practice. All inpatient clinical areas will be cleaned at least daily 
and upon discharge of the patient. A Cleaners’ room (lockable) will be located in the unit. It will 
accommodate a cleaner’s trolley and related consumables, and stock storage (e.g. toilet paper, paper 
towels). A dedicated bulky equipment store will accommodate floor polishers, steam cleaners and 
ride on polishers. 
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Waste 
Waste management and removal will occur as per the facility wide policy for managing waste. Waste 
will be segregated at the source and will include general, biohazard and recyclable as a minimum. 
Dirty utility rooms will accommodate two 660L bins for general waste and co-mingle recycling, and 
two 240L clinical waste bins. Waste will be removed from dirty utility rooms and disposal rooms once 
to twice daily depending on area, demand and agreed schedule. A disposal room will be located in 
the shared space, close to back of house lifts.  An additional disposal room will be provided in the 
quarantine pod with direct external access to prevent cross contamination. 

7.3.3. Food 
Some patients may receive meals. Many patients will require enteral feeding. Food services are 
delivered to the unit in a dedicated retherm food trolley. A recess/docking station for the food trolley 
is required. Meals are not generally provided to families. However, tea and coffee making facilities 
are provided along with re-heating facilities and a fridge on each pod. External to the ICU, the family 
and visitors waiting room area is also equipped with a pantry for tea, coffee and food reheating.  

7.4. Amenities for patients, staff and visitors 
7.4.1. Patient amenities 
Patients will have access to outdoor areas that support continuous ventilation. 

Class N and Class P isolation rooms will have dedicated ensuites. Other bed spaces will access shared 
ensuites located within the pod.  One bathroom will be provided for the whole Unit.  Ensuites will 
support continuous ventilation. 

7.4.2. Staff amenities 
Staff access to and within the unit is controlled by proximity access card. Staff will have access to a 
staff room with beverage bay, refrigerator and microwave and the ability to lounge, eat and debrief 
with colleagues. The location will provide privacy to staff away from patients, family members and 
visitors. 

Staff change rooms will include lockers for shift by shift use.  Staff toilets will be located in staff areas 
on each pod and in staff change rooms. A dedicated change room with shower and toilet will be 
located in the quarantine pod with direct access internally and externally to facilitate infection 
control requirements when the pod is managing an infectious threat event. 

Staff who are breastfeeding will have access to a Parenting Room with feeding, changing and 
refrigeration facilities, in accordance with ACT Health policies. 

Staff office space will be consistent with the ACT Health Office Accommodation Policy.  

7.4.3. Family/visitor amenities 
A family lounge, pantry for food/drink preparation and toilet facilities will be provided in the Unit, 
but outside of the clinical zone.  A family friendly waiting area with play area will also be provided, 
allowing for some privacy among family groups. 

The Unit will provide overnight accommodation for family members of critically ill patients.  ICU 
accommodation will be located in a shared visitor amenities zone.  PICU overnight accommodation 
will be located adjacent to the PICU pod.   

A room will be set up for palliative care that can accommodate for larger families including children. 
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7.5. Security requirements 
Security arrangements will be in line with ACT Health Policies and Procedures.  

7.5.1. Access cards, telephones, call points, alarms 
The Unit will be access controlled with the ability to lock the ICU if required.  Lifts adjacent to the ICU 
will have access control for after-hours use. There is to be an audio/visual intercom controllable from 
the staff station. An efficient, integrated communication system, voice/paging and nurse call to 
facilitate contact between the staff bases, isolation rooms, and the reception desk is required. 

7.5.2. Mobile/personal duress systems 
Personal duress are required in designated areas within the unit.  Fixed duress will be located in all 
rooms where a staff member is required to have discussions with family/patients e.g. interview 
rooms, meeting rooms, lounge and reception. Staff will be able to utilise multifunctional wireless 
phones in addition to fixed duress systems. 

Security personnel will respond to critical incidents within the Unit automatically on activation of 
duress alarms and as required on request from clinical staff.  

7.5.3. Additional secure areas/zone 
All staff only areas are to be electronically accessed controlled including medication/clean utility, 
general store, equipment store, clean utility, staff toilets, staff room, change rooms. 

Security must be able to be maintained during power failure and all public access points must be able 
to be locked down during a disaster. 

CCTV systems will only be installed in areas accessed by the public, specifically reception and waiting 
areas.  Cameras will be placed in public view.  

7.6. Infection control 
The Unit will adhere to the relevant design and space standards outlined in the Australasian Health 
Facility Guidelines (AusHFG): Part D: Infection Prevention and Control.  

https://healthfacilityguidelines.com.au/part/part-d-infection-prevention-and-control-0 

Particular emphasis to be placed on ensuring surfaces and materials are not textured, and can be 
cleaned easily. 

• alcohol based hand rub will be located at the entrance to the Unit and throughout the Unit 
for use by all staff and visitors 

• hand-washing basins will be located near the entrance of the Unit, each room and 
throughout the Unit 

• Personal Protection Equipment (PPE) racks are to be provided within each pod.  PPE waste 
holding bays are to be provided at a ratio of one per five beds 

• Furniture Fittings and Fixtures (FFE) should allow for ease of cleaning and discourage 
accumulation of dust 

• finishes to be washable and approved by IPC 
• pan sanitiser in a sub-dirty utility room in conjunction with the isolation anterooms 
• flows through the Unit must separate clean and dirty flows for infection control reasons. 

https://healthfacilityguidelines.com.au/part/part-d-infection-prevention-and-control-0
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7.7. Information Communication Technology (ICT) 
ICT services technology changes rapidly and the design process must acknowledge continuous 
development of policy and the impact it may have on implementation.  

The ACT Health ICT foundations comprises of four key areas: 

Patient Record Systems that provide a consolidated, shareable patient-centric health record 
enabling information to be available to the right person at the right place and time to enable 
informed health care and treatment decisions. This program includes systems such as: 

• Electronic Health Record fully integrated for ICU and IPU patients
• Personal Electronic Health Record (PEHR) incorporating an ACT Health smart card
• Clinical Portal/Centralised Order Entry/Provider Index
• e-Referral system
• Integrated Chronic Disease Management tools
• Electronic Medical Record System for patient admissions and discharges (Clinical Record

Information System (CRIS) replacement).

Clinical Decision Support Systems that provide healthcare professionals with better access to clinical 
research and evidence, and clinical decision-support tools to enable improvements in the quality, 
safety and efficiency of clinical practices. This includes: 

• Electronic Medication Management (EMM)
• Clinical Protocol System
• Community Care System
• Renal Dialysis Application
• Theatre System Integration

o ACT Patient Administration System (ACTPAS)
o Purchasing and Inventory Control System (PICS)
o T-Doc™ (electronic sterile supply management and tracing system).

Support Services that use technology to efficiently manage the resources which support ACT Health 
in the provision of patient care, for example the management of staff, food and beds. 

The Digital Hospital Infrastructure designed to provide: 

• the technological capability to ensure a complete view of patient information at the point of
care

• high availability technologies needed to support a 24/7 care environment
• electronic systems needed to support the coordination of health care
• support for technologies required by staff in the delivery of health care services at the point

of care
• readily accessible facilities to allow patients to review and update their details, manage

appointment bookings and access health care information and education materials provided
in the e-health environment

• enhanced patient health care experience
• support for the future expansion of clinical ICT systems across both public hospitals.
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MetaVision is an electronic Clinical Information System (CIS) used within the ICU at CH. It supports 
both clinical and administrative processes. Staff within the ICU will manage all clinical documentation 
electronically, including progress notes, medication management, assessments, and patient 
observations. The system facilitates improved clinical outcomes by providing an integrated and 
complete view of patient health information at the point of care, and enhances patient safety by 
reducing transcription and documentation errors. 

A centralised electronic bed management tool linked to Pathology, ACTPAS and MetaVision systems 
is required to ensure efficient coordination of patient activity/flow within the department and timely 
access to ICU services. 

Specific ICT requirements include: 

• patient monitoring at bed spaces, and selected other spaces (e.g. patient gym) will be
configured for monitoring at a central location with real time reporting

• mobile devices for bedside data entry will include workstations on wheels (WOWS), laptops,
notebooks, palm computers and tablets, in addition to multifunctional wireless phones and
mobile phones. Staff will be able to select from this range of devices to find a solution that
fits their needs and the requirements of systems being utilised

• secure storage of and charging facilities for mobile clinical devices such as WOWs, handsets,
batteries on wheels, in close proximity to the staff workroom

• Wi-Fi and blue tooth:
o provision for medically safe wireless networking throughout the clinical area
o Wi-Fi internet access for use by staff and visitors
o communication between portable medical devices to enable equipment tracking and

remote diagnosis of equipment faults to Biomedical Engineering
o radio frequency ID tracking to enable equipment tracking throughout the Hospital

• annunciator and PA system located in each pod able to communicate to all pods and office
spaces

• printers are required at the staff station, clinical workroom and in proximity to staff offices
• hearing Loop is to be available at the staff station near the ward clerk, one bed bay and

ensuite per pod
• patient beside entertainment will consist of an integrated communication system including

services such as television, computer monitor, patient health education, access to PEHR,
menu ordering etc

• headphones which meet infection control guidelines will minimise disruption to other
patients and families. The system should be connected to hospital TV/movie systems

• the Unit will require improved communication devices and processes for staff due to the
increased size and layout of the unit. A voice activated paging system will be used by nursing
staff when requiring assistance from inside patients’ rooms

• MET, in its outreach role, will operate a monitoring service to monitor at-risk patients
throughout the Hospital. The Patient track system uses network infrastructure using a
combination of desktop web-based (https) clients and Wi-Fi networked mobile devices.

• televisions at each bed space are required for patient diversion therapy
• personal duress alarm capability will be available in all single enclosed rooms for staff security
• nurse call systems are to be extended to link with reception and the security monitoring room
• medical emergency buttons will link to doctors’ and nurses’ offices. A record data system will

be provided to log times
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• the provision of videoconferencing locations in the staff areas adjacent to the unit will 
support conferencing with networked national, territory and rural services and assist in 
training and development of the unit staff. 
 

7.8. Teaching, education and research 
The service will meet the requirements for an accredited teaching facility including the College of 
Intensive Care Medicine. Training and education activities within Intensive Care are delivered in a 
multidisciplinary format and occur in a variety of settings (bedside, tutorial style, supervision of 
training, simulated learning environment, half/whole day programs and external courses).  Teaching 
and meeting spaces will be embedded within clinical care areas to facilitate clinical teaching, with 
easy access to larger spaces outside the Unit for extended education activities. 

In-situ teaching and training facilities will include education/meeting rooms and simulation space to 
allow for teaching of procedures, new equipment and crisis response management within the clinical 
environment. At minimum the considerations for in-situ teaching and training would include: 

• Education/meeting room in each pod 
• Larger education/meeting space in close proximity to the pods, e.g. large enough for all 

medical staff across the unit to meet in a shift. This will need to be on the same floor as the 
clinical areas to allow for immediate attendance to a patient if sudden unexpected 
deterioration occurred. This would need to have appropriate IT support for teaching and 
training 

• Simulation space to allow for teaching of procedures, new equipment and crisis response 
management within the clinical environment. 
 

 Specific design requirements 
8.1. Overarching design requirements 
Design requirements include: 

• Acoustic design to minimise noise and promote confidentiality, particularly between bed 
bays, meeting rooms, interview rooms and staff offices 

• Lighting is to be locally controllable in order to provide a calming environment and diurnal 
variation with natural light 

• Local air-conditioning control is required in order to control the ambient temperature to 
address the minimal movement and clothing of ICU patients  

• The environment will minimise stress to patients and staff and be culturally appropriate 
• Patient privacy and confidentiality must be maintained. To support this, patient’s full names 

must be out of public view  
• The use of natural light is to be maximised particularly in patient care areas, however it is 

also necessary for suitable window coverings to be provided to accommodate rest periods 
throughout the day. 
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8.2. Pod design 
The ICU will be planned as four pods, each pod will have 12 beds. Each bed requires structural 
separation in order to maintain patient privacy and acoustically attenuation, whilst enabling staff 
providing care at the head of bed to maintain visual contact of patients either side. Exact design of 
this separation requirement requires further exploration during the design phase.  

The four pods will be configured to include:  

• two Class N isolation rooms (in one pod, 1x Class N will be configured as a super bariatric) 
• one Class P isolation room 
• two Class S isolation rooms 
• seven open bays. Two bays per pod will be configured to facilitate use as a single large bay 
• have a appropriate tap water connections in each pod for dialysis machines  
• one ceiling mounted patient hoist in an open bay in 3 pods rated to 250 kg, one rated to 

super bariatric in the 4th pod.  
 

In addition: 

• one pod will include a separable PICU.   
• a second pod will be able to be quarantined.   
• three pods will incorporate one bariatric Class N and one bariatric open bed space for up to 

250kg.  One pod will accommodate one super bariatric Class N and one super bariatric open 
bed space for up to 500kg. 

• a total of eight beds across all pods will be fitted with dialysis ports and access to the water 
purification RO plant will be subject to the final location of the Acute Renal Dialysis Service 
(note that the shorter the loop the less likelihood of contamination). 

Otherwise, all pods and individual spaces will be planned to achieve a standard layout to maximise 
flexibility and staff familiarity. 

8.2.1. Outdoors 
A bed accessible outdoor area for up to six patients is required for use by long term patients.  This 
space will be able to support medical services such as medical gases, emergency call systems, suction 
and power connections (contained in a weatherproof and secured box to prevent tampering by 
visitors). This space will be accessible directly from ICU by family and visitors. It will require a flexible 
roofing option for some direct sunlight while able to provide protection from the weather patterns 
and potential hazards caused by the rescue helicopter. 

8.2.2. Quarantine pod 
One pod will be capable of being quarantined in the event of a major infectious threat.  This pod will 
be fully self-sufficient with patient, staff and support functions required for a prolonged period of 
quarantine e.g. utilities, beverage bay, ensuites, staff toilets, staff station. 

There will be direct access into and out of this pod. A separate air conditioning system is required to 
the quarantine pod. Telephones will be located in each zone to support communication between 
staff. 

Areas within the pod will be ‘zoned’ green, yellow and red, reflecting the physical barriers, PPE and 
processes to be followed to contain the infectious threat.  The zoning will respond to the nature of 
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the threat being quarantined and relates to quarantine requirements of the whole Unit and/or the 
quarantine requirements of the individual patient.  

The following functions will be considered as green zone: 

• staff station and workroom 
• staff amenities (beverage bay, change, showers, toilet) 
• clean utility, medication room, supplies storage 
• clean linen. 

The following functions will be considered as yellow zone: 

• amenities for donning and doffing PPE 

The following functions will be considered as red zone: 

• patient bed spaces and ensuites 
• dirty utility and dirty linen 
• clean up room 
• disposal room (with direct external access to avoid cross contamination).  

 
In addition to the functions listed above, the quarantine pod will have dedicated: 

• pneumatic tube 
• cleaners room and disposal room for waste collection. 

8.3. Specific design requirements 
8.3.1. Entry/reception area 
The entrance will be welcoming and staffed according to ACT Health policies. The reception will be 
accessible to staff from the clinical zone.  The waiting area will provide privacy to family and visitors. 

The entry will be access controlled, with the ability to remote access entry and include audio visual 
capabilities from front of house to clinical areas. 

8.3.2. Family zone 
Interview and meeting rooms will be available in this zone, able to accommodate up to ten people. 
Interview rooms will contain a full length cupboard with a sliding door to conceal a computer, phone 
and resource material. 

A lounge and play area in the family zone will provide a breakout space outside the clinical zone.  It 
will be designed to provide separation of family groups, perhaps through the provision of alcoves. 
This area will provide access for computers, mobile device charging stations, a pantry for meal 
preparation.  Overnight accommodation will be provided in this zone for family member of adult 
patients.  Overnight accommodation for paediatric patients will be within the PICU pod. Nappy 
changing equipment will be available in the family bathroom. A parenting room will be available 
within the Hospital. 
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8.3.3. Patient Areas 
Each patient bed space will:  

• Have line of sight from staff stations is required for all patients.  The nurses write up area will 
be located to allow visual observation of two patients simultaneously, even when providing 
care to one patient.  The nurses’ write-up area will accommodate a central monitoring 
system 

• be partially partitioned in open bay bed spaces at the patient’s head to minimise spread of 
droplet infection,  promote privacy and be equipped to provide all intensive care needs for 
all patients including bariatric patients 

• be clear of trailing tubes, cables, power cords and pieces of equipment 
• facilitate unimpeded access to the patient and the bed from both sides and the bed ends, in 

particular from behind the head for airway management procedures 
• accommodate staff, family and visitors and highly sophisticated technical equipment (such as 

aortic balloon pumps, portable x-ray machines, dialysis machines and infusion pumps) 
• homely environment and maintain normalcy (contain pieces of furniture such as clocks, 

armchair and whiteboard) 
• accommodate a reclining chair for patients to facilitate early mobilisation 
• ensuites will have medical gas panels  
• bathroom is to include  

o a bath that is accessible from rear and both sides 
o a medical gas panel including nitrous,  
o ceiling mounted hoist positioned to enable transfer from bed/chair to hoist within the 

bathroom requires duress/emergency. 

8.3.4. Staff Areas 
This will be located in close proximity to patient treatment areas. Staff will have an alternate 
access/egress route that does not travel through the main entrance of the Department. This area will 
accommodate office areas, staff amenities and facilities to support education and research and rest 
activities. A meeting room will be used as a command centre during infectious threat events and 
large scale critical incidents. Space will be available for in-situ simulation/didactic teaching/clinical 
review and audit.  
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Functional relationships 
9.1. Internal relationships 
The internal functional relationships are illustrated in the following figure. 

• Easy access is required to interview, meeting and escalation spaces
• gym for rehabilitation activities accessible by all pods.

Figure 7: ICU (AICU and PICU) internal functional relationships 

9.2. External relationships 
Key external functional relationships are prioritised in Table 5 as per the criteria in Table 6. 

Table 5: ICU (AICU and PICU) external functional relationships 

Service/Unit Priority Comments 

Theatres Direct Movement of staff and patients for procedures 

Cardiac Intervention Suite Direct Movement of patients 

Angiography Direct Movement of patients 

Emergency Department Direct Movement of patients and staff 

Medical Imaging Direct Movement of patients 

Security Direct Movement of staff. e.g. black alert, staff from 
all points urgently attend 
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Service/Unit Priority Comments 

Pathology Ready Movement of patient samples via pneumatic 
tube 

Allied Health Ready Movement of staff 

Pharmacy Ready Movement of staff and medications; planned 
visits 

IPU Easy Movement of patients and staff 

Administration Centre Easy Movement of staff and consumers (admissions, 
MHRT hearings, patient flow etc) 

General (Hotel) Services Easy Movement of staff, meals, linen & waste 

Mortuary Easy Movement of patients 

Donate Life main office Easy Movement of staff 

Sterilising Services Easy Movement of staff and instruments 

Site Interfaces Priority Comments 

Helipad Direct Movement of patients and staff 

Car parking – Staff Ready Movement of staff; swipe card access control 
(particularly on call staff) 

Drop off/Pickup Easy Movement of staff & consumers; Ambulance, 
Security, Patient Transport 

Car parking – Visitors Easy Movement of visitors and consumers 

Public Transport Easy Movement of visitors, consumers and staff 

Table 6: Priority of external functional relationships 

Immediate 
(<1 minute) 

Being the shortest direct, horizontal route. The route must be an unimpeded route. 
Door to door travel time between the two areas or services identified as having an 
"Immediate" functional relationship must not exceed one minute. 

Direct (<2 
minutes) 

Being a direct horizontal or vertical route. The route must be an unimpeded route. 
Door to door travel time between the two areas or services identified as having a 
"Direct" functional relationship must not exceed two minutes and there must be 
minimal corner turns between the two areas or services. 

Ready (<5 
minutes) 

Being a horizontal or vertical route. 
Door to door travel time between the two areas or services identified as having a 
"Ready" functional relationship must not exceed five minutes. 

Easy (<10 
minutes) 

Being a horizontal or vertical route. 
Door to door travel time between the two areas or services identified as having an 
"Easy" functional relationship must not exceed ten minutes. 
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 Future service developments and innovation  
The establishment of the PICU as part of the ICU is a significant innovation for the Intensive Care 
Service which requires careful planning.  

By the time the project is delivered, it is anticipated that: 

• fewer adult patients will be transferred out of CH ICU for ECMO as this capability will be 
routinely provided at CH 

• additional invasive organ supports are likely to be provided as technology and skills in this 
area develop 

• the range of specialist services available at CH will broaden, providing opportunities for ICU 
to expand the scope of service provision 

Design must incorporate space for future expansion as demand for intensive care services continues 
to grow, as well as opportunities to adapt to changes in the model of care.  

Planning will incorporate future inclusion of: 

• ADMs 
• delivery by Automatic Guided Vehicles (AGV)  
• paperless systems. 
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 Schedule of accommodation  

AusHFG 
Code 

Devia
tion 
from 
HPU 

B 

Room / Space Quanti
ty 

Room 
Area 
m2 

Total 
Area 
m2 

AHFG'
s  

Standa
rd 

Comp
nent 
Size 
m2 

Deviatio
n from 

Standar
d 

Compen
t 

m2 

ENTRY / 
RECEPTION 

              

WAIT-20 N Waiting, 20m2 1 20 20 20 0 
RECL-10 Y Reception/ Clerical, 10m2 1 10 10 10 0 
WCAC Y Toilet - Accessible, 6m2 1 6 6 6 0 
SHD Y Shower - Accessible, 4m2 1 4 4 4 0 
BBEV-OP Y Bay - Beverage, Open Plan, 4m2 1 4 4 4 0 
OFF-S9 Y Office - Single Person, 9m2 1 9 9 9 0 
OFF-4P Y Office - 4 Person Shared, 20m2 1 20 20 20 0 
SUBTOTAL   Subtotal     73   0 
CIRC   Discounted Circulation   25% 18     
UNIT_TOTAL   Total     91     
FAMILY 
ZONE 

              

MEET-12 N Meeting Room 1 15 15 15 0 
LNPF-20 Y Lounge - Patient / Family, 20m2 1 20 20 20 0 
PLAP-10 Y Play Area - Paediatric, 10m2 1 10 10 10 0 
PTRY Y Pantry 1 8 8 8 0 
WCPU-3 Y Toilet - Public, 3m2 1 3 3 3 0 
SHD Y Shower - Accessible, 4m2 1 4 4 4 0 
OVBR Y Overnight Stay - Bedroom 4 10 40 10 0 
ENS-SH Y Ensuite - Shared, 6m2 2 6 12 6 0 
SUBTOTAL   Subtotal     112   0 
CIRC   Discounted Circulation   25% 28     
UNIT_TOTAL   Total     140     
PATIENT 
AREAS  

              

  N Bay - Resuscitation 4 2 6 2 0 
PBC-24 N Patient Bay - Critical, 24m2 23 24 552 24 0 
PBCE-25 N Patient Bay - Critical Enclosed 

(Class N Isolation) 
7 25 175 25 0 

PBCE-25 N Patient Bay - Critical Enclosed 
(Class P Isolation) 

4 25 100 25 0 

PBCE-25 N Patient Bay - Critical Enclosed 
(Standard Isolation) 

8 25 200 25 0 

ANRM N Anteroom 8 6 48 6 0 
GYAH-60 N Gymnasium, 60m2 1 45 45 45 0 
BATH N Bathroom 1 15 15 15 0 
BLIN N Bay - Linen 4 2 8 2 0 
BRES N Ensuite - Special, 6m2 4 6 24 6 0 
  Y Pateint Bay - Critical 35m2  4 35 140 25 10 
  Y Patient Bay - Critical, super bariatric 1 28 28 25 3 
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Y Patient Bay - Critical Enclosed 
(Class N Isolation), super bariatric 

1 30 30 25 5 

TRMT Y Treatment Room 1 48 48 14 34 
BLIN Y Bay - Dirty Linen 34 1 34 2 -1

Y Outdoor areas 6 30 180 30 0 
CIRC Subtotal 1633 51 

Discounted Circulation 40% 653 20 
UNIT_TOTAL Total 2286 71 
STAFF 
AREAS 
OFF-CLW N Office – Clinical Workroom 4 15 60 15 0 
SSTN-10 N Staff Station, 10m2 3 10 30 10 0 
OFF-S12 N Office - Single Person, 12m2 1 12 12 12 0 
OFF-2P N Office - 2 Person Shared, 12m2 1 12 12 12 0 
OVBR N Overnight Stay - Bedroom 2 10 20 10 0 
SRM-35 N Staff Room, 35m2 1 35 35 35 0 
WCST N Toilet - Staff, 3m2 6 3 18 3 0 
SHST N Shower - Staff, 3m2 1 3 3 3 0 
CHST-20 N Change - Staff (Male/Female), 20m2 1 20 20 20 0 
STFS-10 N Store-  Files, 10m2 1 10 10 10 0 
STPS-8 N Store - Photocopy / Stationery, 8m2 2 12 24 12 0 
CHST-10 N Change - Staff (Male/Female), 10m2 1 10 10 10 0 
CHST-20 N Change - Staff (Male/Female), 20m2 1 20 20 20 0 
SUBTOTAL Subtotal 274 0 
CIRC Discounted Circulation 25% 69 
UNIT_TOTAL Total 343 
SUPPORT 
AREAS 
BBW N Bay - Blanket 4 1 4 1 0 
BHWS-A N Bay - Handwashing, Type A 12 1 12 1 0 
BMEQ-4 N Bay - Mobile Equipment, 4m2 8 4 32 4 0 
BPTS N Bay - Pneumatic Tube 2 1 2 1 0 
CLRM-5 N Cleaner's Room, 5m2 2 5 10 5 0 
DISP-8 N Disposal Room, 8m2 2 8 16 8 0 
CLUP-7 N Clean-Up Room, 7m2 4 18 72 18 0 

N Respiratory / Biomedical 
Workroom 

1 20 20 20 0 

STEQ-20 N Store - Equipment, 20m2 4 15 60 15 0 
STSS-30 N Store - Sterile Stock, 30m2 4 15 60 15 0 

N Workroom - Telehealth 1 12 12 12 0 
AIRLE-6 Y Airlock - Entry, 6m2 1 6 6 6 0 
MEET-L-30 Y Meeting Room, 30m2 4 30 120 30 0 
BPPE Y Bay - PPE (Personal Protective Equipment) 4 1.5 6 6 4.5 
BBEV-OP Y Bay - Beverage, Open Plan, 4m2 4 4 16 16 12 
BMT-4 Y Bay - Meal Trolley, 4m2 4 4 16 16 12 
BPATH Y Bay - Pathology 4 4 16 4 0 
CLUR-8 Y Clean Utility - Sub, 8m2 4 8 32 16 8 
STDR-10 Y Medication Room, 10m2 4 10 40 40 30 

Y Dirty Utility - dirty linen, 8m2 4 8 32 32 24 
DTUR-S Y Dirty Utility - Sub, 8m2 4 8 32 16 8 

Y Office - Workstation, 5.5m2 2 5.5 11 6 0.5 
STEQ-20 Y Store - transport equipment 1 20 20 0 -20
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WCPU-3 Y Toilet - Public, 3m2 4 3 12 12 9 
SUBTOTAL   Subtotal     659   88 
CIRC   Discounted Circulation   25% 165   22 
UNIT_TOTAL   Total     824   110 
                                          

Summary - Excluding ICU Clinical Admin     
Total 
Area 
m2 

  

Deviatio
n from 

Standar
d 

Compen
t 

m2   
Total Room Area     2751   139   

Circulation Allowance Ave 34% 933   42   
Total Department / Unit Area     3684   181  

              

AusHFG 
Code 

Devia
tion 
from 
HPU 

B 

Room / Space 
Quanti

ty 
Room 
Area 

Total 
Area 
m2 

AHFG'
s  

Standa
rd 

Comp
nent 
Size 
m2  

ICU Clinical 
Admin 

              

MEET-L-55 Y Meeting Room, 55m2 1 80 80 30 
 

MEET-L-30 Y Meeting Room, 30m2 1 30 30 30   
SSTN-10 Y Staff Station, 10m2 1 25 25 15   
OFF-S9 Y Office - Single Person, 9m2 25 9 225 225   
  Y Office - Workstation, 4.4m2 6 4.4 26.4 26.4   
  Y Office - Workstation, 5.5m2 8 5.5 44 44   
  Y Office - Shared Workstation, 3m2 12 3 36 36   
OFF-SWS Y Office - Shared Workstation, 2.2m2 25 2.2 55 55   
    Subtotal     521     
    Discounted Circulation   25% 130     
    Total     652     
                                  

Summary - ICU Clinical Admin only     
Total 
Area 
m2 

  

  
Total Room Area     521 

  
  

Circulation Allowance Ave 25% 130 
  

  
Total Department / Unit Area     652 
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 Abbreviations 
Abbreviation  Definition  

ACHS Australian Council of Healthcare Standards 

ACT Australian Capital Territory 

ACTAS ACT Ambulance Service  

ACTPAS ACT Patient Administration System 

ADM Automated Dispensing Machine 

ADL Activities of Daily Living 

ADON Assistant Director of Nursing 

AGV Automatic Guided Vehicles 

AHPRA Australian Health Practitioner Regulation Agency  

AICU Adult Intensive Care Unit 

ALO Aboriginal and Torres Strait Islander Liaison Officer  

ANZICS CORE Australian and New Zealand Intensive Care Society Centre for Outcome and 
Resource Evaluation 

ASO Administrative Services Officer  

AusHFG Australasian Health Facilities Guidelines 

CCC Clinical Care Coordinators  

CDN Clinical Development Nurse 

CH Canberra Hospital 

CHWC Centenary Hospital for Women and Children 

CI-CLABSI Centrally-inserted central line-associated bloodstream infection 

CICM College of Intensive Care Medicine of Australia and New Zealand 

CNC Clinical Nurse Coordinator 

CNE Clinical Nurse Educator 
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Abbreviation  Definition  

COU Close Observation Unit, co-located in an inpatient ward for patients requiring 
higher levels of ward observation than normal  

CPD Continuing Professional Development  

CSN Clinical Support Nurse 

ECMO Extra Corporeal Membrane Oxygen therapy  

ED Emergency Department  

EDSU Extended Day Surgery Unit 

eMM Electronic Medication Management 

EMR Electronic Medical record 

FPU Functional Planning Unit 

FTE Full Time Equivalent 

HDU High Dependency Unit, co-located in the Intensive Care Unit  

HMA Healthcare Management Advisors 

HP3 Health Practitioners Level 3 

HP4 Health Practitioners Level 4 

HSO Hospital Salaried Officer 

ICP Intensive Care Paramedics  

ICT Information and Communication Technologies 

ICU Intensive Care Unit  

IPU Inpatient Unit 

IR Interventional Radiotherapy 

JMO Junior Medical Officer 

MDT Multidisciplinary Team 

MET Medical Emergency Team  

MoC Model of Care 
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Abbreviation Definition 

MRI Magnetic Resonance Imaging 

N-class
isolation Negative room air pressure with additional barriers including an Anteroom 

NETS Newborn and Paediatric Emergency Transport Service 

NHPPD Nursing Hours Per Patient Day 

NICU Neonatal Intensive Care Unit 

NM Nurse Manager 

NSW New South Wales 

NSWAS New South Wales Ambulance Service 

PA Personal Assistant 

PEHR Personal Electronic Medical Record 

PFU Patient Flow Unit 

PGY Postgraduate year 

PI-CLABSI Peripherally-inserted central line-associated bloodstream infection 

PICS Post Intensive Care Syndrome 

PICS Purchasing Inventory Control System 

PICU Paediatric Intensive Care Unit 

PPE Personal Protective Equipment 

RMO Resident Medical Officer 

RN Registered Nurse 

Role 
Delineation 

Describes the minimum support services, workforce and other requirements 
for the safe delivery of clinical services 

Separation The process by which an episode of care for an admitted patient ceases. A 
separation may be formal or statistical 

SPIRE Surgical Procedures, Interventional Radiology and Emergency 

T-DOC Sterile Goods Management System 
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Abbreviation Definition 

Tertiary 
Hospital 

Generally offers services at Level 5 or 6, according to clinical services role 
delineations 

TRACS Tracheostomy Care Service 

VA Venoarterial extra corporeal membrane oxygenation (ECMO) 

VTE Venous Thromboembolism 

VV Venovenous extra corporeal membrane oxygenation (ECMO) 

HPU brief development participants 
Participants in the development of the ICU/HDU HPU Brief 

Position Name 
Director ICU Bronwyn Avard 

Acting ADON ICU Carly Silberberg 

ICU Administration Belinda Lloyd 

Acting CNC Danielle Quiggin 

Nurse Manager Genevieve Harrigan 

Clinical Support Nurse Natalie Smith 

Acting Executive Director Critical Care Narelle Boyd 

Deputy Director ICU Simon Robertson 

Clinical Liaison SPIRE Kathleen Evans 

Senior Health Facility Planner Sally-anne Kinghorne 

Clinical Liaison CHWC Yvonne Noakes 
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1. Introduction 
In September 2016, ACT Government announced the construction of a Surgical Procedures, 
Interventional Radiology and Emergency (SPIRE) Centre to be built at Canberra Hospital (CH). This 
infrastructure project is part of the ACT Government’s 10-Year Health Plan and is in response to the 
increasing demand on ACT hospitals and health services across the territory.  

The ACT Government 2017 Budget provided funding for the first stages of the SPIRE project which 
includes planning and the commencement of design. This Brief is a combined Model of Care (MoC) 
and Health Planning Unit (HPU). 

A MoC is a planning document that broadly defines the way health services are delivered and outlines 
best practice care for a person using this service. This MoC planning document has been developed 
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for building design only and is required by the prospective design consultants to enable design 
development.  For noting, a complete patient journey MoC is a subsequent piece of work. 

A HPU Brief is a planning document that defines the activities and functions to be undertaken within a 
unit/ service. This HPU Brief has been developed as part of the planning component and articulates 
the operational requirements, functionalities and relationships for which the prospective design 
consultant can develop a proof of concept.  

2. Description of the service 
The new Surgical Inpatient Unit (IPU) will provide accommodation for the care and management of 
adult patients with a broad range of surgical conditions who require a minimum overnight inpatient 
stay.   

3. Scope of service  
Vision for the project 

Two new commissioned and the soft shell space for an additional two surgical wards will be delivered 
as part of the Surgical Procedures Interventional Radiology Emergency (SPIRE) project.  Each unit will 
comprise 32 adult surgical beds offering a range of surgical specialities.  The unit will cater for patients 
18 years and older and requiring an overnight stay in an inpatient environment.   

Table 1. Bedroom Type 

IPU Room type Number 

Surgical Inpatient Unit 1 Bedroom 25 

1 Bedroom, Class N  1 

1 Bedroom, Class P 1 

1 Bedroom Special – Bariatric 2 

1 Bedroom – Accessible 1 

2 Bedroom  2 

Total  32 

 

Patients assessed as requiring advanced surgical management that cannot be managed in the unit (in 
the Close Observation Unit) will be managed in the either the High Dependency Unit (HDU) or 
Intensive Care Unit (ICU).   

Patients requiring rehabilitation will be transferred to the rehabilitation unit at the University of 
Canberra Hospital: Specialist Centre for Rehabilitation, Recovery and Research (UCH).   

The new wards will support innovation and implementation of the principles of the Territory-wide 
delivery of health services.  The wards will form part of the facilities associated with providing 
undergraduate and postgraduate education for health and related disciplines as well as playing a role 
in the vocational and educational training sector.   
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The wards will emphasise best practice in the design and delivery of care to the community by 
including concepts of the health environment and advanced technology together with high quality 
healthcare.  The focus of person-centred care will be embedded in the planning and design.   

The wards will be designed as a healing environment that incorporates the use of natural light, 
artworks and views in its design while also providing for quiet and privacy.  The high quality 
environment will be conducive to teamwork and help Canberra Hospital attract and retain a high 
quality workforce 

Project objectives 

The key objectives are to: 

• meet the health needs and expectation of the community 
• deliver surgical services in line with the vision of the Territory-wide Framework and Specialty 

Service Plans (SSP) 
• provide expanded surgical capacity by increasing bed capacity, in the first instance, by 62 

beds, and increasing the level of clinical services capability of the existing services 
• provide contemporary healthcare facilities that are designed to support the delivery of 

person-centred, evidence based care in an environment that supports staff to deliver 
excellent, efficient and effective surgical services 

• provide a spatial environment that is contemporary, salutogenic, flexible and adaptable 
• provide a unit that facilitates best practice models of care 

Design principles 

A primary objective in the planning and design of these units is that surgical services should be safe, 
of high quality and person-centred.  The overarching principles that underpin this objective are: 

• design of the physical form should be a balance of staff, patient and operational needs 
• design must consider and facilitate 

- efficient patient, staff and services flows 
- privacy and dignity for all patients 
- avoidance of healthcare associated infections 
- prevention of falls and adverse events 
- minimised travel time for staff 

• evidence based design based on the following 
- spatial planning that supports standardisation of the configuration and fitout 
- integration of ergonomic principles  
- clear vision connection between patients and staff 
- connectivity to external environment 
- control over natural and artificial light by patient and staff 
- design features that facilitate safe and effective care for people with disabilities or 

obesity 
• design that is salutogenic, that supports good health and maximises use of positive elements 

related to natural light, colour, images of nature, access to fresh air and music and spiritual 
space. 

4. Model of care summary 
The Surgical IPU will provide multidisciplinary case management for acute surgical care for booked 
and emergency adult patients.  The patients admitted to the unit will require a minimum overnight 
stay.   

The unit on most occasions will be dedicated to surgical patients but on occasion medical patients 
may need to be accommodated in the unit depending on demand. Male and female patients will be 
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accommodated and separated through single rooms with the exception of those patients requiring a 
higher level of care in a Close Observation Unit (COU).  

The COU provides a level of care between standard ward care and the Intensive Care Unit (ICU), with 
close monitoring and observation. The COU provides a dedicated care area to high acuity patients 
who require increased nursing support, for example, patients transitioning out of the ICU, patients 
likely to need intensive care outreach support, patients requiring non-invasive ventilation (NIV), and 
on occasions post-operative patients need increased observation, inotropic support or central cardiac 
monitoring.  

Patient Centred Care 

A person-centred, flexible, holistic model of care that is responsive to the individual needs of each 
person will be provided and will require: 

• focussing care services around the patient and within their bed area 
• extensive involvement of patients and their family/significant other in the planning and 

delivery of care   
• admissions will generally be on day of surgery, with a small number requiring admission the 

night before surgery   
• privacy and dignity for the patient, their carers and family 
• providing treatments or therapies either at the patients bed or in the units treatment/therapy 

room 
• holistic multidisciplinary care involving integrated healthcare teams including medical, 

nursing, allied health, operational and administrative staff  
• tailored nursing models of care to suit the needs of the patient and/or cohort of patients  
• an integrated model of care working closely with primary care providers such as the 

emergency department, general practitioners and community settings. This will include follow 
up care of patients at high risk of readmission with a focus on prevention and early 
intervention to minimise risk  

• clinical handover at the bedside, involving the patient in the care process and assisting to 
minimise clinical error  

• facilities should be available for families that include the ability for family/carers to stay and 
sleep in the same room, somewhere to sit away from the ward, quiet room for relatives, 
beverage bay, toilet and washing area  

• discharge planning for all booked admissions will commence at pre-admission prior to the day 
of surgery 

• note – the Canberra Hospital is accredited with the WHO as a Baby Friendly Hospital Initiative 
provider, as such breast feeding and change facilities are located within the public areas in 
the hospital.   

Model of Care Overview 

As treatments and methods of care frequently change, the IPU will need to be flexible and adaptable 
to new models of care and service delivery.    

Allied health services such as physiotherapy, speech pathology, psychology, occupational therapy, 
dietetics, pharmacy, aboriginal liaison and social work will be provided on an extended hour’s basis. 
Allied health services will contribute to and provide health care for people in these units in 
collaboration with multidisciplinary teams. 

Patients with burns defined for referral in the Burn Protocol will require transfer to interstate burns 
specialist hospitals. 

Patients with behavioural disturbances or at risk of self-harming will have a risk assessment and their 
room and physical environment adapted accordingly.  
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The IPU will be supported by Family Resource Areas to meet the needs of families and carers who 
may come from regional areas, carers who are reluctant to leave their friend or relative and those 
who cannot visit a patient due to extended treatment being undertaken and or restrictions on the 
number of visitors at any one point to support their needs whilst visiting for prolonged periods of 
time. 

Surgical Inpatient Unit 

The IPU will be based on standardised 32 bed layout and configured into pods.  Two IPUs will be 
paired to share ancillary facilities such as the staff lounge and teaching facilities.   

The IPU will provide an environment that supports adults of all ages, acuity, frailty and disability, 
those living with co-morbidities, and allows the delivery of safe effective care for the patient and 
safety for staff.  

The management of the IPU will be flexible to accommodate changes in demand. This may include 
flexing beds from one pod into one another as required. Patients requiring a higher level of care, but 
less than provided in ICU/HDU will continue to be managed within the same IPU but in a Close 
Observation Unit (COU) located adjacent to the Staff Station that accommodates 4 beds and 2 
ensuite.  Configuration of high observation rooms will include monitoring equipment with the ability 
to incorporate additional technology for patients who may require continuous monitoring or non-
invasive ventilation.  

Patients with an infection will be isolated within the pods with a single standard isolation room with 
dedicated ensuite.  A negative pressure (Class N) single bed room will be used for patients with 
airborne infections (e.g. Tuberculosis and Chicken Pox).  A positive pressure (Class P) single bed room 
will be used for immunocompromised patients requiring isolation. 

Patients with behavioural disturbances will be managed in a single bed room that is devoid of items 
that could be used to harm themselves or others. 

Centralised and sub staff station will be provided to encourage the collaboration required between 
staff and data entry will primarily be done at the patient’s bedside using available technology.  
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5. Workforce 
Table 1: The workforce requirements for Surgical IPUs will require further development. 

 Classification Current FTE Projected FTE Comment 
Nursing    
 Director of Nursing    
 Assistant Director of Nursing    
 Nurse Manager    
 Clinical Nurse Consultant (CNC)    
 Nurse Practitioner    
 Clinical Development Nurse (CDN)    
 Registered Nurse (RN)    
 Enrolled Nurse (EN)    
 Assistant in Nursing (AIN)    

 Total Nursing    
Medical    
 Director    
 Staff specialists CMOs    
 Visiting Medical Officers    
 Fellow/Registrar    
 Resident/Intern    
 Total Medical    
Allied Health    
 Physiotherapist    
 Social Worker    
 Dietician    
 Occupational Therapist    
 Speech Pathologist    
 Clinical Psychologist    
 Aboriginal & Torres Strait Islander 

Liaison Officer  
   

 Total Allied Health    
Operational Support    
 PSA    
 Ward Assistant     
 Hospital Assistant    
 Ward Clerks    
 Cleaning Services    
 Total Operational Support    
Administrative    
 CSO    
 Ward Clerk    
 Total Administrative    
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6. Policies impacting on the built environment 
The unit will operate in accordance with Australian Council on Health Care Standards. 

The unit will adhere to the relevant design and space standards outlined in the Australasian Health 
Facility Guidelines (AusHFG) Part B – Health Facility Briefing and Planning: 

• AHFG 340 Inpatient Accommodation Unit 

All Canberra Hospital and Health Services (CHHS) facility wide policies impact on the surgical inpatient 
unit but the following are specifically noted: 

• ACT Health - Work Health and Safety Management System (WHSMS) 
• ACT Health (2014) - Draft Action Plan: Improving patients sleep at Canberra Hospital 
• ACT Health (2015) - Falls Prevention and Management Procedure 
• ACT Health (2018) - Office and Workstation Accommodation Policy 
• ACT Health (2017) - Waste Management Policy 
• ACT Health (2013) - Work Health and Safety Policy 
• Canberra Hospital and Health Services (2018), Operational Policy, Clinical Record 

Management 
• Canberra Hospital and Health Services Clinical Procedure (2017), Healthcare Associated 

Infections. 

7. Operational description and associated design 
requirements  

The design of the inpatient unit will facilitate the operational practices of the facility.  These are 
detailed below.  Inpatient care is delivered by multidisciplinary teams including nursing, medical and 
allied health staff.  

The CNC will be based within the IPU and their office will be situated at the front of the unit and be 
easily accessible to patients, visitors and staff. 

An enclosed clinical workroom located adjacent to the staff station at the front of the IPU will be used 
for case discussions, write-up by members of the extended care team and students. 

Allied health services begin at the bedside and are supported by infrastructure such as therapy gyms, 
interview rooms and purpose built assessment areas located in the IPU precinct. The following allied 
health services will be provided to all inpatient units: Nutrition, Occupational Therapy, Physiotherapy, 
Psychology, Social Work, Aboriginal Liaison, Speech Pathology and Audiology. 

Staff meal breaks will be taken outside the unit in the staff room, staff amenity area or commercial 
facilities.  

Parenting facilities for staff will be provided in a centralised staff amenity location within the hospital.  

7.1. Access 
7.1.1. Hours of Operation 
IPUs operate 24 hours, seven days a week and visitor access is between 07:00 to 20:00 daily.  Access 
outside these hours is negotiable with the team leader or the nurse in charge dependent on the 
patient’s clinical condition and the health and safety of visitors. 

http://inhealth/PPR/Policy%20and%20Plans%20Register/Falls%20Prevention%20and%20Management.docx
http://inhealth/PPR/Policy%20and%20Plans%20Register/Waste%20Management%20Policy.doc
http://inhealth/PPR/_layouts/15/WopiFrame.aspx?sourcedoc=/PPR/Policy%20and%20Plans%20Register/Clinical%20Records%20Management%20Policy.docx&action=default
http://inhealth/PPR/_layouts/15/WopiFrame.aspx?sourcedoc=/PPR/Policy%20and%20Plans%20Register/Clinical%20Records%20Management%20Policy.docx&action=default
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7.1.2. Access points for staff, patients and visitors 
Visitors will enter via one centralised public access point passing the main staff station to allow 
visibility and access control by administrative and nursing staff.  There will be additional back of 
house/staff entry that is a non-public thoroughfare.  Patient, staff and public and back of house 
circulation needs separation.  Clinical support areas and staff amenities will be accessible to staff only.  
Corridors to the IPU’s need to accommodate Automated Guided Vehicles (AGV’s). 

Access control will be required to all IPU entry doors. The doors will generally be open from 0600hrs-
2100hrs but have capacity for access control at all times.  Prior to entering the unit everyone must 
wash their hands with Alcohol Based Hand Rub (ABHR).  Automated access control will be managed 
via the building management system (BMS).   There will be audio-visual intercom and door release.   

Lifts will have access control for use by the Medical Emergency Team (MET) response team based in 
the ICU/HDU. 

Access into CH afterhours will be through one central point of entry. 

7.1.3. Admission to the unit 
Patient flow and bed allocation will be coordinated through the Patient Flow Unit (PFU) in 
consultation with the staff of the IPU. 

Planned admissions will have appropriate pre-admission assessment, either at a preadmission clinic or 
by telephone.  

Surgical patients will be admitted via elective the Day of Surgery Admission (DoSA) Unit, the Surgical 
Assessment Unit, other IPUs, Surgical Outpatients or the Emergency Department (ED).  

Discharge planning will commence at pre-admission for planned admissions (surgical or procedural 
patients) and on admission for all unplanned patients.  

While many patients will be discharged directly from an IPU and often via the Discharge Lounge, 
others will be transferred to another inpatient IPU (for e.g. to UCH for rehabilitation) or transferred 
back to a referral hospital.  

7.1.4. After-hours access, and how this will be controlled 
After 2100 hours and before 0600 hours, family and carers will enter CH via the after-hours entrance 
of the ED and present to the security office in order to gain access to the unit.  After hours, the ward 
will be secure with entry controlled from the central staff station through an audio-visual intercom.   

7.2. Core services 
7.2.1. Diagnostic Imaging 
Generally patients will be transferred to Diagnostic Imaging for imaging and imaging procedures, 
however on occasion access to mobile X-ray and/or ultrasound may be required.  Where the patient is 
to be transferred to the Diagnostic Imaging Department, they may require a wards person and nurse 
escort.  

7.2.2. Pathology 
These services will be provided by the ACT Pathology Service onsite.  

Pathology technicians visit the IPU once a day to perform a collection round Monday to Friday.  
Requests for pathology are made electronically or manually.  Phlebotomy services are not provided by 
pathology staff on weekends or public holidays.  IPU staff can collect additional samples as required.   
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Pathology services will include the use of point of care testing and have a direct pneumatic tube link 
from the IPU to the Central Specimen Reception Area of the Pathology Building.  Pathology results are 
made available following processing on the secure centralised electronic database. 

Some pathology samples are required to be hand delivered by IPU staff or courier. 

7.2.3. Pharmacy 
Pharmacy services for IPUs will be provided by the CH Pharmacy Service.  

Medication management will occur via the electronic medication management (EMM) system 
utilising Workstations on Wheels (WoW’s), Automated Dispensing Medication (ADM) systems and 
other devices.  Capacity is required to adapt to other EMM devices as these become available.  

Imprest medications will be stored in the imprest storage system within the Clean Utility room.  A wall 
mounted safe will be provided for the storage of controlled and restricted drugs of addiction (S4D and 
S8).  Access to medication storage areas will be controlled and limited to authorised persons.  

The IPU will adopt the recommended storage and preparation of medications as endorsed by the 
Medication Safety Standard Committee including facilities for the monitored refrigeration of 
medications.   

Future proofing will allow the space, power and data for further ADMs.  ADMs provide staff with 
instant information and access to stocked medication 24 hours a day, 7 days a week.  The ADMs will 
interface with the pharmacy inventory management system, meaning orders are automated and 
delivered by pharmacy staff to cater for the individual IPU’s stock requirements. Par levels can be 
tailored for each ADM.  

Any medications brought in by the patient on admission will be stored in a small safe in accordance 
with Medicines, Poisons and Therapeutic Goods regulations 2008. 

The WOW’s can also safely store patient medication close to the patient’s bedroom.  They are 
stocked by the nursing / pharmacy staff from the ward imprest, or are ordered individually.  The 
trolleys require tethering for security purposes, but are easily untethered by staff to take to the 
patient bedside for medication administration.  

Stock for return to Pharmacy must be stored in a locked receptacle.   

Every patient’s medication profile and therapy will be reviewed by a ward based clinical pharmacist. 
Patients will receive medication counselling prior to discharge.  

7.2.4. Allied Health 
The major allied health services to be available within the Surgical IPU will include: 

• Physiotherapy  
• Aboriginal Liaison Service 
• Social Work, and 
• Occupational therapy. 

Other services, such as nutrition, psychology and speech pathology, will provide in-reach services to 
the Department where appropriate.  

In order to undertake patient care, allied health services will need access to clinical and related 
facilities including: 

• Interview Room 
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• Treatment Room 
• Multipurpose Therapy Room (located in the shared zone). 

7.3. Non-clinical support 
7.3.1. Administration 
There will be a central reception/staff station next to the unit entrance from which dedicated unit 
administration staff will work.  Administration staff will provide overview of the unit entrance, 
reception duties, records management, patient admission and discharge processes and filing.  The 
workspace will provide for an electronic sit to stand workstation for the administrative staff.   

7.3.2. Environmental and Supply Services 
Supplies will be business as usual. 

Linen  
Supplies will be delivered by Capital Linen Service and delivered daily. 

Clean linen supplies will be stored on trolleys in designated linen bays in the inpatient unit. Restocking 
will be by a trolley exchange system. Dirty linen will be collected from the source and stored in dirty 
linen hampers in the dirty utility room. Collection and transfer to a central soiled linen holding room 
at the loading dock will occur on a regular basis. 

Cleaning 
Cleaning services will ensure that facilities are clean and hygienic as per Infection Prevention 
Guidelines and contemporary best practice.  

All inpatient clinical areas will be cleaned at least once daily and upon discharge of the patient.  
Cleaners’ rooms (lockable) will be located in the unit. It will accommodate a cleaner’s trolley and 
related consumables, and stock storage (e.g. toilet paper, paper towels). A bulky equipment store will 
be located one between two wards to accommodate floor polishers, steam cleaners and ride on 
polishers. 

Stores 
Stores are delivered two to three times per week with stock levels monitored against the Purchasing 
and Inventory Control System (PICS).  To reduce staff walking distances, point of care cupboards are 
to be distributed evenly throughout the IPU.  The lower half of the cupboard will store the Blood 
Samples trolley.  Above, storage for consumables such as incontinence pads, detergent, wipes and 
alcohol based hand rub. 

Clinical supplies will be provided using an imprest system. Supply staff will attend to reordering.  

In addition to the Medication/Clean Utility Room, unboxed sterile consumables and intravenous (IV) 
fluids will be stored in a Sterile Stock Room. An additional General storeroom will provide space for 
boxed supplies and miscellaneous stock.  An Equipment Room will accommodate reusable 
equipment, some of which will require charging. Mobile equipment bays will be provided to make 
available commonly used items (e.g. hoists, IV poles, vital signs monitors). Non-core medical 
equipment will be stored in a Central Medical Equipment Store with 24/7 access. 

Waste Management 
Waste management and removal will occur as per the facility wide policy for managing waste.   

Waste will be segregated at the source and will include general, biohazard and recyclable as a 
minimum. 
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Dirty Utility Rooms will accommodate two 660L bins for general waste and co-mingle recycling, and 
two 240L clinical waste bins. Waste will be removed from Dirty Utility rooms and Disposal rooms once 
to twice daily depending on area, demand and agreed schedule.  

A disposal room will be shared one between 2 units, located in the shared space, close to back of 
house lifts. 

7.3.3. Food 
Breakfast, lunch, dinner, morning and afternoon teas will be provided for patients according to the 
menu.  Fresh fruit will be available daily and drinks and snacks will be accessible from a beverage bay 
throughout the day and evening.    

The management of patient diet orders and meals will be through the My Meal system – an 
integrated food services management system, with assistance rendered by Patient Support Assistants 
and Nutritionists as required.  

Food service staff will deliver a retherm food trolley to the IPU which is docked at the retherm bay.  A 
food services staff member delivers meals to the patients.  Patients may have their meals in the dining 
room. 

7.4. Amenities for patients, staff and visitors 
7.4.1. Staff amenities 
Staff access to and within the IPU will be controlled by proximity access card. 

Staff oversight of and visibility of the COU, general bed rooms and lounge/dining areas is paramount 
for patient safety and support.   

Decentralised clinical write-up bays will be required for every six – eight beds to enable nursing staff 
to have oversight of the patients in their care and to enable patients to easily see nursing staff. Each 
bay will have space to accommodate two to three staff including non-nursing members of the care 
team. 

Office space will be allocated as per the ACT Health Accommodation Policy. 

The ward clerk will have a designated work area in the Staff Station oversighting the unit entry and in 
close proximity to the clinical workroom.   

Shared office space will be provided adjacent to the inpatient unit for nursing staff (Clinical Nurse 
Specialists/Clinical Nurse Educators), together with other shared amenities.  

Staff will have access to a staff room with beverage bay, refrigerator and microwave and the ability to 
lounge, eat and debrief with colleagues. The location will provide privacy to staff away from 
patients/carers.  The staff room will need to accommodate up to 15 staff at the same time.  The room 
is to be provided in the shared zone outside the IPU.   

Dedicated unit staff will require a secure property bay area for storage of personal belongings behind 
a staff controlled perimeter.  Staff change rooms will be shared between two IPU’s.    

7.4.2. Patient amenities 
Amenities for patients will be provided as per the design requirements and the Schedule of 
Accommodation. 
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Patients will have access to a patient lounge/dining room – an area where the patient can gather with 
family/visitors.  Patients may be ambulant or in a wheelchair.  The lounge/dining room should have a 
variety of seating options available including occasional chairs.  The lounge/dining room is to: 

• Be arranged so a number of families and individuals can gather at the same time  
• Include a beverage bay with microwave, tea and coffee making facilities 
• A fridge that is temperature monitored for patients ‘own food’ accessible to patient and their 

family 
 
Patients will engage in rehabilitation activities as soon as clinically appropriate to facilitate early 
recovery and prevent deconditioning. These activities will occur in the bed area and/or a therapy 
space adjacent to the inpatient unit, dependent on the nature of the activity. 

A key issue is the need to have effective mechanisms in place to support patients who may be at risk 
of falling, for example, when getting out of bed, showering or mobilising after a period of bed rest. All 
inpatient units will be designed to minimise the risk of patient falls. Key planning considerations will 
be the design of the physical environment, visibility of patients to staff, and the coordination of 
patient transfers.  Falls prevention initiatives and procedures will be in accordance with Falls 
Prevention and Management Policy. 

7.4.3. Family accommodation within patient areas 
Family members are encouraged to be involved in the patient’s activities of daily living and their 
recovery as appropriate.   

There is to be a carer zone in each bedroom with provision of a built in day bed.  The day bed will 
double as an overnight bed and seating as required.   

There is to be some dedicated storage for use by the patient/carer in the bed room. 

There is to be the ability to separate the patient and carer with a curtain. 

Single chairs will be located next to patient bed to accommodate other visitors. 

There is to be task lighting in the carer zone to enable reading without disturbing the patient. 

A lounge space will be required on each inpatient unit to foster mobilisation and for use by patients 
and their visitors.  A beverage bay is required in the lounge.  

7.4.4. Visitor amenities 
A visitor toilet will be part of the IPU shared zone.  Visitors/family will be encouraged to use the 
shared lounge/dining facility with their family members. 

7.5. Security requirements 
Security arrangements will be in line with ACT Health Policies and Procedures. 

7.5.1. Access cards, telephones, call points, alarms 
The IPU will be access controlled with the ability to lock the IPU if required.  There is to be an 
audio/visual intercom controllable from the staff station. 

Lifts adjacent to the IPU will have access control for after-hours use. 
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7.5.2. Mobile / personal duress systems 
Personal duress is not required in this IPU, however fixed duress will be located in any room where a 
staff member has discussions with family / patients e.g. interview rooms, meeting rooms, lounge, and 
reception. Staff will be able to utilise the multifunctional wireless phones in addition to fixed duress 
systems. 

Security personnel will respond to critical incidents within the unit automatically on activation of 
duress alarms and as required on request from clinical staff.  

7.5.3. Additional secure areas / zone 
All staff only areas are to be electronically accessed controlled including medication/clean utility, 
general store, equipment store, clean utility, staff toilets, staff room, change rooms. 

Security must be able to be maintained during power failure and all public access points must be able 
to be locked down during a disaster. 

Closed Circuit Television (CCTV) will be required at the IPU entrance and waiting/sub wait areas.  
Where appropriate, CCTV will be made available to staff in clinical areas such as staff stations and 
reception. As per ACT Health CCTV Policy and Procedure, “CCTV systems will only be installed in areas 
of operation accessed by the public and will NOT be installed in clinical treatment areas or internal to 
medical wards.”  

7.6. Infection control 
Standard precautions will be implemented for patients known or suspected to be infectious or who 
are immunosuppressed.   

Negative pressure (Class N) single bed rooms will be used for patients with airborne infections.  

Positive Pressure (Class P) single bed room will be used for immunocompromised patients. 

Alcohol based hand rub (ABHR) will be available at the IPU entrance for use by all staff, patients and 
carers before entry to the unit.   

ABHR will be used as an adjunct to clinical hand washing and are to be provided on the end of each 
bed, at the entrance to patient rooms and distributed around the Unit.  They will be fixed to the wall, 
with a strip of vinyl behind them.  

Clinical hand wash basins and associated equipment and consumables will be provided in medication, 
treatment, utility and bed rooms – located so that staff wash their hands upon entry/exit from the 
room.  

Clinical hand wash bays are to be provided at a ratio of one per four beds in the corridors.  All basins 
will have basin set up as per the ACT Health including vinyl to 2700mm behind the basin and will have 
electronic sensor tapware. 

A pair of rooms will have detergent wipe bracket. 

Personal Protection Equipment (PPE) racks are to be provided at the entry to each bed area. 

PPE waste holding bays are to be provided at a ratio of one per five beds. 

Furniture Fittings and Equipment (FFE) should allow for ease of cleaning and discourage accumulation 
of dust. 
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Finishes to be washable and approved by Infection Prevention and Control (IPC). 

7.7. Information Communication Technology (ICT) 
The ICT infrastructure and systems must have the capacity to meet ongoing changes in technology.  

Trained staff will access integrated clinical information systems.  The operations of the ACT Health 
inpatient units will be supported by comprehensive ICT as part of the Digital Health Services program 
of work, in addition to existing ICT systems.  

Technology will support access to information and data entry requirements of staff and patients, for 
example, bedside computers for data entry, and distributed spaces for data entry and computer 
access for all team members. 

Clinical handover occurs at the bedside, however provision of a clinical workroom is required for 
general shift handover. Patient journey boards are required within this vicinity. The clinical workroom 
will be equipped for education, training and in-service activities.   

The ACT Health ICT foundations comprises of four key areas: 

Patient Record Systems that provide a consolidated, shareable patient-centric health record 
enabling information to be available to the right person at the right place and time to enable 
informed health care and treatment decisions. This program includes systems such as: 

• My Health Record 
• Personal Electronic Health Record (PEHR) incorporating an ACT Health smart card 
• Clinical Portal/Centralised Order Entry/ Provider Index 
• e-Referral system 
• Integrated Chronic Disease Management tools 
• Electronic Medical Record (eMR) System for patient admissions and discharges (CRIS 

replacement). eMR will be used for the patient admissions and discharges.  

Clinical Decision Support Systems that provide healthcare professionals with better access to clinical 
research and evidence, and clinical decision-support tools to enable improvements in the quality, 
safety and efficiency of clinical practices. This includes: 

• EMM 
• Clinical Protocol System 
• Community Care System 
• Renal Dialysis Application 
• Theatre System Integration (ACTPAS, PICS, T-Doc). 

Support Services that use technology to efficiently manage the resources which support ACT Health 
in the provision of patient care, for example the management of staff, food and beds. 

The Digital Hospital Infrastructure designed to provide: 

• An integrated nurse call system   
• the technological capability to ensure a complete view of patient information at the point of 

care 
• high availability technologies needed to support a 24/7 care environment 
• electronic systems needed to support the coordination of health care 
• support for technologies required by staff in the delivery of health care services at the point 

of care 
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• readily accessible facilities to allow patients to review and update their details, manage 
appointment bookings and access health care information and education materials provided 
in the e-health environment 

• enhanced patient health care experience 
• support for the future expansion of clinical ICT systems across both public hospitals 
• patient Controlled Electronic Health Record and the development of links with GPs and other 

external providers including access to discharge summaries. 

ICT will be used to support self-management and health literacy and to promote healthy choices e.g. 
health kiosks, web-based education etc. 

Video conferencing and Telehealth will be available using a range of technologies including fixed 
equipment in large bookable meeting venues, mobile equipment and internet based desktop 
applications.  

Specific ICT requirements include: 

7.7.1. Bedside data entry 
• staff will need access to computers at each bedside, staff stations, in consultation, treatment 

and procedure room 
• access is required to a mobile device platform (WOWs) for the purpose of data entry. One 

device will be used between two bed spaces 
• use of tablets, smart phones etc. will also need to be supported 
• secure storage of and charging facilities for mobile clinical devices such as WoW, handsets, 

batteries on wheels, in close proximity to the staff workroom. 

7.7.2. Wi-Fi and blue tooth 
• Wi-Fi and blue tooth provision for medically safe wireless networking throughout the clinical 

area 
• Wi-Fi internet access will be provided throughout the Department (including lounge/wait 

areas) for use by staff and visitors 
• blue tooth and Wi-Fi will be required for communication between portable medical devices to 

enable equipment tracking and remote diagnosis of equipment faults to Biomedical 
Engineering 

• radio frequency ID tracking to enable equipment tracking throughout the hospital. 

7.7.3. Printer 
Printers are required at the staff station and clinical workroom. 

7.7.4. Hearing loop 
Hearing loop is to be available at reception, in one clinical treatment space, in one bed room and 
accompanying ensuite.  

7.7.5. Patient beside entertainment 
An integrated bedside communication system will include services such as television, computer 
monitor, patient health education, access to PEHR, menu ordering etc. 

Bedside data entry for clinical staff will be provided by an alternate system.  
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7.7.6. Telemedicine/video conferencing 
Video conferencing and Telehealth will be available using a range of technologies including fixed 
equipment in large bookable meeting venues, mobile equipment and internet based desktop 
applications.  

7.7.7. Communication 
The most appropriate latest technology will be required for:  

• communicating during systems fail or in disaster response  
• audible communication in all clinical and non-clinical areas of the IPU with access to points in 

multiple locations and integrated paging and communication systems. 

7.7.8. Nurse call systems 
Nurse call systems will be linked to multifunctional wireless phones enabling staff response to calls. 
This will include staff ability to communicate with each other and patients remotely through a 
handset. This system will facilitate ‘rounding’, reminding staff at intervals that they must check a 
patient or do observations.  Cancellation of the nurse call occurs automatically that staff member 
wearing the device enters the room of the nurse call origin.  The head set utilises Real Time Location 
System (RTLS). 

The nurse call system will extend to fully integrate with the bedside systems which currently link to 
the reception and the central security monitoring room of the CH increasing safety and security for 
patients, visitors and staff. 

Data and power points/batteries are to be located at a mobile device platform bay.  These devices will 
facilitate integration with the Clinical Portal, ARIA, CHARM, EMM and accessible by card reader. 
Devices will be protected by RTLS. 

7.8. Teaching training and research 
Shared meeting and teaching space will be required adjacent to each inpatient unit.     

Nurse education is facilitated by the Clinical Development Nurse (CDN). Nursing in-service education 
will be routinely conducted on the unit, and require access to a shared meeting room with capacity 
for 15 people.  

Staff are encouraged to take up and complete professional development packages and will require 
access to computer workstations to access eLearning applications.  

Multidisciplinary learning and development opportunities are promoted and encouraged. Medical 
teaching rounds occur during ward rounds. 

Clinical placement for students from TAFE Colleges and Universities is provided for nursing, allied 
health and medical students.  

8. Design requirements 
The design must: 

• incorporate safe design principles including visibility between staff and patients and vice 
versa, standardisation, automation (if possible), reduction in noise, immediate accessibility to 
information close to the point of service and the minimisation of patient movement around 
the facility 
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• support maximum productivity and efficiency, short travel distances, and ensure flexibility to 
allow operational models, nursing staff structures and the MoC to change over time, including 
nurse to patient ratios 

• be standardised to produce an environment which is familiar to staff enabling efficient use of 
time and space thereby reducing stress and fatigue 

• facilitate efficient and effective patient flow though areas 
• have universal design of individual patient treatment areas to offer greater flexibility and 

adaptability for multiple purpose use. 

The design and distribution of spaces must support the range of health care professionals and other 
care givers who will work in the IPU. 

There is to be sufficient storage and mobile trolley bays to ensure trolleys do not clutter the corridor.   

Floor and wall coverings are to support acoustic attenuation.  Carpet may be used in the staff station, 
staff workroom, interview room and offices if an appropriate cleaning regime can be agreed. 

Emergency (battery powered) lighting and other power to other essential equipment must be 
provided in all patient care areas in case of power failure. 

8.1. Specific design requirements 
The design will be consistent with the elements described in the AusHFG’S unless otherwise stated. 
The design of the surgical IPU is to convey a person-centred healing environment with welcoming 
surround.  The unit will be designed for patient and staff safety, bariatric care and be ‘elder friendly’.   

Patients who are admitted to hospital these days are often acutely unwell and in need of observation.  
One of the primary goals in design, therefore, is to minimise the distance between patient bedrooms 
and the staff station/work-base and the distances between all patient rooms.   

The unit will be designed as four pods with central staff and support areas.  The unit needs to support 
flexibility of nursing allocation and bed management to enable clear visibility if working across a two 
pods.  This ensures areas can: 

• be managed efficiently during periods of low activity 
• accommodate patients admitted under different specialities in a designated area in times of 

high demand. 

8.1.1. Bed Rooms and patient amenities 
Four beds will be podded to create a Close Observation Unit (COU).  The COU will be located adjacent 
to the Staff Station to maximise visual and auditory observation of the patients.  The COU will have 
central vital signs monitoring with the master monitor installed at the Staff Station.  The remaining 
bedrooms are to be single bed rooms. 

Each bedroom is to have a carer zone.    

Patients will be able to access views and natural light when sitting/lying in bed.  

Staff will be able to observe patients without entering the room.  Inboard ensuite doors will be 
chamfered.   Doors will be on soft close to reduce noise. 

Room features will include: 

• acoustic attenuation 
• locally controllable dimmable lighting 
• night lighting (floor lighting) 
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• all bedrooms to have direct access to an accessible ensuite 
• zone lighting – to allow visitors to read without disturbing the patient 
• built in bench for visitor seating and sleeping 
• ability to charge personal devices by the bed 
• storage for patient and family possessions 
• integral privacy blinds in the patient observation window – controllable from outside the 

room. 

The bariatric room with ensuite will require 

• a ceiling mounted lifting device to enable the patient to be transferred between the bed, a 
chair and the ensuite, with a maximum weight of 350kgs 

• ceiling mounted lifters will require a parking and charging area away from the patient bed 
area to avoid injury to staff or visitors 

8.1.2. Staff Workspace, offices and amenities 
Staff Station  

The staff station will make provision for: 

• storage of paper files 
• data and power provision for eMR 
• a bay to accommodate a patient file trolley 
• receptacle for pathology requests 
• wall-mounted storage for paper work associated with patient files. 

Clinical Work Room 

• access via the staff station 
• confidential space for staff to work quietly without interruption 
• adequate charging points for wireless Digital Enhanced Cordless Technology (DECT) phone 

system (mobile nurse call devices) 
• space for the log on computer for the DECT mobile nurse call devices 
• lockable cupboards for hand held devices 
• printer 
• electronic patient board in a position that provides patient confidentiality 
• display of confidential information out of public view 
• adjacent access to stationery / photocopy bay (access controlled). 

Offices 

A single Clinical Nurse Consultant (CNC) office and a two person shared office located within the IPU 
are required where staff can carry out administrative and educational functions in a degree of privacy. 
This includes preparing rosters, reports, counselling, online education and interviewing staff and 
patients. An external outlook is desirable. 

Toilets – Staff 

A toilet and hand basin for staff use - may be unisex will be provided in the Unit.  Staff only access will 
be required.  

8.1.3. Other Clinical Support areas 
Clinical support areas located within the unit will include: 
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Bay Handwashing/PPE 

• handwash bays are to be distributed throughout the unit at a ratio of one bay per four beds  
• Space to store PPE is to be recessed into the corridor walls and located at hand wash basins 

to provide a ratio of one PPE bay per two beds. 

Bay Mobile Equipment 

• require data and power 

Clean utility/ Medication room 

• space for future ADM with integrated medication fridge with back to base alarms 
• a secure container will be provided for staff to return medications to pharmacy 
• adequate power and data access.  

8.1.4. Spaces to be shared 
The following spaces will be located in a shared zone. 

• a meeting/teaching/tutorial room for up to 20 persons 
• staff lounge – with computer stations, property bay and quiet write up area, a kitchenette, 

dining and lounge space 
• staff toilet and shower 
• staff will have access to an appropriately fitted out room for breast feeding/expressing as per 

the Australian Baby Friendly Hospital Initiative (perhaps elsewhere in the Hospital) 
• family resource area including 

o sub-lounge / waiting area 
o health resources / information 
o child visitor play 
o quiet space. 

Storage for specialised equipment not routinely required and beds will be provided from a centralised 
hospital-wide repository. This storage space will include a wet space for equipment cleaning.  

8.1.5. Design for the Older Patients  
Patients admitted to the surgical IPU may be frail, with multiple co-morbidities. The design should 
support restoration or maintenance of independence in a safe environment and enhance falls 
prevention strategies.  
Design factors which can assist include: 

• easy and visible access to toilets including directional night lighting and contrasting colour for 
toilet seats 

• maximum exposure to daylight 
• glare minimisation 
• adequate and appropriate artificial lighting e.g. non-directional or diffuse lighting and 

dimmable lighting 
• non-slip floor coverings without obvious seams in patient access areas to minimise trips and 

falls 
• minimisation of clutter 
• minimisation of noise 
• signage colour and contrast for wayfinding and orientation 
• a layout such as continuous loop paths that permits patients to wander but provides the 

ability to control entries and exits, and to minimise the extent of unsupervised spaces. 



HEALTH PLANNING UNIT BRIEF – SURGICAL IPU v0.2 

   Page 22 of 31 
 

8.1.6. Design for Patients with a Disability 
Patients admitted to the IPU may have a disability including independent wheelchair users, those with 
arthritis, cognitive or vision impairment, gait and mobility problems or chronic pain. Design solutions 
to support patients with a disability will include: 

• fully accessible bedroom and ensuite 
• attention to weight of doors used by patients particularly ensuite doors 
• slow release doors 
• height and design of door handles, light switches and taps 
• patient buzzer placement will maximise ease of access 
• selection of floor coverings that minimise glare, strong colours and confusing patterns 
• lighting including sensor lighting in ensuites 
• familiar signage 
• designated rest areas along corridors 
• provision of grab and hand rails. 
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9. Functional relationships 
The 32 bed IPU configuration will be as follows: 

• 28 single rooms with non-shared ensuite comprising of: 
- one single Class N isolation room with anteroom 
- one single Class P isolation room 
- two bariatric rooms 

• one quadruple bedroom with two ensuites (sized as for 2 x two double bedrooms with shared 
ensuite AusHFG Standard Component 2BR-ST-A2)  

The internal functional relationships for the Surgical IPU are shown in the following figure. 

Figure 1: Internal functional relationships for the Surgical IPU 

 

9.1. External relationships 
The surgical IPU will be located within the 24 hour acute clinical services zone of SPIRE.     
Key external functional relationships are prioritised in the following table as per the criteria in Table 3.  

Table 2: Surgical IPU external Functional relationships 
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Service/Unit Priority Comments 

Surgical Assessment Unit Easy Movement of patients 

Perioperative Services Easy Movement of patients  

ICU/HDU Easy Movement of patients  

Interventional Services Easy Movement of staff and patients for procedures 

Emergency Department Easy Movement of patients and staff 

Medical Imaging Easy Movement of patients 

Pathology Easy Movement of patient samples via pneumatic tube 

Security Easy Movement of staff. e.g. black alert, staff from all points 
urgently attend 

Administration Centre Easy Movement of staff and consumers (admissions, patient 
flow etc.) 

Pharmacy Easy Movement of staff and medications 

General (Hotel) Services  Easy  Movement of staff, meals, linen & waste  

Mortuary Easy Movement of patients 

Central Equipment Store Easy Movement of equipment 

Discharge Lounge Easy Movement of patients 

Site Interfaces 
  

Drop off/Pickup Easy Movement of staff & consumers; Ambulance, Security, 
Patient Transport 

Car parking – Visitors  Easy  Movement of visitors and consumers 

Car parking – Staff Easy Movement of staff; swipe card access control 
(particularly on call staff) 

Public Transport Easy  Movement of visitors, consumers and staff 

Table 3: External functional relationship criteria 

Immediate 
(<1 minute)  

Being the shortest direct, horizontal route. The route must be an unimpeded route.  
Door to door travel time between the two areas or services identified as having an 
"Immediate" functional relationship must not exceed one minute. 

Direct (<2 
minutes)  

Being a direct horizontal or vertical route. The route must be an unimpeded route.  
Door to door travel time between the two areas or services identified as having a 
"Direct" functional relationship must not exceed two minutes and there must be 
minimal corner turns between the two areas or services.  

Ready (<5 
minutes)  

Being a horizontal or vertical route.  
Door to door travel time between the two areas or services identified as having a 
"Ready" functional relationship must not exceed five minutes.  

Easy (<10 
minutes)  

Being a horizontal or vertical route.  
Door to door travel time between the two areas or services identified as having an 
"Easy" functional relationship must not exceed ten minutes.  
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10. Future service developments and innovation  
The following future service developments are anticipated:  

• delivery of support services via Automated Guided Vehicles (AGV) 
• provision for RFID scanning devices to be accessible throughout the unit 
• installation of ADMs 
• provision of eHealth integration throughout the unit including at the bed side 
• point of care testing.   
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11. Schedule of accommodation  
Table 42: Schedule of Accommodation for IPU 

AusHFG 
Code 

Deviati
on 

from 
HPU  
Y/N 

Room / Space Quantit
y 

Room 
Area M2 

Total 
Area m2 

AHFG's  
Standar

d 
Compne
nt Size 

m2 

Deviation 
from 

Standard 
Compent 

m2 

PATIENT 
AREAS 

              

1BR-ST N 1 Bed Room, 15m2 24 15 360 15 0 
1BR-IS-N N 1 Bed Room - Isolation - Negative Pressure, 15m2 1 15 15 15 0 
ANRM N Anteroom 1 6 6 6 0 
  N 1 Bed Room, 16.5m2 2 16.5 33 16.5 0 
ENS-ST N Ensuite - Standard, 5m2 26 5 130 5 0 
ENS-ACC N Ensuite - Accessible, 6m2 4 7 28 7 0 
  N 1 Bed Room - Bariatric, 18m2 1 18 18 18 0 
ENS-BA N Ensuite - Bariatric, 7m2 1 7 7 7 0 
4BR-ST N 4 Bed Room, 56m2 1 56 56 56 0 
ENS-ACC N Ensuite - Accessible, 6m2 2 6 12 6 0 
LNPF-20 N Lounge - Patient / Family, 20m2 3 20 60 20 0 

    Subtotal     725   0 
    Discounted Circulation   38% 276 32%   
    Total     1001     

SUPPOR
T AREAS 

              

TRMT N Treatment Room 2 14 28 14 0 
BATH N Bathroom 1 15 15 15 0 
BBEV-OP N Bay - Beverage, Open Plan 4m2 4 4 16 4 0 
BMT-4 N Bay - Meal Trolley 2 4 8 4 0 
BFLW-OP N Bay - Flowers (Open) 2 2 4 2 0 
BHWS-B N Bay - Handwashing, Type B 8 1 8 1 0 
BHWS-
PPE N Bay - Handwash/PPE 16 1.5 24 2 0 

BLIN N Bay - Linen 4 2 8 2 0 
BMEQ-4 N Bay - Mobile Equipment, 4m2 4 4 16 4 0 
BRES N Bay - Resuscitation 4 2 6 2 0 
CLRM-5 N Cleaners Room, 5m2 2 5 10 5 0 
BPTS N Bay - Pneumatic Tube 1 1 1 1 0 
CLUR-14 N Clean Utility, 14m2 1 14 14 14 0 
  N Medication Room 1 10 10 10 0 
DTUR-12 N Dirty Utility, 12m2 1 12 12 12 0 
INTF Y Interview Room 1 12 12 12 0 
OFF-CLW Y Office - Clinical Workroom 1 15 15 15 0 
SSTN-14 N Staff Station, 14m2 4 14 56 14 0 
SSTN-10 N Staff Station, 5m2 4 5 20 5 0 
STPS-8 N Store - Photocopy/Stationery, 8m2 1 8 8 8 0 
STEQ-20 N Store - Equipment, 20m2 1 20 20 20 0 
STGN-9 N Store - imprest 20m2 1 20 20 20 0 

    Subtotal     331   0 
    Discounted Circulation   38% 126 32%   
    Total     457     

STAFF 
AREAS 

              

OFF-S9 N Office - Single Person, 9m2 1 9 9 9 0 
OFF-2P N Office - Two Person Shared, 12m2 1 12 12 12 0 
SRM-15 N Staff Room, 25m2 1 25 25 25 0 
PROP-2 N Property Bay - Staff 1 3 3 3 0 
WC-ACC N Toilet - Staff, 3m2 1 3 3 3 0 
SHST N Shower - Staff, 3m2 1 3 3 3 0 

    Subtotal     55   0 
    Discounted Circulation   38% 21 32%   
    Total     76     
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SHARED 
AREAS 

              

MEET-L-
30 Y Meeting Room 1 30 30 18 12 

MEET-L-
15 N Meeting Room, 18m2 1 18 18 18 0 

LNPF-20 N Lounge - Patient / Family, 20m2 2 20 40 20 0 
WCPU-3 N Toilet - Public, 5m2 2 5 10 5 0 
WCAC N Toilet - Accessible, 6m2 1 6 6 6 0 
DISP-10 N Disposal Room, 10m2 1 10 10 10 0 

    Subtotal     114   12 
    Discounted Circulation   38% 43 32% 4 
    Total     157     

                                          

      Total 
Area m2   

Deviation 
from 

Standard 
Compent 

m2   
Total Room Area     1225   12   

Total Discounted Circulation  Ave 38% 466   4   
Total Department / Unit Area     1691   16                         
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12. Abbreviations 
Abbreviation  Definition  

ABHR Alcohol Based Hand Rub 

ADM Automated Dispensing Machine 

AGV Automated Guided Vehicle 

AIN Assistant in Nursing 

AusHFG Australasian Health Facility Guidelines 

BMS Building Management System 

CCTV Closed Circuit Television 

CH Canberra Hospital 

CHHS Canberra Hospital and Health Services 

CMO Consultant Medical Officer 

CNC Clinical Nurse Consultant 

COU Closed Observation Unit 

CSO Clinical Service Officer 

DECT Digital Enhanced Cordless Technology 

DoSA Day of Surgery Admission 

ED Emergency Department 

EMM electronic medication management 

eMR Electronic Medical Record 

EN Enrolled Nurse 

FFE Furniture Fitting Equipment 

HDU High Dependency Unit 

HPU Health Planning Unit 

ICU Intensive Care Unit 

IPC Infection control and Prevention 

IPU Inpatient Unit 

IV Intravenous 
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MET Medical Emergency Team 

MoC Model of Care 

PEHR Personal Electronic Health Record 

PFU Patient Flow Unit 

PICS Purchasing and Inventory Control System 

PPE Personal Protection Equipment 

RN Registered Nurse 

RTLS Real Time Location System 

S4D Schedule 4 medication. Prescription only medicine 

S8 Schedule 8 medication. Controlled drug 

SPIRE Surgical Procedures, Interventional Radiology and Emergency 

SSP Specialty Service Plan 

UCH University of Canberra Hospital: Specialist Centre for Rehabilitation, Recovery and 
Research 

WHSMS Work Health and Safety Management System 

WoW Workstations on Wheels 
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Introduction 
In September 2016, ACT Government announced the construction of a Surgical Procedures, 
Interventional Radiology and Emergency (SPIRE) Centre to be built at Canberra Hospital (CH). This 
infrastructure project is part of the ACT Government’s 10-Year Health Plan and is in response to the 
increasing demand on ACT hospitals and health services across the territory.  
The ACT Government 2017 Budget provided funding for the first stages of the SPIRE project which 
includes planning and the commencement of design. A Health Planning Unit (HPU) Brief is a planning 
document that defines the activities and functions to be undertaken within a unit/ service. This HPU 
Brief has been developed as part of the SPIRE planning component and articulates the operational 
requirements, functionalities and relationships for which the prospective design consultant can 
develop a suitable design response.   
This HPU brief describes the perioperative facilities to be provided in SPIRE for the management of 
Surgical Booking and Preadmission Clinic facilities for elective surgery patients will be provided in the 
ambulatory care building and are not included in this brief.   

Description of the Service 
The Perioperative service provided at CH includes preoperative care, intraoperative treatment, and 
postoperative support for the management of Day Only (DO) patients, DoSA (Day of Surgery 
Admission) elective surgery patients, inpatients, or emergency patients in an operating room 
environment.  

2.1. Surgery types 
The tertiary perioperative services provided at the CH include: 

• cardio-thoracic
• dental
• ear, nose and throat (ENT)
• general
• gynaecology
• neurosurgery
• obstetrics
• oral-maxillary-facial
• organ retrieval
• orthopaedics
• ophthalmology
• paediatrics
• plastics
• trauma
• urology
• vascular.
Capacity will be required in the operating rooms/suites to undertake emergency endoscopy 
procedures and elective endoscopy and urology procedures requiring anaesthetic support in a major 
theatre environment due to the risk profile of the patient (e.g. patients with bariatric conditions, 
patients with multiple comorbidities and paediatric patients). 
Low complex endoscopy, bronchoscopy services will continue to be provided in a “Gastroenterology” 
Endoscopy Procedure Suite external to Perioperative Services.  
Separate HPU briefs have been prepared for: 
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• Sterilising Services Department (SSD)
• Diagnostic Imaging, excluding Interventional Radiology
• Interventional Cardiology Laboratory (ICL)
• Procedure rooms (endoscopy & bronchoscopy).

Scope of service 
The Perioperative service will continue to provide a level 6 role delineation service and will be 
comprised of: 

• Day of surgery admissions
• Operating Theatres (general digital robotics)
• Interventional suites
• Hybrid operating suites
• Post Anaesthetic Care Unit
• Day surgery
• Extended Day Surgery
• Discharge Lounge
• Support Services (including technician support areas, office accommodation).
Services requiring or potentially requiring an anaesthetic intervention and post-
anaesthetic/procedural support to be co-located e.g. hybrid and interventional suites. This is to 
eliminate duplication of specialised equipment, to utilise skilled staff effectively, and to promote 
improved patient care.  
The scope of perioperative services covered by this brief is outlined in Table 1. 

Table 1: Current and future perioperative Functional Planning Unit (FPU) 

Core Service Areas Current Future Comments 

L3 Bld12 SPIRE 

Preoperative Spaces 

Waiting (external pre clerical admission) 30 54 Currently used for pre-op overflow. 

Preoperative patient cabins/bays 2 26 AusHFG: 1 per OR 

Interview/consult rooms 4 3 Pt consults to occur in preop bays 

Preoperative seating (internal post clerical 
admission) 

40 0 See above 

Bedrooms 0 3 
Infectious, custodial, special needs, shared 
with post op 

Holding bays – ready for surgery/procedure 4 26 At entry to ‘pod’ or suite 

Intraoperative  Spaces 

General digital robotic Operating Rooms 13 20 
Complex/high volume short stay 

Emergency/elective 

General digital robotic anaesthetic induction 
room 12 20 

Complex/high volume short stay 

Emergency/elective 

Hybrid Suites  0 2 Combined open, minimally invasive, image-
guided and/or catheter-based procedures 

Hybrid suite anaesthetic induction room 0 2 
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Core Service Areas Current Future Comments 

Interventional Suites  0 4 Image guidance to support diagnosis and 
surgical treatment 

Interventional suite anaesthetic induction 0 4 

Postoperative Spaces 

PACU bays Stage 1 18 80 

AusHFG: 1.5 bays per OR + 1 bay per 
interventional suite & hybrid suite + capacity 
to accommodate demand for services from 
outlying anaesthetic provision 

DSU Post-operative bed bays- Stage 2 

Utilises 
EDSU 
bed 
bays 

93 

Day Surgery Unit (DSU) – preoperative and 
postoperative, including designated areas for 
paediatrics, obstetrics, and miscarrying 
gynaecology patients. 

AusHFG: 3 per OR, 2 per hybrid, 2 per 
interventional + 3 additional ‘ready to go’ 

EDSU 
14 

12 
funded 

78 AusHFG: 3 bays per OR 

EDSU bedroom 0 4 
Infectious, custodial, special needs, shared 
with pre-op 

Discharge Lounge 0 78 

AusHFG: 26 Rooms at 9m2 (3m2 x3 chairs per 
room) = 78 recliner chair spaces (assumes not 
all procedures will be require use of 
Discharge Lounge). 

3.1.1. General digital robotic operating rooms 
The SPIRE perioperative service will include visual and digital information operating rooms with 
robotic capability. These rooms provide the integration necessary to support minimally invasive and 
image guided surgery. Video integration can also occur outside of the theatre with the transfer of 
streamed video from instrumentation or cameras to an external location such as a training room or 
device.  
The general digital robotic theatres will include provision for robotic surgery, 3D printing, mobile robot 
arms and tactile feel technology systems. 
The operating rooms will be organised in pods of 4. Within these pods surgical specialties will be 
collocated. For example, the orthopaedic ORs will be grouped to utilise specialty operating theatre 
requirements, such as the laminar flow operating theatre used for implant surgery.  

Robotics 
Robotics used in surgery is similar to laparoscopic surgery facilitating the use of minimally invasive 
techniques. Robotics offer greater precision and control than is possible with conventional techniques. 
Operating rooms with robotics capability require additional space to house extra equipment as well as 
accommodate more staff who are present during a procedure. 

3.1.2. Hybrid operating suites 
The Hybrid operating suites will have robotic capability and fixed imaging platforms designed to 
support multi-disciplinary teams in delivering real-time intraoperative guidance for complex open and 
minimally invasive surgery. Examples include transcatheter aortic valve replacement, simultaneous 
Coronary Artery By-pass Grafting (CABG) and abdominal aortic endovascular aneurysm repair, 
simultaneous carotid endarterectomy and carotid stenting. 
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Initially it is expected that hybrid theatre activity will be focussed in the following four surgery 
specialties: 

• Interventional Neurology
o digital angiography is used for neurovascular surgery and spinal surgery
o CT scan or MRI scan is applied in brain tumour surgery

• Neurosurgery/Orthopaedic surgery - the O-arm system is specifically used in spinal surgery
• Vascular
• Cardiothoracic.
Use of hybrid theatre techniques is evolving rapidly. Other areas where hybrid surgery techniques 
could expand in the medium term include orthopaedics and trauma. 

3.1.3. Interventional operating suites 
Interventional suites will have robotic capability, MRI, interactive imaging, 3D modelling, and 
navigational image guidance to support tightly coupled diagnosis and surgical treatment. These tools 
enable a surgeon to navigate and execute procedures with full knowledge of the surrounding 
anatomy. Examples of procedures include laparoscopic assisted pancreatic necurosectomy, 
endoscopic sinus surgery, spinal surgery, interstitial laser treatment for brain tumours, cryoablation 
for metastatic colorectal cancer, and MRI-guided prostate brachytherapy treatment with computer 
control. 
An integrated and co-located interventional suite creates an environment where all interventional 
procedures requiring anaesthetic support can be provided from one hospital location. 

3.1.4. Post Anaesthetic Care Unit (PACU) 
The Post Anaesthetic Care Unit (PACU), operated by specialist nursing staff, is responsible for the 
management of patients’ immediate post-procedural period.  
The SPIRE perioperative service will include Stage 1 Recovery, and Stage 2 Recovery Areas. 

• Stage 1 Recovery:
o a service that accommodates unconscious patients who require constant observation and

monitoring
o with a one-to-one patient nurse ratio
o open planned bays are provided that can be observed from a staff station.

• Stage 2 Recovery:
o accommodates patients who have regained consciousness after an anaesthetic however

require further observation
o patients who have undergone procedures with local or sedation anaesthetic who may

require less supervision then Stage 1 Recovery.
o post-operative obstetric patient needs including facilitating  breast feeding as per the breast

feeding-friendly hospital policy.

3.1.5. Day Surgery Unit (DSU) 
The Day Surgery Unit will be a flexible area integrated into Perioperative Services where patients can 
have their entire episode of care within the perioperative environment and be discharged on the day 
of surgery. It will provide facilities to support the post-operative care of patients undergoing a range of 
surgical procedures. 

3.1.6. Extended Day Surgery Unit (EDSU) 
The SPIRE perioperative service will include a 23 Hour Extended Day Surgery Unit. It will be a flexible 
area where patients can have their entire episode of care within the perioperative environment and 
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be discharged as per criteria. Bed allocation will be for patients who meet the 23 Hour Extended Day 
Surgery Unit criteria and do not require admission to an Inpatient Unit as they are discharged within 
23 hours post op surgery/procedure. 

3.1.7. Discharge Lounge 
The discharge lounge provides comfortable chairs for patients who are awake and waiting for a 
medical discharge, medication, instructions etc. The patient may eat and drink in this area. 

3.1.8. Support Services 
Support Services are a requirement within the perioperative service. Support Services will include: 

• Central Sterilising Services Department (CSSD)
• Clinical/Biomedical Engineering
• Pathology
• Medical Imaging
• Body Viewing Room
• Waste Management
• Cleaning Services
• Hospital Assistant services
• Wards Persons services
• Sterile Stock Rooms
• General stock rooms
• Prosthetic and implant consignment management facilities
• Medication Stock Rooms – Automatic dispensing machines
• Equipment Store Rooms
• Technology garaging facilities
• 3D implant printing facilities
• Administration Staff services
• Anaesthetic Department
• Medical Physics & Radiation Engineering
• Clinical education resources
• Bone and Tissue Bank.

Model of care summary 
The key principles that underpin the Model of Care (MoC) for Perioperative Services are outlined in 
the following SPIRE Project Perioperative Services principles and assumptions: 

• the perioperative service will comprise of three separate functional zones i.e. general digital
robotic operating room suite, hybrid suite, interventional suite.
o the general digital robotic operating room suite will comprise of operating rooms for

general digital robotic surgery, anaesthetics, and shared Admissions, Holding Bay, PACU
(Stage 1 and Stage 2) and Support Services.

o the hybrid suite will comprise of digital robotic operating rooms, and fixed imaging
platforms designed to support multi-disciplinary teams in delivering real time intraoperative
image guidance, anaesthetics, and shared Admissions, Holding Bay, PACU (Stage 1 and
Stage 2) and Support Services

o the Interventional Suite will comprise of integrated operating rooms designed to facilitate
the use of robotic capability, MRI, interactive imaging, 3D modelling, and navigational image
guidance to support tightly coupled diagnosis and surgical treatment and the interaction of
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multidisciplinary clinical care teams, shared Admissions, Holding Bay, PACU (Stage 1 and 2 
Recovery) and Support Services. 

• the SPIRE perioperative service will provide for planned Day of Surgery Admission, Day of
Procedure Admission, unplanned emergency surgery/procedure and elective surgery/procedure.
The majority of patients presenting at the SPIRE perioperative service will have been managed in
preadmission clinics located in an Ambulatory Care setting. All Zones (see dot point 1 above) will
be responsible for the clinical management of their patients within the perioperative service. All
zones will be staffed with specialty staff.

• the SPIRE perioperative service will provide standardised layout of rooms for all general digital
robotic operating rooms, interventional suites, and hybrid suites as well as Post Anaesthetic Care
Unit (Stage 1 & 2 Recovery), Day Surgery Unit, Extended Day Surgery Unit and Discharge Lounge
where possible. This will facilitate familiarity to staff.

• all perioperative services will be co-located
• the Post Anaesthetic Care Unit (PACU) will require flexible use of Stage 1 and Stage 2 Recovery, as

well as DSU/EDSU and a Discharge Lounge due to the high volume turnover of some ORs.
• ambulant and non-ambulant patients will be admitted via separate entrances to facilitate patient

flow through the unit
• Day Surgery, Extended Day Surgery and Discharge Lounge facilities will be shared by the operating

room suite, the hybrid suite and the interventional suite.
• the suites will be a security controlled environment to provide facilities for non-elective,

emergency surgery, and elective planned surgery. Emergency non-elective patients will be booked
via the team leader of the required procedure/surgery zone.

4.1.1. Patient flow 
The proposed patient flow is summarised as follows: 

• on the day of surgery, all elective/planned admissions will present to the DoSA for clerical
admission.

• following registration, patients undergo nursing and anaesthetic assessment where required, and
don surgical gowns for their procedure in the DoSA preoperative area

• within the DoSA there will be separate streams and holding/recovery areas for paediatric/youth,
obstetric, and miscarrying gynaecology patients, to optimise flow and the patient experience

• DoSA patients will proceed from the DoSA preoperative area to a “ready for procedure” holding
area at the entry to the pod where the procedure will be undertaken

• inpatients and emergency patients will be transferred directly to the relevant holding area from
the inpatient unit or Emergency Department (ED)

• patients are transferred to the anaesthetic bays for further assessment and anaesthetic
interventions whilst the operating room is cleaned and prepared for their care

• patients are transferred into the operating room for their procedure
• patients who have had a general anaesthetic or sedation will be transferred to the designated

PACU area (paediatric/youth, obstetrics and miscarrying gynaecology patients, general) following
their procedure for observation and monitoring until they regain consciousness and are stabilised
post procedure; a cohort of acutely unwell patients or those already expecting immediate
admission to ICU will bypass the PACU and go directly to Intensive Care Unit (ICU)

• on regaining consciousness and post-surgery clinical stability:
o inpatients will be transferred to an inpatient unit including obstetrics and miscarrying

gynaecology patients requiring an extended recovery (>4 hours)
o patients requiring high dependency will be transferred to the ICU
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o Day surgery unit (DSU) patients will be transferred to the designated DSU postoperative
area (paediatric <4 hours only/youth, obstetrics and miscarrying gynaecology <4 hours,
general) DSU postoperative area - stage 2 and stage 3 (discharge)

o Paediatric patients <16 years requiring >4 hours recovery (or a stay beyond 2100 hours) will
be transferred to the Paediatric DSU or an inpatient unit

o Extended Day surgery Unit (EDSU) patients will be transferred to the EDSU and discharged
within 23 hours.

• patients who have undergone procedures with local anaesthetic or light sedation will:
o transfer to the inpatient unit if they are an inpatient after assessment in PACU
o transfer to the designated DSU postoperative area (paediatric, obstetrics and miscarrying

gynaecology, general) - stage 2 and stage 3 (discharge) if they are a DO patient
o transfer to the EDSU if their stay is expected to be more than 23hrs.

• emergency surgery/procedures for neonates will continue to be undertaken in the Neonatal
Intensive Care Unit (NICU).

4.1.2. Work flow 
• overall staff workflows are guided by the patient pathways through perioperative services.

Perioperative services involve a wide-ranging number of specialised staff.
• A perioperative management structure supports efficient and effective fiscal, human resource,

and materials management practices for both elective and emergency streams. This includes
utilisation of an Operating Room and Anaesthetic Management System.

• Information management unit staff support the provision of sound data for planning and analysis.
Variations to workflow and process: the impact of procedure type

• The category of operating room and surgical subspecialty required varies in the intraoperative
phase according to a range of characteristics, including:

• the body part involved and procedural complexity e.g. simple day procedures (e.g. closed
reduction of a fractured bone) compared to a more complex operating room procedure (e.g. hip
replacement)

• the degree of invasiveness and associated procedural techniques e.g. minimally invasive
techniques using endoscopy, open surgery

• equipment needed e.g. lasers, hybrid theatre imaging equipment, robotic surgery
• number of surgeons or other proceduralist involved, which can vary from one to several for a

complex trauma or organ retrieval case.
• The procedural characteristics determine the numbers of anaesthetic, nursing and technical staff

together with non-clinical staff in the intraoperative phase e.g. more wardspersons are required to
assist with patient movement in multi trauma surgical cases.

4.1.3. Workforce 
Projected staff profiles will be developed to inform this stage of planning and will be subject to 
adjustment both in numbers and classification as better clarity is gained around MoCs/service delivery 
models. The staffing profile is required to develop the Schedule of Accommodation only (e.g. offices, 
staff stations and receptions). Staff profiles are subject to review by Workforce Policy and Planning. 
Future workforce requirements will be determined using relevant College standards e.g. Australian 
College Operating Room Nursing (ACORN) Standards for Perioperative Nursing. 
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Policies impacting on the built environment 
The department design, configuration and functionality must comply with all relevant and applicable 
standards, building codes and regulations. 
The Perioperative Service and associated general digital robotic operating, interventional, and hybrid 
suites will adhere to the relevant design and space standards outlined in the Australasian Health 
Facility Guidelines (AusHFG) Part B – Health Facility Briefing and Planning 
Key guidelines and policies include: 

• ACT Health Infection Control policies and procedures
• Australian and New Zealand College of Anaesthetists (ANZCA)
• Royal Australian and New Zealand College of Radiologists (RANZCR)
• Australian College Operating Room Nursing (ACORN) Standards
• Royal Australian College of Surgeons (RACS), Surgical Education and Training (SET) requirements
• Workcover Design and Handling of Surgical Instrument Transport Cases 2011
• Gastroenterology Society of Australia (GENSA).
• Biomedical College of Engineers Australia
There needs to be capability to address the impact of new and updated policies as they come on line.

Operational description and associated 
design requirements  

6.1. Access 
6.1.1. Hours of operation 
• general digital robotic operating rooms, interventional, and hybrid suites will be routinely staffed

Monday to Friday 0730 – 2100 hours
• additional staff will be on ‘close call’ for emergency surgery from 2100 – 0730 hrs Monday to

Friday and on the weekend/public holidays.
• emergency theatres and PACU will be open 24 hours per day, seven days per week

6.1.2. Access to the unit 
• the zoned approach to the SPIRE perioperative service will prevent unauthorised access to staff

areas of the building
• ambulant and non-ambulant patients will be admitted via separate entrances to facilitate patient

flow through the unit
• access required for equipment to be serviced and replaced.

6.2. Description of the service
• a day of surgery/procedures admission model will be in place for all non-inpatient elective/booked

surgical patients and identified emergency non-elective patients
• the majority of elective surgical patients will have had an appropriate pre-admission assessment;

either at a pre-admission clinic or by telephone, depending on the patient risk profile. Pre-
operative preparation will have been documented and consent obtained during the pre-admission
process

• emergency surgical patients managed through the Acute Surgical Unit (ASU) or ED and will be
received by nursing staff and managed in a holding bay or directly into required Room / Operating
Theatre
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• visitors such as company representatives will not be permitted to enter the Unit. Visitors will be
received in the Manager’s office or an adjacent meeting room.

6.2.1. Paediatric, obstetric, and miscarrying gynaecology patients access 
• paediatric, obstetric, miscarrying gynaecology patients presenting on day of surgery/procedure

will access the DoSA and DSU via separate streams with designated waiting and reception areas
• the paediatric, obstetric and miscarrying gynaecology patient streams will be managed by

specialised paediatric and women’s health nursing/midwifery staff
• the designated obstetric operating room for obstetric emergencies (Category A) must be

accessible in less than 10 minutes (knife to skin within 30 minutes)
• paediatric patients may be accompanied by a parent or guardian in the holding/anaesthetic bay

and recovery areas; surgically assisted birthing women may be accompanied by a support person
who may also be present in the OR

• private space is required within the PACU for skin to skin contact following a caesarean section.

6.2.2. Family/Carer access 
• family members/carers will be given an estimation of procedure time and be asked to return to

the DoSA waiting room at that time. The waiting area will include a designated area for
family/carers who wish to remain close by

• a quiet room will be provided for use by distressed or grieving families
• family members/carers will be able to join DSU/EDSU patients in the Discharge Lounge
• interview rooms for surgical leads to talk with the families/carers post surgery
• a meeting room will be available in the Discharge Lounge for informing patients and

accompanying family/carers about postoperative care following discharge.

6.2.3. Staff access 
• staff access into and throughout the Perioperative Service Units, Operating /Interventional Suites

will be controlled by a proximity access identification (swipe) card
• all staff working within the Operating Suites will be required to change into work attire on arrival

to work
• staff amenities will be provided so that staff can change into appropriate attire and then enter the

Operating Suites via restricted circulation.
• separation of public and staff areas.

6.2.4. Amenities for staff 
• staff will use the change room facilities serving the Perioperative service and will access lockers for

their possessions
• staff toilets will be provided within the units
• staff working on the DSU will have access to locker facilities on the unit
• staff will have internal access to a staff room/lounge located within the unit
• breastfeeding parents will have access to a parent’s room in the Hospital.

6.3. Clinical support 
6.3.1. Pathology Services, Blood Bank 
• blood products will be managed using the Electronic Blood Release System (EBRS)
• blood products will be delivered by courier in accordance with current protocols including the

Massive Blood Transfusion protocol
• storage will be required for skull flaps, allogenic bone bank, other tissue e.g. skin grafts with back-

to-base-monitoring
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• specimens will be collected by procedural staff, a pathology e-order generated and transferred to
the Pathology Laboratory by pneumatic tube system, where appropriate

• some specimens (frozen sections) will be examined on-site by the anatomical pathologist in a
dedicated area. Planned frozen sections will be co-ordinated to allow pathology staff to be present
in the Operating Suite to undertake slide review consideration of specimen management and
requirements for storage and transport of specimens

• facilities for the safe decanting of formalin for the preservation of large biological specimens is
required.

• the SPIRE perioperative suite will have access to  blood gas machines.

6.3.2. Bone and Tissue Bank 
• the Bone Bank will require freezer space for the storage of femoral heads and skull flap bone. The

room must be able to house two freezers to -80 degrees Celsius. It will need to be located
immediate to the operating theatre within the Operating Theatre Suite.

• specialties including orthopaedics and neurosurgery will require access the freezers as well as
Bone Bank Staff.

• the tissue bank provides for the storage of (primarily) skin graft tissue under cryogenic conditions
• the room is required to be temperature controlled and alarmed.

6.3.3. Diagnostic imaging 
• mobile equipment garaging facilities will be provided adjacent to general digital robotic operating

rooms/hybrid/intervention suites for the storage and recharging of mobile equipment and the
appropriate storage of protective garments

• all operating rooms will require Information Communication and Technology (ICT) infrastructure
to enable the viewing of high resolution Picture Archive and Communications Systems (PACS)
images

• additional radiographers and equipment will be required given the increase in radiological
requirements associated with the increase in interventional and hybrid procedures.

6.3.4. Robotics and clinical engineering 
• garaging facilities will be provided within the hybrid/general digital robotic/interventional suites

for the storage and recharging of mobile robotic devices and clinical engineering equipment
• a room for equipment testing and repair is required to meet advances in anaesthetics and

perioperative technology. This room will be accessed by clinical engineering staff who require
benches for equipment testing. Space is needed for storage of equipment and consumables. This
includes space for medical gases and a range of perioperative equipment, including back-up
anaesthetic machines. This room will be secure and accessible at all times.

• Hybrid and interventional suites, because of their extensive equipment use, require additional
space for a range of technical support staff.

6.3.5. Medication management 
• medications will be stored in clean utility/medication rooms designed to house all unit

medications and associated consumables in one location including impress drugs, refrigerated
drugs, space for sterile manipulation of IV admixtures, electronic prescribing and controlled drug
storage

• the electronic medicine management system will interface with the electronic medical record to
provide real time electronic medical record updates and alerts

• provision for the installation of automated (medication) dispensing machines (ADMs) is required,
including data and power

• locked medication storage will be required in each operating room for S4D (prescription only) and
S8 (controlled) drugs.
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6.3.6. Infection control 
• patients with a known multi-resistant organism (MRO) infection will be transferred straight to the

operating/interventional room from the inpatient unit and will not wait in a holding bay
• isolation rooms will be provided in the DoSA, PACU, EDSU and DSU
• ideally isolation rooms will be located between the DSU preoperative and DSU stage 2/3 areas to

enable use for preparation and recovery
• clinical handwash basins (Type B) will be provided at the ratio of 1 per 4 holding/recovery bays in

DSU, PACU and EDSU
• non-alcohol based hand rub will be provided in all patient care areas and at the entries to the unit.
• negative pressure OR capability
• there must be a flow that supports a known or potentially infectious patient (e.g. tuberculosis

patient requiring a bronchoscopy) through the Interventional Suite. This pathway must include 1x
Negative Pressure Procedure Room and 1 Class N single room for the recovery of the patient.

6.3.7. Patient transfer 
• patients admitted on day of procedure will be transferred to the operating/interventional suites

on a day surgery trolley
• DoSA patients to be admitted overnight will be transferred to the inpatient unit on an inpatient

bed
• inpatients will be transported by inpatient bed
• bed holding space will be required within the Operating Suites adjacent to each theatre.
• a fully integrated Wards Person call system that ensures Wards Persons are responding to calls

appropriately and in a timely manner that will lead to improved patient care and safety. An area is
required to provide seating when waiting for calls.

6.3.8. Sterilising Services 
Please refer to the Sterilising Services HPU Brief. 

6.3.9. Emergency Call 
A fully integrated Emergency call system that ensures medical emergencies are responded to 
appropriately and in a timely manner that will lead to improved patient care and safety alleviating the 
need of calling for the external Medical Emergency Team (MET) team except for neonatal 
emergencies. 

6.4. Non clinical Support 
6.4.1. Information Communication Technology (ICT) 
The Interventional Suite should incorporate a fully integrated ICT system that supports the national E-
Health and ACT Health enterprise strategies. 

• each operating/interventional room, anaesthetic room, PACU bay, holding area, E/DSU and DoSA
bed space and the operational management areas will require immediate access to an Operating
Room and Anaesthetic Management System (OR&AMS)

• an integrated Patient Information Management System (PIMS) will be implemented to streamline
the tracking of request for admission (RFA) and associated patient management, bookings and
scheduling, consumables and equipment

• all operating/interventional rooms will require ICT infrastructure to enable the viewing of high
resolution PACS images

• the Hybrid/general digital/robotic/interventional operating rooms will require integrated
operating room systems, the Hospital’s information system (HIS), PACS, internet access, and video
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and audio technology with staff able to access images, results and medical records via sterile 
touch screens via sterile touch screens or non-touch technology 

• the operational management hub will require large screen viewing capability of the electronic
booking and patient flow management system

• T-DOC or an equivalent system will be required in each operating/interventional room for
instrument tracking – forward planning to include either or both tray level/instrument to patient
URN

• monitors, cameras and certain instruments will be suspended from the ceiling instead of sitting on
carts beside the operating table

• some operating/interventional rooms are to be equipped with pendant mounted cameras for the
recording and real time transmission of operative procedures for clinical review and training
purposes

• an internal communication/call system is required within the operating/interventional rooms with
annunciator panels (location to be determined during the design phase)

• the DSU and PACU patient bays will be equipped with communication/call systems in accordance
with the AusHFG.

6.4.2. Booking of Post Anaesthetic Care Unit / recovery spaces 
Electronic booking and patient flow management system will be required for the optimal management 
of the PACU and E/DSU recovery areas i.e. Operating Room and Anaesthetic Management System. 

6.4.3. Administration 
• provision will be made will be made for finance and supply clerical officers undertaking

administrative duties as part of the Perioperative team.
• offices will be required for Perioperative nursing, anaesthetic and surgical operational

management

6.4.4. Food Services 
• DSU patients will have a light meal prior to discharge
• light meals and beverages will be provided fresh daily for EDSU patients
• appropriate refrigeration and clean up areas will be supplied

6.4.5. Supply Services 
• direct entry access to the Operating/Interventional Suite receiving area via service corridors must

be provided
• imprest supplies will be delivered by the ACT Supply Service and levels will be monitored

electronically for in time replacement.
• RMD and loan sets from Supply Services will be delivered directly from the dock area to the set-

up/ sterile stock area in the Operating/Interventional Suite.
• systems are required to be in place to ensure ready access to emergency supplies during disaster

events.
• a secure dedicated space is required for the delivery and checking of up to 20 large consignment

trays
• storage space required for storage carts/shelving for set-ups
• supply rooms will have a consistent layout across the campus
• the SPIRE perioperative service must have a streamlined and effective logistics system that

facilitates the distribution of surgical supplies including consumables and equipment, instruments
including consignment, loan equipment and sterile instruments .This approach will be to reduce
the reliance on bulk storage space but must ensure that services and supplies are delivered to the
point of use in a timely fashion.
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• an integrated ICT system to track and detail the location of equipment, medical supplies and
specialised equipment. All systems must interact with each other.

6.4.6. Environmental Services 
• the cleaning service will require access to a cleaner’s room in immediate proximity to each

operating room, and within each Perioperative service unit as well as centralised storage for
supplies and equipment

• all waste and sharps will be removed from the operating rooms to clean-up rooms in immediate
proximity to each OR.

• all waste and sharps will be removed from the Perioperative service units and
operating/interventional suites to a disposal room located on the perimeter of the unit or suite
adjacent the service corridor and lift.

• waste streaming at the source (including secure document disposal) will be supported. The service
will be consistent with the ACT Health Waste Management Plan. Waste management will include
clean, contaminated, radioactive, chemotherapy, pharmacy, and recycling.

6.4.7. Linen Services 
Deliveries, based on an agreed impress, will be arranged as required from the Linen Service. Dirty linen 
will be held in the Disposal Room ready for collection. 

6.4.8. Teaching, education and research 
• the service will provide teaching and learning opportunities for staff and students from a range of

disciplines
• the service is required to meet accreditation requirements for surgical and anaesthetic training
• in-service education will be routinely conducted in the unit and will require access to a shared

meeting room with capacity for 15 people
• staff are encouraged to take up and complete professional development packages and will require

access to computer workstations to access eLearning applications
• multidisciplinary learning and development opportunities are promoted and encouraged.

Teaching rounds are conducted regularly
• clinical placement is provided for nursing, allied health and medical students. These clinical

placements, lasting up to ten weeks, are provided for students from Australian National University
(ANU) Medical School, University of Canberra, Australian Catholic University, and the Charles Sturt
University

• access to clinical simulation and assessment facilities is required
• the Canberra Hospital will have strong links with health faculties from many external educational

facilities. The SPIRE perioperative service will provide an appropriate environment for
undergraduate teaching, clinical placements and postgraduate training together with a full range
of staff development services. Space is provided within the Interventional Suite to support this
activity. A centralised online booking system will be utilised to book rooms.

6.4.9. Safety and security requirements 
• all perioperative service units and operating/interventional suites will be secured, and only

authorised staff will have access
• staff access to and within the unit will be controlled by proximity access card
• public access to the holding, DSU and PACU areas will be restricted and controlled from the

reception or staff station
• a duress alarm will be required at all reception points and staff stations
• CCTV monitoring at designated access and egress points.
• security arrangements will be in line with ACT Health policies and procedures
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• staff will be able to utilise the multifunctional wireless phones and mobile duress alarms in
addition to existing duress systems.

Specific design requirements 
7.1.  Overarching design requirements 

7.1.1. Overarching principles 
• design will be evidenced based
• the design must have the capacity to respond efficiently and effectively to the flows of patient,

staff and supplies.
• the overall design of the Interventional Suites must have the capacity for potential changes in

practice around surgical and interventional procedures including future changes in the use of the
Interventional Suite (for example, more Interventional Suites may be required for procedural use
and less for surgical purposes).

• the three separate functional zones i.e. general digital robotic operating room suite, hybrid suite,
interventional suite must be flexible enough to allow patient management models to change over
time.

• there must be capacity for the future expansion of the perioperative service without disruption to
the delivery of clinical services to patients

• physical infrastructure must be able to be repaired/replaced without adversely impacting on
surgical activities in neighbouring spaces

• perioperative support spaces will be designed to accommodate surgical activity demand, overall
clinical functionality and support for patients with adequate storage for equipment/technology
current and future

• the design will enable the separation of patient flows for adults, paediatrics, and obstetric from
miscarrying gynaecology patients while ensuring flexible use of available space and efficient
service delivery

• capacity to manage patients with bariatric conditions weighing up to 250kg; designated surgical
rooms and holding/recovery areas will be required for those weighing up to 350kgs

• separation of clean and dirty flows is essential
• separation of public and staff areas
• separation of support services i.e. food, linen, supplies and waste management, traffic to enabling

services to occur without interfering with patients and the public
• circulation routes are to support logical flow with legible and clear way finding
• connectivity with the existing CH campus to support direct access to critical care areas and easy

access to support services
• network infrastructure, building and floor distribution rooms are designed to ensure high levels of

redundancy and support healthcare technology principles and standards
• network infrastructure must be accessible for on-going maintenance without impacting on

surgical activities
• ICT systems connected to medical equipment or installed within patient areas will be designed,

installed, commissioned and maintained as medical grade ICT networks.
• PACU, EDSU, Discharge Lounge and  Staff Areas  have access to natural light.
• rooms will be laid out the same to ensure familiarity to staff, allow efficient use of time and space

and reduce stress and fatigue.
• the design must support maximum productivity and efficiency and short travel distances for staff

and patients.
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• a fully integrated nurse call system that ensures nurses calls are responded to appropriately and in 
a timely manner that will lead to improved patient care and safety.  

• all zones will have an integrated wall mounted clock including  hours, minutes and seconds. 
• all zones will have wall mounted integrated RIS/PACs Screens. 
• Wi-Fi will be accessible to all zones. 

7.2. Specific design requirements 
7.2.1. Pre-operative 
Waiting 

• the waiting areas for patients and carers will have a tracking system so they can be kept informed 
of where the patient is up to in the perioperative process e.g. holding area, OR, PACU 

• there will be separate waiting areas for paediatric, obstetrics and miscarrying gynaecology 
patients, and patient with special needs. 

• waiting areas will be incorporated within the Admissions areas. 
• segregation of area for reception of children will be required to screen children from and avoid 

distress to adults. Acoustic privacy will be required. 
• entertainment (e.g. television/Wi-Fi) will be provided in the waiting area. 
Admissions 

• there will be a common admission point for the hybrid/general digital robotic /interventional 
operating suite 

• planned admissions will present to the Admissions areas for a clerical and clinical admission. These 
will include Day of Surgery Admission, Day Surgery Unit or Day of Procedure Admission patients. 

• Preadmissions clinics are located in the ambulatory care settings  
• emergency non-elective patients will be booked via the team leader of the required procedure 

zone. 
• interview rooms will be provided so that medical staff can communicate privately to family 

members and patients regarding procedures. 
• a fully integrated queue management system will be implemented. 

DoSA 

• discrete bays or “cabins” offering increased privacy without compromising nursing supervision. 
• designated bays or “cabins” for paediatric use 
• facilities for the containment of custodial patients, the isolation of infectious patients e.g. MRO 

and ensuing the privacy of distressed patients e.g. miscarriage   
• the DSU will require a paediatric friendly pod including parent waiting and play space, separated 

from those areas used by adult patients 
• storage system for day stay personal belongings that supports and facilitates the day stay patient 

journey. 
• facilities for provision of safe patient care of bariatric patients is required 

7.2.2. Intraoperative 
The operating rooms, interventional suites and hybrid suites are to be configured in service/specialty 
specific pods bringing together specific skills sets; each pod will have access to a sterile stock store, 
specialty equipment bays/garages etc.   

• All operating rooms, interventional suites and hybrid suites must have fully integrated IT with 
seamless access to images regardless of specialty. This will also include the teaching and research 
area. 
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General digital robotic operating rooms 

• general digital robotic surgery operating rooms with garaging facilities for robotic tools for use by 
all surgical specialties (where appropriate). For example Ear, Nose and Throat (ENT), urology, 
gynae-oncology, colorectal, paediatric services and appropriate emergency cases. 

• the intraoperative general digital/robotic operating rooms will be configured in service/specialty 
specific pods. Each pod will have access to a sterile stock store, clinical engineering workroom, 
specialty equipment bays/garages, reporting areas, 3D printing etc. 

• all theatres will need to accommodate a digital environment and robotics.  
• all Operating Theatres will require an anaesthetic room, exit bay and direct access to a core sterile 

store. Exit bay will have shelving. Anaesthetic bay will have handwashing within benchspace, 
cupboards and shelving. 

• operating theatres will be designed into pods There will be 4x Operating Theatres per Pod. 
• operating Theatres must be arranged in pairs with a scrub bay in between. This can allow for 

grouping of Operating Theatres to form Pods. 
• 2x Laminar flow Operating Theatres required for Implant Surgery for Orthopaedic Surgery.  
• X-ray gown storage located through-out department. A higher concentrated close to Orthopaedic, 

Urology, Vascular, General and Emergency Operating Theatres. 
• storage garaging for Image equipment close to Orthopaedic and General Operating Theatres. 
• consignment storage area close to orthopaedic pod. Efficient storage solutions required 
• consignment storage area for other specialties. Efficient storage solutions required 
• large storage area for large equipment such as traction tables, spare operating Theatre beds, 

accessories, etc. 
• chemotherapy store area (bay). 
• reporting stations for medical Officers within the Operating Theatres. 
• reporting Stations for Nurses within the Operating Theatres. 
• Automated Dispensing Machine. 
• 2x Negative pressure (Class N)  Operating Theatres (1x Complex Surgery Operating Theatre and 1x 

High Volume Operating Theatre). 
• large core sterile stock store. Compactors required.  
• large non- sterile stock store. Compactors required. 

Hybrid operating suite   

• project specific design requirements to be developed during schematic design for two hybrid 
operating rooms with angiography, robotic, equipment requiring control and computer rooms 
suitable for cardiothoracic, vascular surgery (endovascular aneurysm repair), neuro interventional 
and trauma cases 

• the hybrid suites will have access to a sterile stock store, clinical engineering workroom, specialty 
equipment bays/garages, reporting areas, 3D printing etc. 

• 1 x Negative pressure (Class N) hybrid suite. 

Interventional Suite   

• four interventional suites with direct access to specialised imaging equipment, yet to be 
determined e.g. MRI, Computed Tomography (CT), radiological image guidance (X-ray fluoroscopy, 
ultrasound) 

• the suite will be configured to support the streaming of interventional suite patients 
• all rooms are to be ‘Anaesthetic’ ready  
• the interventional suites will have access to a sterile stock store, clinical engineering workroom, 

specialty equipment bays/garages, reporting areas, 3D printing etc. 
• 1 x Negative pressure (Class N)  interventional suite 
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• Storage -additional storage space incorporating storage systems including hard case sterile 
instrument storage required as TCH is the only L6 regional hospital South of Sydney in the ACT & 
NSW area. 

• Radio frequency equipment tracking   

7.2.3. Post operative 

PACU 

• patient access to PACU is required from operating rooms, interventional suites, hybrid suites, and 
external clinical areas 

• the PACU requires capacity for midwives to provide care for baby post caesarean e.g. cot, bed, 
visitor. (Mother cared for by PACU nurse). Allocate two recovery spaces to mother and baby 

• paediatric PACU bays require space for one carer in attendance 
• PACU requires immediate access to adult resuscitation, paediatric resuscitation and neonate 

resuscitation trolley/bay. 
• isolation rooms will be provided with negative pressure capability for infectious patients 
• the SPIRE perioperative suite must have shared flexible stages of recovery spaces which will cope 

with models of change over time 
• Stage 1 Recovery Spaces and Stage 2 Recovery Spaces must be identical in layout, to allow flexing 

between them to accommodate peaks and troughs in work flows 

DSU 

• the DSU will interconnect with the EDSU for short stay patients requiring an extended stay of up to 
23 hours 

EDSU 

• the EDSU will interconnect with the DSU for short stay patients requiring an extended stay of up to 
23 hours 

• isolation rooms will be provided with negative pressure capability for infectious patients 

7.2.4. Anaesthetic and Perioperative Medicine Department  
• 6 single person offices 
• 22, two-person shared offices 
• shared workroom for up to 20 visiting medical officers (VMOs) 
• office space for five administrative staff 
• approximately a third of the office space must be in close vicinity to Perioperative and 

Interventional Centre, the remainder can be some distance away 
• two overnight rooms for registrars and one overnight room for on call consultant within two 

minutes’ walk/run of the operating/interventional rooms  

7.2.5. Clinical Education Support 
• shared workroom capacity with direct access to perioperative services for clinical development 

nurses to support live time competency assessments, mock scenarios and transition to practise 
activities. 

• multipurpose spaces that are flexible enough to accommodate a range of functions including multi 
disciplinary meetings and tutorial rooms to enable electronic learning and the use of technology 
to broadcast procedures to different locations. 

• AV Functionality – video links, projectors. 
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 Functional relationships 
8.1. Internal relationships  

The new general digital robotic, hybrid, and interventional operating suites will be co-located 
(horizontal or vertical linkage) to enable the sharing of DoSA, the DSU and PACU facilities, where 
feasible. 
Immediate 
(<1 minute)  

Being the shortest direct, horizontal route. The route must be an Unimpeded Route.  
Door to door travel time between the two areas or services identified as having an 
"Immediate" functional relationship must not exceed one minute. 

Direct (<2 
minutes)  

Being a direct horizontal or vertical route. The route must be an Unimpeded Route.  
Door to door travel time between the two areas or services identified as having a 
"Direct" functional relationship must not exceed two minutes and there must be 
minimal corner turns between the two areas or services.  

Ready (<5 
minutes)  

Being a horizontal or vertical route. Door to door travel time between the two areas 
or services identified as having a "Ready" functional relationship must not exceed 
five minutes.  

Easy (<10 
minutes)  

Being a horizontal or vertical route. Door to door travel time between the two areas 
or services identified as having an "Easy" functional relationship must not exceed 
ten minutes.  

Immediate 

• admissions immediate to Holding Bay 
• holding bays immediate to general robotic operating rooms, interventional suites, and hybrid 

suites 
• anaesthetic induction bay immediate  to each operating room/suite 
• exit clean-up room immediate to operating room/suite 
• set-up room immediate to operating room/suite 
• set-up room immediate to Core Sterile Stock room 
• large equipment garaging adjacent to pods 
• store - Sterile Stock for consignment immediate to orthopaedic pod 
• Operating Room Coordinator immediate to Control desk 
• CNC Office (1x) immediate to Control desk 
• CNC Offices immediate to relevant specialty 
• E/DSU immediate to Discharge Lounge 
• Resource Office area immediate to Core Sterile Stock Room. 
• Bone/ Tissue banks immediate to Operating theatres with outside access (grey area) 
• Clinical Engineering immediate to Operating Theatres with outside access (grey area) 
• Pathology room with immediate access to Operating Theatres with outside access (grey area) 
Direct 

• offices including - Anaesthetic Director, Anaesthetic Supervisor of Training, Anaesthetic Staff 
Specialist, Anaesthetic Office Managers, ADON, Nurse Manager, and Wards Person direct to 
operating rooms and suites 

• workstations including: - Radiographer, CDN, direct to operating rooms and suites 
• PACU Stage 1 and stage 2 recovery direct to operating rooms and suites 
• deboxing room direct to resource area 
• Surgical Bookings direct to perioperative services 
• two overnight rooms for registrars and one overnight room for on call consultant within two 

minutes’ walk/run of the operating/interventional rooms  



Health Planning Unit Brief – Perioperative & Interventional Centre v0.6 

   Page 22 of 32 

  

Ready 

• offices including Staff Anaesthetist, Anaesthetic Visiting Medical Officers, Quality and Safety 
Officer, Research Officer, Billing officer ready to Operating Theatres. 

• Anaesthetic and Perioperative Medicine dept 
o approximately a third of the office space must be in close vicinity to Perioperative and 

Interventional Centre, the remainder can be some distance away 
• PACU Stage 2 Recovery ready access to EDSU. 

Figure 1: Perioperative and Interventional Centre internal functional relationships 
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8.2. External relationships 
Key external functional relationships are prioritised in the following Table 2 and as per the criteria in 
Table 3.  

Table 2: Perioperative and Interventional Centre external functional relationships 

Table 3: Adjacency criteria 

Service/Unit Priority Comments 

Sterilising Services Department 
(SSD) 

Immediate Movement of equipment and staff 

Intensive Care Unit (ICU) Direct  Movement of equipment and staff 

Interventional Cardiology 
Laboratory (CCL/EPL) 

Direct Movement of patients  

Emergency (ED) Direct Movement of equipment and staff 

Birthing / Delivery Suite Direct Movement of patients and staff 

Preadmission Clinic  Direct  Movement of consultant anaesthetic staff  

Clinical Engineering Direct Movement of equipment and staff 

Helipad Direct Movement of patients and staff 

Acute Surgery Unit (ASU) Ready  Movement of patients and staff 

Diagnostic Imaging  Ready Movement of equipment and staff 

Inpatient Units Ready Movement of  patients and staff 

Pathology  Ready  Movement of specimens and staff 

Surgical Bookings Office Ready Access to Preadmissions Clinic, pending 
integrated bookings IT system 

Main Entry  Easy  Movement of patients and visitors 

Administration Centre Easy  Movement of staff 

General (Hotel) Services  Easy  Movement of staff, supplies, linen & waste  

Pharmacy  Easy Movement of medications 

Food services Easy  Movement of staff, supplies 

Linen services Easy Movement of staff, supplies 

Site Interfaces 
  

Loading Dock  Easy  Movement of staff and goods 

Mortuary Easy Discrete movement of patients 

Carparking – Staff Easy  Movement of staff; swipe card access control 
(particularly on call staff) 

Public Transport Easy  Movement of staff 
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Immediate 
(<1 minute)  

Being the shortest direct, horizontal route. The route must be an unimpeded route. 
Door to door travel time between the two areas or services identified as having an 
"Immediate" functional relationship must not exceed one minute. 

Direct (<2 
minutes)  

Being a direct horizontal or vertical route. The route must be an unimpeded route. 
Door to door travel time between the two areas or services identified as having a 
"Direct" functional relationship must not exceed two minutes and there must be 
minimal corner turns between the two areas or services.  

Ready (<5 
minutes)  

Being a horizontal or vertical route. Door to door travel time between the two areas or 
services identified as having a "Ready" functional relationship must not exceed five 
minutes.  

Easy (<10 
minutes)  

Being a horizontal or vertical route.  
Door to door travel time between the two areas or services identified as having an 
"Easy" functional relationship must not exceed ten minutes.  

 Future service developments and 
innovation  

• operating and Interventional rooms will be configured along open digital architectural lines to 
allow the progressive and seamless introduction of digital, robotic and other equipment to the 
suite 

• the implementation of radio frequency identification systems for tracking instruments and 
implants. 
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 Schedule of accommodation  
Table 4: SoA for Perioperative and Interventional Centre 

AusHFG Code 

Devi
atio

n 
fro
m 

HPU 
Y/N 

Room / Space Qty 
Room 
Area 
M2 

Total 
Area 
m2 

AHFG's  
Standar

d 
Compn
ent Size 

m2 

Deviati
on from 
Standar

d 
Compe
nt m2 

DOSA  - ADMISSIONS 
/ RECEPTION 

          
  

RECL-10 N Reception / Clerical, 15m2 1 15 15 15 0 
RECL-10 N Reception / Clerical, 10m2 1 10 10 10 0 
RECL-10 N Reception / Clerical, 10m2 1 10 10 10 0 
PLAP-10 N Play Area - Paediatric, 10m2 1 10 10 10 0 
STPS-8 N Store - Photocopy / Stationery, 8m2 1 8 8 8 0 
WAIT-10 N Waiting 1 45 45 45 0 
WAIT-10 N Waiting 1 10 10 10 0 
WAIT-10 N Waiting 1 10 10 10 0 
WCAC N Toilet - Accessible, 6m2 1 6 6 6 0 
WCPU-3 N Toilet - Public, 3m2 3 3 9 3 0 
    Subtotal     133   0 
    Discounted Circulation   30% 40   0 
    Total     173   0 
DSU - PREOPERATIVE 
AREA  

          
  

CHPT N Change Cubicle - Patient, 2m2 0 0 0 0 0 
CHPT-D N Change Cubicle - Accessible, 4m2 0 0 0 0 0 
1BR-H-12 N 1 Bed Room, 12m2 3 12 36 12 0 
ENS-ST N Ensuite - Standard, 5m2 3 5 15 5 0 
INFA N Interview Room, 12m2 3 9 27 9 0 
PBTR-H-9 N Patient Bay - Holding, 9m2 20 9 180 9 0 
PBTR-H-9 N Patient Bay - Holding, 9m2 4 9 36 9 0 
PBTR-H-9 N Patient Bay - Holding, 9m2 2 9 18 9 0 
  N Locker Bay – Patient 2 3 6 3 0 
BHWS-B N Bay - Handwashing, Type B 7 3 21 3 0 
ENS-BA N Toilet/Shower - Patient 

Accessible,6m2 4 6 24 6 0 

WCPT N Toilet - Patient, 4m2 4 4 16 4 0 
CLUR-14 N Clean Utility / Medication Room, 

14m2 1 12 12 12 0 

DTUR-S N Dirty Utility -  Sub, 8m2 1 12 12 12 0 
BLIN N Bay - Linen 2 2 4 2 0 
BBW N Bay - Blanket / Fluid Warmer 2 1 2 1 0 
STEQ-8 N Pt trolley store 1 10 10 10 0 
    Subtotal     419   0 
    Discounted Circulation   40% 168   0 
    Total     587   0 
 HOLDING AREA  - 
Hybrid Suite- 2 
rooms 

    
  

    

  
PBTR-H-9 N Patient Bay - Holding, 9m2 2 9 18 9 0 
SSTN-10 N Staff Station, 10m2 1 10 10 10 0 
BHWS-B N Bay - Handwashing, Type B 1 3 3 3 0 
STEQ-20 N Equipment Garage  1 20 20 20 0 
    Subtotal     51     
    Discounted Circulation   40% 20     
    Total     71     
OPERATING ROOM 
AREA - Hybrid Suite  - 
2 rooms 

    
  

    

  
ANIN N Anaesthetic Induction Room, 16m2 2 16 32 16 0 
  Y Hybrid Operating Room, 75m2 2 75 150 0 150 
  Y Hybrid OR Control Room 2 15 30 0 30 
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Y Hybrid OR Computer Room  2 12 24 0 24 
SCRB-10 N Scrub-up / Gowning 2 4 8 4 0 
SETUP-8 N Set-up Room 2 8 16 8 0 

N Exit Bay 1 16 16 16 0 
CLUP-15 N Clean-Up Room, 15m2 1 10 10 10 0 

Subtotal 286 204 
Discounted Circulation 40% 114 82 

Total 400 286 
 HOLDING AREA  - 
Interventional Suite - 
4 rooms 
PBTR-H-9 N Patient Bay - Holding, 9m2 4 9 36 9 0 
SSTN-10 N Staff Station, 10m2 1 10 10 10 0 
BHWS-B N Bay - Handwashing, Type B 2 3 6 3 0 
STEQ-20 N Equipment Garage  4 20 80 20 0 

Subtotal 132 0 
Discounted Circulation 40% 53 

Total 185 
OPERATING ROOM 
AREA - 
Interventional Suite  
- 4 rooms 
ANIN N Anaesthetic Induction Room, 16m2 4 16 64 16 0 
ORGN N Operating Room - General, 60m2 4 60 240 60 0 

Y Imaging/MRI Control Room  4 14 56 0 56 
Y Imaging/MRI Computer Room  4 10 40 0 40 

SCRB-10 N Scrub-up / Gowning 4 4 16 4 0 
SETUP-8 N Set-up Room 4 8 32 8 0 

N Exit Bay 2 16 32 16 0 
CLUP-15 N Clean-Up Room, 15m2 2 10 20 10 0 

Subtotal 500 96 
Discounted Circulation 40% 200 38 

Total 700 134 
 HOLDING AREA  - 
Operating Room 
General Digital- 20 
rooms 
PBTR-H-9 N Patient Bay - Holding, 9m2 20 9 180 9 0 
SSTN-10 N Staff Station, 10m2 5 10 50 10 0 
BHWS-B N Bay - Handwashing, Type B 20 3 60 3 0 

Equipment Garage  10 20 200 20 0 
Subtotal 490 0 

Discounted Circulation 40% 196 
Total 686 

OPERATING ROOM 
AREA - General 
Digital - 20 rooms 
ANIN N Anaesthetic Induction Room, 16m2 20 16 320 16 0 
ORGN N Operating Room - General, 60m2 20 60 1200 60 0 
SCRB-10 N Scrub-up / Gowning 20 4 80 4 0 
SETUP-8 N Set-up Room 20 8 160 8 0 

N Exit Bay 10 16 160 16 0 
CLUP-15 N Clean-Up Room, 15m2 10 10 100 10 0 

Subtotal 2020 
Discounted Circulation 40% 808 

2828 
CLINICAL SUPPORT 
AREAS - 
BBW N Bay - Blanket / Fluid Warmer 5 1 5 1 0 
BLIN N Bay - Linen 13 8 104 8 0 
BMEQ-4 N Bay - Mobile Equipment, 4m2 13 8 104 8 0 
STGN-9 N Store - General  2 30 60 30 0 
STEQ-20 N Store- Sterile Stock, 20m2 26 20 520 20 0 
SRGN-9 N Store - General  2 16 32 16 0 
STEQ-20 N Store - Equipment - Major 2 78 156 78 0 
STEQ-20 N Store - Equipment - Minor 2 65 130 65 0 
SRGN-9 N Store - General  2 38 75 38 0 

N Store Bone Bank 1 15 15 15 0 
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  N Store Tissue bank 1 15 15 15 0 
  N Anaesthetic &  Biomedical Workroom 1 35 35 35 0 
  N Perfusion Room - Set-up 1 20 20 20 0 
  N Store - Perfusion 1 20 20 20 0 
  N Audiovisual Workroom 1 12 12 12 0 
CLRM-5 N Cleaner’s Room, 5m2 5 5 25 5 0 
DISP-10 N Disposal Room 1 35 35 35 0 
BLST N Blood Store 1 4 4 4 0 
BPATH N Bay - Pathology 1 18 18 18 0 
STDR-10 N Medication Room 2 10 20 10 0 
OFF-WI-3 N Office - Write-up, 3m2 13 8 104 8 0 
OFF-S9 N Office - Single Person, 9m2 5 0 0 0 0 
WCST N Toilet - Staff, 3m2 5 3 15 3 0 
    Subtotal     1524   0 
    Discounted Circulation   40% 610     
    Total     2134     
PACU RECOVERY 
AREA 

            

PBTR-RS1 N Patient Bay - Recovery Stage 1, 9m2 44 9 396 9 0 
1BR-H-12 N 1 Bed Room, 12m2 2 12 24 12 0 
SSTN-10 N Staff Station, 10m2 3 10 30 10 0 
CLUR-10 N Clean Utility / Medication Room, 

10m2 
2 14 28 14 0 

DTUR-12 N Dirty Utility, 12m2 2 24 48 24 0 
BLIN N Bay- Linen 4 2 8 2 0 
BBW N Bay - Blanket / Fluid Warmer 4 1 4 1 0 
STGN-8 N Store - General, 8m2 2 8 16 8 0 
BRES N Bay - Resuscitation 2 1.5 3.0 1.5 0 
BHWS-B N Bay - Handwashing, Type B 11 1 11.0 1 0 
MEET-9 N Meeting Room, 9m2 2 9 18 9 0 
SRM-35 N Staff Room, 18m2 1 18 18 18 0 
    Subtotal     604   0 
    Discounted Circulation   40% 242   0 
    Total     846   0 
DSU - 
POSTOPERATIVE 
AREA  

    
  

    
  

1BR-H-12 N 1 Bed Room, 12m2 2 12 24 12 0 
ENS-ST N Ensuite - Standard, 5m2 2 5 10 5 0 
PBTR-H-9 N Patient Bay - Holding, 9m2 37 9 333 9 0 
  N Discharge Lounge - Patient Recovery  37 4 148 4 0 
BHWS-B N Bay - Handwashing, Type B 4 1 4 1 0 
ENS-BA N Toilet/Shower - Patient 

Accessible,6m2 
6 3 18 3 0 

WCPT N Toilet - Patient, 4m2 6 3 18 3 0 
INTF N Interview Room  3 9 27 9 0 
BRES N Bay - Resuscitation 1 1.5 1.5 1.5 0 
SSTN-10 N Staff Station, 10m2 1 14 14 14 0 
CLUR-14 N Clean Utility / Medication Room  1 14 14 14 0 
DTUR-12 N Dirty Utility - 12m2 1 14 14 14 0 
BLIN N Bay- Linen 3 2 6 2 0 
BBW N Bay - Blanket / Fluid Warmer 3 1 3 1 0 
BBEV-OP N Bay - Beverage, Open Plan, 4m2 2 4 8 4 0 
SUBTOTAL   Subtotal     643     
CIRC   Discounted Circulation   40% 257     
UNIT_TOTAL   Total     900     
DSU - SUPPORT 
AREAS 

            

BMT-4 N Bay - Meal Trolley 2 4 8 4 0 
PROP-2 N Property Bay - Staff  2 3 6 3 0 
BPATH N Bay - Pathology 2 5 10 5 0 
OFF-CLW N Office - Clinical Workroom 1 1 1 1 0 
OFF-S9 N Office - Single Person, 9m2 1 9 9 9 0 
STGN-9 N Store - General, 9m2 1 28 28 28 0 
STEQ-12 N Store sterile stock 1 40 40 40 0 
BMEQ-4 N Bay mobile equipment 6 2 12 2 0 
SRM-18 N Staff Room, 18m2 1 18 18 18 0 
WCST N Toilet - Staff, 3m2 2 3 6 3 0 
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CLRM-5 N Cleaner’s Room, 5m2 2 5 10 5 0 
DISP-10 N Disposal Room 2 10 20 10 0 
SUBTOTAL   Subtotal     168   0 
CIRC   Discounted Circulation   25% 42   0 
UNIT_TOTAL   Total     210   0 
EDSU                
1BR-H-12 N 1 Bed Room, 12m2 2 12 24 12 0 
ENS-ST N Ensuite - Standard, 5m2 2 5 10 5 0 
PBTR-H-9 N Patient Bay - Holding, 9m2 9 9 81 9 0 
BHWS-B N Bay - Handwashing, Type B 2 1 2 1 0 
ENS-BA N Toilet/Shower - Patient 

Accessible,6m2 
2 1 2 1 0 

WCPT N Toilet - Patient, 4m2 2 1 2 1 0 
INTF N Interview Room  1 9 9 9 0 
BRES N Bay - Resuscitation 1 1.5 1.5 1.5 0 
SSTN-14 N Staff Station,  1 9 9 9 0 
CLUR-14 N Clean Utility / Medication Room  1 10 10 10 0 
DTUR-12 N Dirty Utility - 12m2 1 12 12 12 0 
BLIN N Bay- Linen 1 2 2 2 0 
BBEV-OP   Bay - Beverage, Open Plan, 4m2 1 4 4 4 0 
    Subtotal     169   0 
    Discounted Circulation   40% 67     
    Total     236     
EDSU - SUPPORT 
AREAS 

          0 

BMT-4 N Bay - Meal Trolley 1 4 4 4 0 
PROP-2 N Property Bay - Staff  2 3 6 3 0 
OFF-CLW N Office - Clinical Workroom 1 15 15 15 0 
OFF-S9 N Office - Single Person, 9m2 1 9 9 9 0 
STGN-9 N Store - General, 9m2 1 9 9 9 0 
SRM-18 N Staff Room, 18m2 1 18 18 18 0 
WCST N Toilet - Staff, 3m2 2 3 6 3 0 
CLRM-5 N Cleaner’s Room, 5m2 1 5 5 5 0 
DISP-10 N Disposal Room 1 10 10 10 0 
SUBTOTAL   Subtotal     82   0 
CIRC   Discounted Circulation   25% 21   0 
UNIT_TOTAL   Total     103   103 
STAFF AMENITIES             
CHST-20 N Change - Staff (Female), 20m2 2 20 40 20 0 
CHST-20 N Change - Staff (Male), 20m2 2 20 40 20 0 
SRM-18 N Staff Room, 18m2 2 18 36 18 0 
WCAC N Toilet - Accessible, 6m2 2 6 12 6 0 
SUBTOTAL   Subtotal     128   0 
CIRC   Discounted Circulation   40% 51     
UNIT_TOTAL   Total     179     
PERIOPERATIVE 
ADMINISTRATIVE 
SUPPORT AREAS 

    
  

    
  

OFF_S12 N Office - Single Person, 12m2 1 12 12 12 0 
OFF_S9 N Office - Single Person, 9m2 8 9 72 9 0 
  N Office - Workstation, 5.5m2 8 5.5 44 5.5 0 
  N Office - Workstation, 4.4m2 12 5.5 66 5.5 0 
MEET-9 N Meeting Room, 9m2 2 9 18 9 0 
MEET-L-30 N Meeting Room, 30m2 2 30 60 30 0 
MEET-L-30 N Meeting Room, 30m2 1 50 50 50 0 
BBEV-OP N Bay - Beverage, Open Plan, 4m2 4 4 16 4 0 
WCST N Toilet - Staff, 3m2 4 3 12 3 0 
SHST N Shower - Staff, 3m2 2 3 6 3 0 
STPS-8 N Store - Photocopy / Stationery, 8m2 2 8 16 8 0 
STGN-9 N Store - General, 9m2 2 9 18 9 0 
SUBTOTAL   Subtotal     390   0 
CIRC   Discounted Circulation   25% 98   0 
UNIT_TOTAL   Total     488   0 
PERIOPERATIVE 
EDUCATION 
SUPPORT AREAS 

    
  

    
  

OFF_S9 N Office - Single Person, 9m2 2 12 24 12 0 
OFF_S9 N Office - Workstation, 5.5m2 8 5.5 44 5.5 0 
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MEET-L-20 N Meeting Room, 20m2 4 20 150 20 0 
MEET-L-30 N Meeting Room, 30m2 1 30 25 30 0 
MEET-L-31 N Meeting Room, 30m2 1 30 25 30 0 
STEQ-20 N Store - Equipment, 20m2 1 20 20 20 0 
SUBTOTAL   Subtotal     288   0 
CIRC   Discounted Circulation   25% 72   0 
UNIT_TOTAL   Total     360   0 
ANAESTHETICS 
DEPARTMENT 

            

OFF_S12 N Office - Single Person, 12m2 1 12 12 12 0 
OFF_S9 N Office - Single Person, 9m2 27 9 243 9 0 
OFF-2P N Office - 2 Person Shared, 12m2 9 12 108 12 0 
  N Office - Workstation, 5.5m2 7 5.5 38.5 5.5 0 
OFF-CLW N Office - Clinical Workroom 2 30 60 30 0 
MEET-L-30 N Meeting Room, 30m2 1 30 30 30 0 
BBEV-OP N Bay - Beverage, Open Plan, 4m2 1 4 4 4 0 
OVBR N Overnight Stay - Bedroom 2 10 20 10 0 
WCST N Toilet - Staff, 3m2 2 3 6 3 0 
SHST N Shower - Staff, 3m2 1 3 3 3 0 
STPS-8 N Store - Photocopy / Stationery, 8m2 1 8 8 8 0 
STGN-9 N Store - General, 9m2 1 9 9 9 0 
SUBTOTAL   Subtotal     542   0 
CIRC   Discounted Circulation   25% 135   0 
UNIT_TOTAL   Total     677   0 

                                

        
Total 
Area 
m2 

  

Deviati
on from 
Standar

d 
Compe
nt m2   

Total Room Area     8568   300   
Total Discounted Circulation  Ave 37% 3193   120   

Total Department / Unit Area     11761   420 
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10.1. Abbreviations 
Abbreviation Description 
ACCU Acute Cardiac Care Unit 
ACORN Australian College Operating Room Nursing 
ANZCA Australian and New Zealand College of Anaesthetics 
ASU Acute Surgical Unit 
AusHFG Australasian Health Facility Guideline 
BCA Building Code of Australia 
CCL Cardiac Catheterisation Laboratory 
CCTV Closed Circuit Television  
CH Canberra Hospital 
CHWC Centenary Hospital for Women and Children  
CT Computed Tomography 
DO Day Only   
DoSA Day of Surgery Admission  
DSU Day Surgery Unit  
EBRS Electronic Blood Release System 
ECT Electro Convulsive Therapy  
ED Emergency Department  
EDO Extended Day Only   
EDSU Extended Day Surgery Unit  
ENT Ear, Nose and Throat 
EPL Electro Physiology Laboratory 
ERCP Endoscopic retrograde cholangiopancreatography 
EVAR Endovascular Aneurysm Repair 
FFE Furniture, Fittings and Equipment 
FPU Functional Planning Unit 
FTE Full Time Equivalent 
HIS Hospital information system 
HPU Health Planning Unit 
ICL Interventional Cardiology Laboratory 
ICT Information Communication Technology 
ICU Intensive Care Unit  
IR Interventional Radiology 
MRO Multi-resistant Organism 
NICU Neonatal Intensive Care Unit 
OR Operating Room 
PAC Pre-admission Clinic  
PACU Post Anaesthesia Care Unit 
PIMS Perioperative Information Management System 
PPE Personal Protective Equipment 
RACS Royal Australian College of Surgeons  
RFA Request for admission 
RMD Reusable medical devices 
SET Surgical Education and Training 
SPIRE Surgical Procedures, Interventional Radiology and Emergency 
SSD Sterilising Services Department  
SSP Specialty Service Plan 
S4D Schedule 4 medication. Prescription only. 
S8 Schedule 8 medication. Controlled drug 
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VMO Visiting Medical Officer 

 HPU brief development participants 
The following personnel were consulted in the preparation of this HPU brief 

Name Position 

Daniel Wood Executive Director Surgery And Oral Health (SAOH) 
Prof Thomas Brussel Director Anaesthesia 
Frank Piscioneri Director Surgery 
Bryan Ashman Director Surgery 
Mark Duggan Director, Medical Imaging 
Kerri Reeves ADON Perioperative Services 
Kellie Noffke Director Of Nursing (DON), Division of Medicine 
Jillian Davis A/g DON SAOH 
Nicole Larkin A/g ADON Surgical Bookings and Pre-admission Clinic 
Emma Riley A/g CNC PACU  
Deanne Cole CNC EDSU/DSU 
Kate Scott Resource Manager, Theatres 
Alex Miller A/g ADON ACSU 
J McLachlan Business Support & Development 
Melodie Raisin A/g CNC Anaesthetics 
Michelle Wright Patient Flow Perioperative 
Felicia Cooper Patient Flow Perioperative 
Margaret Lepper Nurse Manager (Scrub side) 
Kellie Lang Senior Manager, TWSS 
Ren Tan Cardiology Director 
Alison Baldwin CNC Cardiac Catheterisation Laboratory 
Boon Lim Clinical Director for WY&C 
Rajay Rampersad Paediatric Surgeon 
Penny Maher A/g DONM 
Donna Cleary A/g ADON Neonatology/Paediatrics 
Wendy Alder A/g ADON Maternity 
Vanessa Brady Executive Director, Health Services Program  
Kathleen Evans Clinical Liaison SPIRE 
Yvonne Noakes Clinical Liaison CHWC 
Rhona JasonSmith Health Planning Unit 
Sally-Anne Kinghorne Health Planning Unit 
Rebecca Caruana Health Planning Unit 
Serge Papin Health Planning Unit 
David Dowling Health Planning Unit  
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1. Introduction
The ACT Government committed to an expansion of the Canberra Hospital in the 2016 election with the 
development of a Surgical Procedures, Interventional Radiology, and Emergency (SPIRE) Centre. In 
September 2018, the Building Health Services Program Strategy Steering Committee agreed in-principle 
for the eastern corridor (North End) of the Canberra Hospital Campus, Garran be scoped as the future 
site of the SPIRE project.   

This planning unit brief has been developed in response to the eastern corridor site proposal and will be 
used to inform early site planning, feasibility and proof of concept in the first instance. 

2. Purpose
This Health Planning Unit (HPU) Brief defines the activities and functions undertaken at the Canberra 
Hospital loading dock.  It has been developed with limited consultation and only approximates current 
space for initial proof of concept and does not reflect what the service may need in the future. 

It is not the role of the HPU Brief to design the space, but rather to articulate the operational 
requirements, functionalities and relationships for which the architect can develop a suitable design 
response.  

3. Description of the service
The loading dock’s function is to provide an area for easy delivery and dispatch of goods and services, 
critical to the Canberra Hospital’s effective functioning.  

The loading dock will receive goods, equipment, medical and pharmaceutical supplies, linen and food. 

The loading dock will dispatch waste, dirty linen, empty supply trolleys and dirty instruments/trolleys for 
sterilising services.  

The dock will be used as a holding area for bins that are full awaiting collection by various contractors, 
and for empty bins that exchange with full bins throughout the facility. Bin washing will be undertaken at 
the dock.  

The dock will be a permanent holding point for the flammable store that will store separately flammable 
liquid and dangerous goods.  

The dock will be a permanent holding point for portable unused/used medical gas cylinders, gas packs 
and the management of these gases will be undertaken from the dock.  

A stores manager will be located in the loading dock in the site office. The store manager/staff will take 
receipt of goods and provide overall operational support to the services who deliver goods and collect 
waste and other items.  

3.1. Medical Gas 
Portable medical gases will be managed centrally at the dock using an imprest system. The medical gases 
will continue to be located at the vicinity of the loading dock. The medical gas manager is to be located in 
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the site office at the loading dock and will be responsible to dispense/collect portable medical gas 
cylinders and provide inventory management for the gases. The types of gases requiring storage at the 
loading dock include:  

• medical air  
• medical oxygen  
• nitrogen  
• nitrous oxide  
• carbon dioxide  
• gas special mix  
• medical dry air  

3.2. Flammable Store  
Flammable stores are required to store bulk flammable liquids that are needed for general hospital use 
including goods inwards and outwards. Operationally, there are several types of flammable and corrosive 
materials used across the campus. 85% of products are used by Pathology, 15% used by research, 
Business Support Services and some formaldehyde used in places like Perioperative Suites and Delivery 
Suite etc.  Pathology uses 150 litres of flammable products per day.   

The medical gas manager is located in the Loading Dock in the site office. The medical gas manager is 
responsible to dispense/collect portable medical gas cylinders and provide inventory management for the 
gases (new position from external contractor). 

4. Scope of service  
The dock is also used as a goods staging/holding area particularly for bulky goods and palletised deliveries 
that require uncrating/unpacking prior to onwards movement into the hospital or for crating/packing 
prior to outwards shipment.  Inwards and outwards commercial courier shipments are also staged via the 
dock.  

The dock is also used as a permanent holding area and for a range of bulk goods trolleys / bins that are 
constantly rotated throughout various services areas (e.g. ‘Sulo’ type waste bins, clinical waste bins, 
stores trolleys, linen trolleys, sterile instrument trolleys).  

The dock area holds waste compactors, waste bins (both clean and dirty) for general, recycling of items 
and clinical waste. Waste is transported by a licensed contractor in accordance with legislative 
requirements. The loading dock will facilitate collection of full bins, and delivery of cleaned empty bins to 
the hospital. 

The receiving and dispatch dock needs to accommodate the following services with an uninterrupted 
flow:  

• supply stores - deliveries and returns will be conducted by ACTHD Supply Services warehouse and 
commercial couriers. The supply services delivery holding area is located adjacent to the dock   

• sterilising services goods and services (incoming clean, outgoing soiled)  
• waste management - major movement of waste streams will be conducted by waste contractors 

including the use of compactors and exchange bins 
• clinical and sharps waste conducted by contractor  
• mail (incoming and outgoing) will be undertaken by ACT Record Services Mail Centre  
• linen will be managed by Capital Linen Services (incoming clean, outgoing soiled)  
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• pharmaceuticals will be delivered by various commercial couriers  
• medical equipment and furniture deliveries will be delivered by private contractors  
• medical gases / cylinders, various sizes & quantities will be managed by private contractor (incoming 

full, outgoing empty)  
 

The table below describes the core activities that are undertaken at the dock during a weekly period. 

 

Table 1: Core activity movements to the dock per week (M-F) 

Core Activity (M-F) 2016 2021/22 

supply  25 30 

waste - general  10 10 

Waste – paper /cardboard  2 3 

waste - clinical  10 15 

linen  15 18 

sterile services  25 25 

couriers  124 150 

miscellaneous  96 120 

waste - recycled 2 3 

 

Consideration should be given to having a recycling station on the campus and compost for organic 
matter. The Waste Management Plan will inform the detail of distribution. 

The loading dock is a holding area for several delivery trucks and vans that have a large amount of 
deliveries to occur across varying parts of the Canberra Hospital campus. The table below describes the 
types of services that leave their vehicle parked at the dock for more than one hour.  

Table 2 - Long Stay Deliveries (1 hour or more) include: 

Services requiring long stay deliveries  Reason for long stay ( > 1 hr)  

Canberra Hospital supply services  deliveries to National Capital Private 
Hospital  

sterilising services  deliveries to the hospital wards  

Coca-Cola delivery truck  restocking of vending machines 
throughout Canberra Hospital campus  
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dangerous goods waste removal of used dangerous goods from 
flammable store  

various courier services i.e. ACT 
Health’s stationary provider  

Orders without a PICS generated 
purchase order number need to be 
signed by requesting 
officer/departmental representative.  
The driver leaves vehicle parked at 
loading dock until his delivery is 
complete to multiple departments.  

Furniture companies and removalists Large bulk deliveries during project 
upgrades or major developments  

Sterihealth Clinical waste, sharps 

GSK Transport Bulk delivery of renal fluids to 
Haemodialysis B1 L8 (dialysis unit) 

Cope sensitive Freight Pickup/deliveries of photo-copiers 

Secure paper contractor Picks up all secure paper across CH 

5. Model of care summary
The dock is a centralised point for the campus for all items moving in and out of the facility. All inwards 
and outwards goods and related services for the campus operate from a centralised model with all goods 
being received and dispatched across the dock area.  

The loading dock operates using clean/dirty principles and zones. 

Supply stores and linen services are managed offsite (at Mitchell) with large workrooms/stores adjacent 
to the loading dock for local storage and dispatch. From these store areas, staff distribute items to all 
areas of the hospital campus.  

Waste streaming bays use an exchange bin model where clean, empty spare bins are stored in the 
nearest disposal room and exchanged for waste bins once they become full. From the disposal room, they 
are taken by cleaning staff to the dock where one of the following occurs:  

• General waste - emptied into compactors
• Paper waste – emptied into compactors
• Held awaiting contractor pick up – clinical waste, sharps, organic, polystyrene, fluorescent tubes, dirty

linen, metal waste, batteries, pallets and other recycling.

Some areas throughout the hospital do not have waste streaming or disposal rooms and thus storage 
area for exchange bins for these areas will continue to be on the loading dock.  

Once bins are emptied at the dock, they are cleaned in the bin wash area. 



HEALTH PLANNING UNIT BRIEF – RECEIVING & DISPATCH LOADING DOCK_V0.1 

   Page 8 of 21 
 

Currently the compactor is a double version which takes up 7 x 10m area. One compactor takes general, 
the other paper/cardboard. A third is required to take plastic/cans.  

The work flows within the dock should reduce the amount of manual handling of any waste products 
which minimises the exposure of staff to the high risk of injury / infection. 

6. Workforce 
6.1.  Loading dock workforce 
Projected staff profiles have been developed to inform this stage of planning and will be subject to 
adjustment both in numbers and classification as better clarity is gained around the proposed model of 
care/service delivery model. This staffing profile is required to develop the schedule of accommodation 
only.  Staff profiles are subject to review by Workforce Policy and Planning.  

Table 3: Loading dock workforce 

Position Levels FTE Headcount Comments 

 2018 2028 2018 2028  

supply staff - 
dockpply staff - 
dock 

 
    

medical gas 
personnel 

     

Total       

7. Policies impacting on the built environment 
Occupational Health and Safety (OH&S) Act  

Waste storage areas shall meet the minimum standards of the Industry Code of Practice for the 
Management of Clinical and Related Wastes, Australia and New Zealand June 2010, the Australian Council 
of Health Care Standards (ACHS) and Infection Control Guidelines.  

• Clinical Waste ACT 1990  
• Industry Code of Practice for the Management of Clinical & Related Waste June 2010  
• AS 3816:1998  

Flammable Store  

• Dangerous Substances Act 2004  
• Environmental Protection Act  
• Emergency Management Act  
• Legislation for your consideration:  
• Dangerous Substances (General) Regulation 2004  
• Work Health and Safety Act 2011  
• Work Health and Safety Regulation 2011  
• Dangerous Goods Code  
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• Emergency Management Act
• Environment Protection Act
• Australian Standards including (as a minimum) 1940 but there are up to about 30 Australian

standards that are for Dangerous Substances including for gasses etc.
• NOTE: should any of the above Acts be revised following this HPU briefing, ACT Health will be required

to incorporate any new policy change.

8. Operational description and associated design
requirements

8.1. Operational description 
8.1.1. Hours of operation 
The hours of operation will be 07:00-15:30hrs Monday to Friday for deliveries and pickups by non-ACT 
Health partners. Several departments within ACT Health provide services outside of the above normal 
business hours. The dock will have the capability of operating on a 24/7 basis. Processing and treatment 
of waste may occur outside of business hours. Swipe card access will be provided to the stakeholders as 
required.  

There is no waste removal on Sundays hence changeover bins will be needed to accommodate waste in 
disposal rooms or at the loading dock.  

8.1.2. Access 
The zoned approach to the dock will prevent unauthorised access to staff areas of the building. 

After hour’s access is restricted, however, will be available for other services i.e. linen, sterilising services 
etc.  

After hour’s entry/exit to the hospital through the loading dock via supply services delivery holding area 
should be avoided. A separate doorway that can be visually monitored from the loading dock operator’s 
office should be utilised for after hour’s deliveries.  

Collapsible bollards at the entrance to the loading dock for added security and regulating traffic flow. 

8.1.3. Infection control 
The incorporation of effective infection controls within the facility is critical to reducing the potential for 
the transmission of infectious diseases and the transmission of infections in general.  

Both service corridors and goods lifts are required to keep contact and exposure to staff, clients and 
visitors to a minimum to reduce the possibility of contamination. 

8.1.4. Security  
Security arrangements will be in line with ACT Health policies and procedures. 

The loading dock requires: 

• lockdown function from a remote site on campus (e.g. central security control monitoring room)
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• closed-circuit television (CCTV). A limited number of CCTV monitors will be required given that not 
every entry point or exit can practically be monitored. Ideally the design of the dock should facilitate 
easy monitoring of the area.  

• duress alarm (? fixed/mobile - yet to be determined)  
• communication with the loading dock is required for receipt and disposal of radioactive and decayed 

materials  
• a radioactivity detector at the dock is required for detection of inadvertent disposal of radioactive 

material  
• restriction of access afterhours with roller shutters  
• secure access for personnel to enter lifts and service corridors  
• secure access for couriers is required transporting enhanced security items. This will need to be 

discussed with Pathology (biological security items) and Medical Physics & Radiation Engineering 
(radiation security items). 

8.2. Design requirements  
The loading dock will be described under the following zones:  
• General overview 
• loading dock and truck bays  
• clean holding  
• dirty holding   
• compactors  
• storage  
• staff areas  
• support areas.  

8.2.1. General overview  
The dock area needs to have the capacity/manoeuvrability for receiving and dispatch of large trucks, 
semi-trailers and compactor units. A traffic management plan must be conducted for this area. 
Circulation must allow easy movement of large vehicles whilst other vehicles are unloading. Space for up 
to five delivery trucks and two courier/delivery vans at any one time  

a. Clear, defined separation of clean and dirty functions of the activity on the loading dock 
b. fork in/fork off functionality for all bays  
c. bunting flags are required to warn of hazards such as possible spills on the dock  
d. adequate ventilation, odour control and extraction, exhausts required for the docks particularly the 

dirty dock  
e. provision for continual air quality monitoring, noting the significant amount of putrescible material 

and truck fumes in the environment  
f. greater than normal vermin presence in the dock area, needs to be consideration to vermin control, 

including birds  
g. high level of good controlled lighting for dock precinct and entrances and to support night CCTV  
h. trade waste run off  
i. radioactivity detector at loading dock is required for detection of inadvertent disposal of radioactive 

material 
j. a radiation area monitor should be at each entry and exit point from the dock or dock area so that 

linen, waste, delivered goods and movement of people can be monitored  
k. holding of clean recycling and waste bins must be provided   
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l. a large heavy duty service lift/s is required preferably separate clean and dirty service lifts.

The loading dock will consist of 10 bays: 

a. 4 x inward general bays (clean)
b. 3 x outward general bays (dirty)
c. 1 x inward food service bays (clean)
d. 1 x outward food service bays (clean)
e. 1 x outward food service bay (dirty)

8.2.2. Loading Dock and truck bays 
Design requirements include: 
a. the height of the ceiling in the dock will allow for the stacking of pallets and safe use of a forklift
b. dock needs to be graded to allow for stormwater management
c. weather protection for receiving and dispatching of goods
d. enough space for material handle operations
e. automated forklift and pallet access to the receiving and dispatch docks
f. scissor hoist - one set on each of clean and dirty dock sides
g. hoist - ground to dock high capacity scissor hoist to raise and lower goods, trolleys and bins between

dock level and ground level
h. access ramp for use by smaller courier companies
i. self- levelling dock
j. corner guards and dock bumpers.

8.2.3. Clean Holding 
a. the docks must have enough storage space to hold large pieces of equipment and large volume

deliveries for extended periods without interfering with the daily linen, SS (Sterilising Services ) or
supply warehouse delivery schedules.

b. sufficient space is required to store trolleys and incoming goods before they are distributed to the
hospital.

c. clean trolley overflow from supply to be stored in clean side including empty supply trolleys.
d. 6m2 secure caged area for unclaimed deliveries and return stock
e. room/area for the charging of large equipment, e.g. forklifts, pallet trucks, Automated Guided

Vehicles (AGVs).

8.2.3.1 Holding – Received Goods General  
a. secure storage for unidentified deliveries
b. secure storage for oversized deliveries
c. direct deliveries ordered by individual units

8.2.3.2 Holding – Supply Services Holding  
a. supply services holding area prior to moving to the adjacent Supply Services delivery/holding area
b. secure storage area for return stores
c. secure storage area for non medical consumable products

8.2.3.3 Holding – Pharmacy  
Pharmacy requires secure storage on dock or direct lift/pulley/AGV access from dock to pharmacy. 
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8.2.3.4 Holding – Equipment Area  
a. an area on the receiving dock to recharge large equipment e.g. forklifts etc.
b. forklift storage, trolley holding areas and charging bays for the electric pallet jack
c. equipment holding area (75m2) Short term equipment storage as to alleviate congestion on the dock
d. additional space should also be made available in the receiving area of the dock to hold large bulky

items (hospital beds, equipment, furniture etc)
e. space for AGVs

8.2.4. Dirty Holding 
a. secure, refrigerated and locked area for holding of food waste, clinical and related waste. Requires

two egresses
b. secure storage space for empty trolleys, pallets and tubs

8.2.4.1 Holding – Clinical Waste / Sharps - Dirty  
a. secure, cooled
b. separated from other wastes
c. sharps containers and C64 bins are stored in 5 cupboards on wheels (2m highx1mx1m). Clinical

waste is stored in bulk 30 x 120L, 12 x 660L bins. Chemotherapy waste containers included in the
above numbers.

8.2.4.2 Holding – Clinical Waste / Sharps – Clean  
4 cupboards on wheels (2m highx1mx1m) for C64 clinical waste bins and bulk 30 x 120L, 12 x 660L bins. 
Chemotherapy waste containers included in the above numbers.  

8.2.4.3 Holding – General Waste/Co-mingled/Paper Bin – Clean  
Holds bins not accommodated by disposal rooms after being cleaned or awaiting return to disposal 
rooms. Waste bins that require holding after cleaning 20 x 660L, 15 x 240.  

8.2.4.4 Holding – General Waste/Co-mingled/Paper Bin – Dirty  
a. dirty empty bins for general wasted, paper, comingled, holding for bins waiting to be cleaned
b. general waste bins
c. paper waste bins
d. co-mingled waste bins
e. waste bins that require washing 20 x 660L, 15x240.

8.2.4.5 Holding – Organic Waste  
a. secure, cooled
b. organic waste - for empty bins
c. holding space for full bins from food services, cafeteria, IPUs
d. refrigerated
e. 20 x 240L bins, empty and full awaiting pick up 10m2.

8.2.4.6 Holding – Recyclables – Various – Awaiting Pick-Up  
a. polystyrene - 660L bins for packaging require 1m x 3m
b. fluorescent tubes & Light Bulbs - 660L bins, some lights don’t fit in 660L bins too long require space

1m x 3m
c. recyclable peri-operative equipment - Dishes trays etc., stored in 240L bins 3m x 3m request 9m2
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d. metal waste - Large items (beds, fridges) for scrap pick up 2 x 10m request 30m2
e. metal waste - Small to medium items, bin kept on site permanently1 x 6 cubic metre bin
f. batteries (non-acid) - 1 x 240L bin -1 x 1m
g. toner cartridges - Drop off point and collection by contractor 2 x 1m
h. empty pallets, stacked, 20, 1 x 2m.

8.2.4.7 Holding – Soiled Linen Trolley  
a. 3m x 7m –trolleys that contain dirty linen bags
b. currently holds 19 trolleys. 57 trolleys a day removed, 3 times per day
c. linen chute.

8.2.4.8 Waste Audit Area  
a. open space/area for sorting of waste and auditing used infrequently (utilise bin washing area)
b. table to be set up when this process is required
c. adjustable height (waste height) sorting bench

8.2.4.9 Weighing Area  
weighing-in, floor, heavy duty weighing scales capable of handling pallet sized goods and weighing waste 
products – dirty side of dock  

8.2.4.10 Bin Washing Area  
a. dedicated for bin washing (located between dirty and clean bin area)
b. segregated drainage.

8.2.5. Compactors  

8.2.5.1 Compactors - Waste  
a. secure caged area – 3x bin lifters at 6m2 each
b. 3 single compactors – general waste, paper and co-mingled (plastics/cans) 4mx 10m each.

8.2.5.2 Compactors - Workspace  
temporary waiting area/ bin holding that will accommodate full bins being emptied into compactor 

8.2.6. Storage 

8.2.6.1 Store - Medical Gas 
The storage area requires:  
a. secure
b. caged storage areas with separated compartments
c. to be external to the building in a secured compound

8.2.6.2 Store - Flammable  
Stores for dangerous goods inwards contain products being stored prior to use. 4 Dangerous goods 
inwards are required for:  
• toxic
• corrosive
• oxidizing agents and
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• Class 3 flammable products.

Stores for dangerous goods outwards contain used products, wastes awaiting collection and disposal. 
Dangerous goods outwards are required for:  
a. 1 store for Class 3 flammable products and
b. 1 store for toxic, corrosive and oxidizing agents.

Dangerous good (flammable) stores have unique design requirements including: 
a. this store must be located within the clean dock area and have forklift access. It should not be located
under an essential critical service i.e. Operating Theatres, Emergency Dept.
b. by legislation, stores must be located 15-17 metres from a public structure with clear truck access
c. Flame proof walls
d. Roof covering
e. bunding flags and spill kit
f. intrinsically safe lighting, electrical wiring and switches
g. ventilation requirements and one wall open to ventilation.

Table 4 – Dangerous Goods Store at Canberra Hospital 

DS Class Id Current Qty 
Stored 

Future Storage 
requirements 

Flammable 
Liquids 

3 1400 Litres 2000 Litres 

Hazardous Non 
Dangerous 
Substances  

99 20 Litres 50 Litres 

8.2.7. Staff Areas 
a. access to change amenities for uniform, PPE, and high visibility clothing (dock staff)
b. site office for goods receipting and dispatch with clear vision of dock activities and scales to
accommodate 2 supply staff and 1 onsite medical gas employee

8.2.8. Support Areas 
operating space for AGVs 

9. Major Technology Requirements
The Receiving & Dispatch Loading Dock should incorporate a fully integrated ICT system.  ICT services 
technology changes rapidly and the design process must acknowledge continuous development of policy 
and the impact it may have on implementation.   

The dock currently has the following technology requirements: 
• PA system for dock and related activities
• Radio-frequency identification (RFID)
• integration of bar code readers
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• provision for automated guided vehicle (AGV) parking, charging and manoeuvring  
• Radiation Detection  
• fire exit doors should only be able to be opened from the inside and the area should be alarmed  
• fire suppression system.  

9.1. Equipment 
Table 5 - Equipment Required for the Loading Dock at Canberra Hospital 

Equipment  2016 2021 
Gas Forklift  1 1 
Electric Pallet Jack  1 1 
Electric Trolley Tug 
(AGV)  

TBC TBC 

Manual Pallet Jacks  2 2 
 

10. Functional Relationships 
Functional relationships describe the physical relationships required between different areas within the 
Facility. Certain relationships are required to determine the configuration of the facility. 
Immediate (<1 minute)  Being the shortest direct, horizontal route.  

The route must be an Unimpeded Route.  
Door to door travel time between the two 
areas or services identified as having an 
"Immediate" functional relationship must 
not exceed one minute.  

Direct (<2 minutes)  Being a direct horizontal or vertical route.  
The route must be an Unimpeded Route.  
Door to door travel time between the two 
areas or services identified as having a 
"Direct" functional relationship must not 
exceed two minutes and there must be 
minimal corner turns between the two 
areas or services.  

Ready (<5 minutes)  Being a horizontal or vertical route.  
Door to door travel time between the two 
areas or services identified as having a 
"Ready" functional relationship must not 
exceed five minutes.  

Easy (<10 minutes)  Being a horizontal or vertical route.  
Door to door travel time between the two 
areas or services identified as having an 
"Easy" functional  

10.1. Internal 
 
• immediate access between store managers office (centrally located) and loading dock  
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• immediate access between loading dock and truck bays, car parking and courier parking
• immediate access between loading dock and flammable store
• immediate access to Decontamination shower and Emergency Eye Wash bay, spill containment and

spill kit holding area
• direct access between bin wash area and waste sorting area
• direct access between loading dock and service lifts and corridors
• direct access between loading dock and medical gas store.

10.2. External 

• direct access to the Supply store
• direct access to Linen Room
• ready access to pharmacy
• ready access to staff amenities
• easy access to the radiation store located in B19 Level 1- CRCC
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11. Future service developments and innovation  
• introduction of tracking and bar-coding  
• introduction of weighing of waste volumes and movements  
• E-Procurement will change the way supply orders are processed  
• electronic requisitioning will streamline and tighten the requisition approval and order processing  
• WI-FI systems linked to the warehouse to facilitate E-PICKING using hand held devices instead of the 

current paper based systems  
• flammable storage - Other considerations to keep in mind include whether the product quantities of 

the future require a minimum storage facility or greater. The distances from public places etc. 
depend on what is being stored and how much etc.  

• if the new legislation requires CH to dispose of dangerous substance containers through a chemical 
pickup scenario, this would create the need for greater storage space.  
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12. Schedule of Accommodation  

AusHFG 
Code 

Deviatio
n from 
HPU  
Y/N Room / Space 

Qua
ntity 

Room 
Area 

Total 
Area m2 

AHFG's  
Standa

rd 
Compn

ent 
Size 
m2 

Deviat
ion 
from 
Stand
ard 
Comp
ent 
m2 

TRUCK 
BAYS 

              

    Loading Dock - clean 1 50 50     
    Loading Dock -dirty 1 50 50     
SUBTOTAL   Subtotal     100     
CIRC   Discounted Circulation   20% 20     
UNIT_TOT
AL 

  Total     120     

HOLDING - 
CLEAN 

              

    Holding – received goods general 1 100 100     
    Holding – supply services 1 80 80     
    Holding – Pharmacy 1 20 20     
    Holding - equipment 1 75 75     
    Loading Dock -dirty 1 50 50     
SUBTOTAL   Subtotal     325     
CIRC   Discounted Circulation   20% 65     
UNIT_TOT
AL 

  Total     390     

HOLDING – 
(DIRTY 
AND 
CLEAN 
WASTE) 

              

    Holding – clinical waste, sharps - clean 1 40 40     
    Holding – clinical waste, sharps - dirty 1 40 40     
    General, comingled, paper waste bin holding -

clean 
1 25 25     

    General, comingled, paper waste bin holding -
dirty 

1 25 25     

    Holding – organic waste (clean and dirty) 1 10 10     
    Soiled Linen Trolley Holding 1 54 54     
    Waste sorting/audit area 1 10 10     
    Weighing bay 1 3 3     
    Bin washing area 1 45 45     
    Loading Dock -dirty 1 50 50     
SUBTOTAL   Subtotal     302     
CIRC   Discounted Circulation   20% 60     
UNIT_TOT
AL 

  Total     362     

COMPACT
ORS 

              

    Compactor - waste 1 30 30     
    Compactor - lifters 1 18 18     
    Compactor - workspace 1 15 15     
    Loading Dock -dirty 1 50 50     
SUBTOTAL   Subtotal     113     
CIRC   Discounted Circulation   20% 23     
UNIT_TOT
AL 

  Total     136     

STORAGE 
AREAS 

              

    Store- medical gas 2 15 30     
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Store - flammable 4 20 80 
Soiled bin holding 1 40 40 
Linen receiving/holding area 1 20 20 
Medical gases holding area 0 0 0 
Dangerous goods store 0 0 0 
Radiation store 1 20 20 
Loading Dock -dirty 1 50 50 

SUBTOTAL Subtotal 240 
CIRC Discounted Circulation 20% 48 
UNIT_TOT
AL 

Total 288 

STAFF 
AREAS 

Office -  2 person 1 12 12 
Office – 4 person 1 20 20 
Loading Dock -dirty 1 50 50 

SUBTOTAL Subtotal 82 
CIRC Discounted Circulation 35% 29 
UNIT_TOT
AL 

Total 111 

SUPPORT 
AREAS 

Bay – equipment charging 1 30 30 
Bay – forklift, pallet jack, scissor lift 1 12 12 
Bay AGV 5 2 10 
Cleaners room 1 5 5 
Hand wash bays 2 1 2 
Decontamination Shower 1 1 1 
Emergency eye wash bay 1 1 1 
Loading Dock -dirty 1 50 50 

SUBTOTAL Subtotal 111 
CIRC Discounted Circulation 20% 22 
UNIT_TOT
AL 

Total 133 

Total 
Area m2 

Deviat
ion 

from 
Stand

ard 
Comp

ent 
m2 

Total Room Area 1273 N/A 
Total Discounted Circulation  Ave 21% 267 N/A 

Total Department / Unit Area 1540 N/A 
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13. Abbreviations
Abbreviation Description 

AGV Automated Guided Vehicle 

MoC Model of Care 

PICS Purchasing Inventory Control System 

SS Sterilising Services 

HPU brief development participants 
Participants in the development of the HPU brief 

Position Name 
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1. Introduction
In September 2016, ACT Government announced the construction of a Surgical Procedures, 
Interventional Radiology and Emergency (SPIRE) Centre to be built at Canberra Hospital (CH). This 
infrastructure project is part of the ACT Government’s 10-Year Health Plan and is in response to the 
increasing demand on ACT hospitals and health services across the territory.  

The ACT Government 2017 Budget provided funding for the first stages of the SPIRE project which 
includes planning and the commencement of design. This document incorporates components of a 
Model of Care (MoC) and Health Planning Unit (HPU) Brief into a combined planning document that 
broadly defines the way the service is delivered, and the functions to be undertaken within the 
unit/service. This planning document has been developed for building design only and is required by 
the prospective design consultants to enable design development.   

ACT Health engaged Healthcare Management Advisors (HMA) Pty Ltd and Capital Insight Pty Ltd to 
undertake the MoC/HPU brief development in collaboration with staff from Health Services Redesign 
and Building Health Service’s Program. Development of the document occurred between February 
and May 2018 with internal ACT Health stakeholders who have been identified within this document. 
Outstanding issues that require resolution over the next design phases are noted at the beginning of 
this document.  

The SPIRE Project provides an opportunity to develop a helipad for patient transfer by medical 
transport helicopters and is an essential element of the healthcare capabilities of the CH and the 
Centenary Hospital for Women and Children (CHWC). A rooftop helipad located on the SPIRE building 
will enhance the efficiency of patient transfer by aero-medical ambulances using a direct transfer link 
between the helipad and the critical care areas in CH such as the Emergency Department (ED), 
Perioperative service, Intensive Care Unit (ICU) and the Neonatal Intensive care Unit (NICU) in the 
CHWC.  

2. Description of the service
A helipad is defined by the Civil Aviation Safety Authority (CASA) as an area that is: 

a. intended for use wholly or partly for the arrival or departure of helicopters, on: (i) land; or (ii)
a building or other raised structure on land

b. meets or exceeds the helipad standards set out in Volume II of Annex 14 to the Chicago
Convention.

The helipad will meet the operational needs of the current and longer term future fleet of medical 
transport helicopters operating in Performance Class 1, a future requirement for Medical transport 
helicopters advised by CASA in their Notice of Proposed Rule Making OS13-04.   

The helipad is primarily used for the retrieving patients to CH as a regional trauma healthcare facility 
and tertiary Intensive Care Unit for the Southern region of NSW. The helipad also supports patient 
transfers from CH to other hospitals notably the major specialist facilities in Sydney, NSW.  
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The CH helipad is used by the helicopter retrieval service located in the ACT and other New South 
Wales Ambulance Service (NSWAS) Helicopters in NSW (Orange, Wollongong and Bankstown bases); 
including the Newborn Emergency Transport Service (NETS) helicopters operating from the NETS 
base at Bankstown airport, Sydney NSW. The CH helipad may on occasion be used by Ambulance 
Victoria for patient transfers. 

The various retrieval services currently operate the Agusta Westland AW139 helicopters. These 
helicopters have the capability to transport one to two patients and are classified in the generic 
grouping of medium twin types due to their maximum mass and twin engine configuration.   

3. Scope of service
The existing helipad serving CH currently supports approximately 700 patient transfers a year. The 
assessment of demand for Helicopter Medical Transport flights through CH indicates that the helipad 
is to be capable of supporting the independent loading or unloading of two helicopters 

The CH rooftop helipad will be used exclusively for air ambulance flights associated with healthcare 
service provision in the Capital Region and adjoining areas, including the Sydney Basin. As such, the 
facility will meet the physical and operational needs of the current and future fleet of Medical 
transport helicopters operating in these areas.  

The helipad will be available used 24 hours a day, seven days a week. The frequency of use is variable 
and whilst current usage patterns indicate a daily average of two or three flights, more than five 
flights in a 24 hour period have been recorded. The duration of time that a helicopter occupies the 
helipad is also a variable but a 30 minute period between approach and departure is not uncommon.  

4. Model of care summary
The CH helipad will be capable of two Final Approach and Take Off (FATO) areas for independent but 
non-simultaneous arrivals and departures. This will enable the transport of two patients at a time 
without the requirement for helicopter movement and parking, giving increased flexibility and 
operational safety for each helicopter using the facility. A detailed analysis of the helipad 
configuration and operational protocols will be undertaken during the detailed design phase for the 
project.   

5. Workforce
Dedicated workforce is not required for the clinical operation of the helipad, staffing will be supplied 
by the appropriate retrieval service. Canberra retrieval service medical staff are provided by the 
Capital Region Retrieval Service (CRRS), located at the CH. Each mission by the retrieval helicopter 
service requires four crew members on board the helicopter (pilot, air crew, intensive care 
paramedic and a critical care doctor). A similar configuration applies to the flights conducted by the 
Ambulance Services of NSW (ASNSW) and NETS.   

CH medical staff rostered to work on the retrieval helicopter, when not on shift for the aircraft, work 
in their designated specialty area at CH.  The doctors provide 24/7 medical coverage and are key to 
providing an aeromedical coordinated system approach to the care of critically ill and injured 
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patients throughout the ACT and Southern NSW. Paramedics assigned to the service are employed by 
the ACT Ambulance Service (ACTAS)  

CH Security and ward staff personnel will be involved whenever the helipad is active. Protocols and 
procedures for the activities by hospital staff will be developed during the project development 
phases in consultation with relevant user groups. 

Support by additional CH clinical personnel may be required on occasions in support of the clinical 
personnel on the helicopter. Procedures including communication protocols for the involvement of 
additional personnel will be developed during the project development phases in consultation with 
relevant user groups.   

6. Policies impacting on the built environment
The design and construction of the helipad must comply with the current technical standards, codes 
and recommended practices defined by CASA and the Building Code of Australia (BCA) for a helipad 
operating as a hospital based Helicopter Landing Site (HLS).   

A HLS is defined as a helicopter landing area within easy trolley access (<100m) to and from the 
hospitals critical care areas.  

Additional guidance material for hospital helipads has been prepared by the ASNSW.  

7. Operational description and associated design
requirements

7.1. Access 
7.1.1. Hours of operation and access 
The helipad will operate 24/7 on an as needs basis, therefore is to be designed for day and night use.  

Incoming retrieval flights contact the Navigator Nurse in the CH ED and advise the patient 
requirements on arrival. A Code H alert is then sent to all the required services in preparation for the 
arrival of the patient.  

Access to the hospital rooftop and helipad lobby will be restricted and controlled by building access 
and security protocols. Normal operating procedures for the arrival and departure of helicopters will 
include provisions whereby no personnel will be permitted to be outside the helipad lobby or on the 
hospital rooftop in proximity to the helipad.  

Public access to the hospital rooftop and helipad level will not be available.  

7.2. Core services 
All required clinical support services will be provided in accordance with the Code H specifications. 
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7.3. Non-clinical support 
7.3.1. Environmental and supply services 

Cleaning 
Cleaning services will ensure that facilities are clean and hygienic as per Infection Prevention 
Guidelines and contemporary best practice. Access will be required to a cleaners’ room.  

Equipment  
Four adult retrieval transfer trolleys will be required on-site to support patient transfer to and from 
the helipad. Two trolleys will be stored in bays within the helipad at all times.  Following use, transfer 
trolleys will be decontaminated by staff within a clean-up area adjacent the ED ambulance bays and 
stored with other patient transport equipment managed by staff.  Equipment tracking technology, 
such as RFID, will be employed to ensure the location of the trolleys is known at all times.   

The NETS transfer cot will be stored within NICU. 

Waste 
Waste management and removal will occur as per the facility wide policy for managing waste.  The 
helipad will require bins for general and clinical waste.  

7.4. Amenities for staff 
Retrieval team members will have access to hospital amenities including the staff cafeteria and toilet 
facilities.  Decontamination facilities will be provided in the ED.  

7.5. Security requirements 
Security arrangements for access to the helipad area will be in line with ACT Health policies and 
procedures including appropriate access control and adequate restriction to the helipad operational 
areas. 

Lifts to the helipad will be access controlled. Access from the helipad lobby to the flight deck will also 
be access controlled.  

Security and access must be able to be maintained during power failure. 

A fixed duress will be located in the helipad lobby. Security personnel will respond to critical 
incidents within the helipad automatically on activation of duress alarms and as required on request 
from clinical staff 

Closed Circuit Television (CCTV) will be in the helipad lobby and on the flight deck.  

7.6. Infection control 
Standard precautions will be implemented for patients known or suspected to be infectious or who 
are immunosuppressed.   

Alcohol based hand rub, a clinical hand wash basin and Personal Protection Equipment (PPE) will be 
located in the helipad lobby.  

General and clinical waste bins will be provided in the lobby. 
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Furniture Fittings and Fixtures (FFE) should allow for ease of cleaning and discourage accumulation of 
dust. Finishes are to be washable and approved by Infection, Prevention and Control. 

7.7. Information Communication Technology (ICT) 
Specific ICT requirements for the helipad include: 

• Radio and mobile phone communication between the helicopter and hospital 
• A fixed telephone 
• Access to full two way radio  
• Wi-Fi 
• Automated weather station 
• Automated lighting activation system 
• CCTV  

7.8. Safety 
The planning, design and construction of the helipad is to comply with all relevant safety standards 
and codes including fire safety. 

The serviceability of the rooftop helipad and associated obstacle environment will be monitored daily 
by the Helipad Safety Officer. An annual technical inspection that includes a detailed survey of the 
obstacle environment needs to be undertaken and provided to the helicopter operators so that flight 
planning with reference to the operational criteria for Performance Class 1 can be completed for 
each flight.  

8. Specific design requirements 
8.1. Overarching design requirements 
The analysis of operational parameters for the CH rooftop helipad will include the identification of 
flightpath track options and an assessment of expected usability relative to a range of crosswind 
limits using site specific wind data. The assessment of helipad usability relative to crosswind values is 
necessary to consider the potential capability of the facility to meet the operational criteria for the 
design helicopter operating in Performance Class 1.   

As outlined in Section 6, the design and construction of the helipad must comply with the current 
technical standards, codes and recommended practices defined by CASA, the BCA, and other 
relevant guidelines for a hospital based HLS.   

The helipad must have the capacity to accommodate the current and future fleet of Medical 
transport helicopters operating in Performance Class 1. Capacity for military class helicopters is not 
required.  

8.2. Specific design requirements 
8.2.1. Helipad performance criteria   
The helipad must meet the following aeronautical performance criteria: 
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• capable of use by two medical transport design helicopters for the loading and unloading
of patients and equipment

• capable of meeting the physical and operational needs of medical transport helicopters
operating in Performance Class 1 include provision for helicopters with a larger D-value
and maximum mass than the current fleet (7,000kg).

8.2.2. Helipad design considerations 
The design of the rooftop helipad will require careful consideration of factors that may affect the 
safety or efficiency of helicopter flights and current and future hospital operations. Considerations 
will include: 

• interference from/with electromagnetic fields of medical equipment such as MRI  and
sensitive medical equipment such as monitoring devices and plant

• acoustic insulation
• vibration disturbance
• impact of downdraft to adjacent public and patient areas
• proximity to hospital flammable liquid storage areas
• proximity to mechanical plant including air intake points and exhaust stacks and plumes that

may be subjected to the effects of rotor wash
• the impact of approach and departure paths on future development of the hospital campus.

The structural implications for supporting structures, noise levels and fire safely will be considered in 
detail during the design development phase.  

The boundaries of the operational airspace for the rooftop helipad need to be identified in the early 
stages of the project and effective measures identified and implemented to protect the airspace 
against possible future obstacle intrusion.    

8.2.3. Lobby area 
The helipad lobby area must meet the following requirements: 

• have restricted access controlled by the hospital security pass system
• have an airlock to provide shelter from helicopter rotor wash winds
• have patient bays for holding up to two patients; each bay will require a medical service

panel (MSP) with two oxygen and one suction outlet
• have access to storage for two transport trolleys and storage for protective/safety clothing

for up to four hospital support staff
• have access to handwashing facilities
• have manually operated (push button control) doors for access to the interior of the

facility which are located beside the helipad (rather than set back) and allow visual contact
between pilots, crew and staff on the facility

• have lighting enabling full use of the helipad, including individual patient assessment, in all
natural light conditions

• have the capacity to dispose of general and clinical waste
• ensure ease of patient transfer from the helicopter to the lifts to the critical care areas

(minimal change in gradient)
• the lifts will be configured to give members of the retrieval staff and associated hospital

support staff priority access over other hospital users
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• the lifts will accommodate at least one patient on a stretcher, a minimum of four staff and
life support equipment, with capability to transport bariatric patients.

Additional requirements include: 

• Non-slip flooring
• Door protection to prevent trolley damage to the doors and frames
• Drainage and weather protection to prevent back flow of water into the lobby.

8.2.4. Visual aids 
The helipad will be equipped with visual aids including surface markings and aeronautical lighting. 
The aeronautical lighting will include an illuminated wind direction indicator mounted on the rooftop 
of the helipad lobby and services block. A supplementary wind speed indicator or an automated 
weather station will be provided to assist the helipad safety officer provide verbal advice of wind 
conditions to the helicopter pilot.   

9. Functional relationships
9.1. Internal functional relationships 
The flight deck will have direct access to a lobby for patient holding prior to transfer either to: 

• the helicopter, or
• the critical care areas in CH or CHWC.

The functional relationships are outlined in Figure 1 

Figure 1: Functional relationships 
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9.2. External functional relationships 
The helipad will be located within the 24 hour acute clinical services zone of the CH.  

A direct link between the helipad and the critical care areas of the CH and the CHWC will be provided 
by two priority access controlled lifts.  

Direct travel links are required between the helipad and the CH and CHWC critical care areas to 
minimise travel time. 

Key external functional relationships are prioritised in the following table as per the criteria in Table 
1.  

Table 1: Functional relationships 

Service/Unit Priority Comments 

ICU Direct Movement of patients and staff 

CCU Direct Movement of patients and staff 

NICU Direct Movement of patients and staff 

Interventional Suites Direct Movement of staff and patients to Theatres and 
Catheter laboratory 

Emergency Department Direct Movement of patients and staff including those 
requiring decontamination 

Medical Imaging Direct Movement of patients to CT & MRI 

Security Easy Movement of staff. e.g. black alert, staff from all points 
urgently attend 

General (Hotel) Services Easy Movement of staff, waste & transport trolley 

Mortuary Easy Movement of patients and staff 

Table 2: External functional relationship criteria 

Immediate 
(<1 
minute) 

Being the shortest direct, horizontal route. The route must be an unimpeded route. 
Door to door travel time between the two areas or services identified as having an 
"Immediate" functional relationship must not exceed one minute. 

Direct (<2 
minutes) 

Being a direct horizontal or vertical route. The route must be an unimpeded route. 
Door to door travel time between the two areas or services identified as having a "Direct" 
functional relationship must not exceed two minutes and there must be minimal corner 
turns between the two areas or services. 

Ready (<5 
minutes) 

Being a horizontal or vertical route. 
Door to door travel time between the two areas or services identified as having a "Ready" 
functional relationship must not exceed five minutes. 

Easy (<10 
minutes) 

Being a horizontal or vertical route. 
Door to door travel time between the two areas or services identified as having an "Easy" 
functional relationship must not exceed ten minutes. 
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10. Future service developments and innovation 
In the longer term beyond the operational life of the current fleet, variants of existing models and 
new types can be expected to operate at the CHHS rooftop helipad. It is anticipated that the air 
ambulance function will continue to be provided using helicopters in the medium twin engine 
grouping. The trend within this group of helicopters demonstrated by recent developments is that 
the engine power available and associated performance capabilities with one engine inoperative 
increases significantly with only slight increases in maximum mass and overall D-size. 
Notwithstanding the expected life span of the newly introduced AW139 types, the design helicopter 
for CH rooftop helipad needs to include provision for helicopters with a larger D-value and maximum 
mass than the current fleet.   

Any development in the near vicinity of the airspace connecting with the rooftop helipad will need to 
consider the operational impact of the helipad in relation to flight paths. Future developments need 
to be warned that some noise will be inevitable from the operations of this service.   



Health Planning Unit Brief – Heliport v0.6 

   Page 12 of 15 
 

11. Schedule of accommodation  
 

AusHFG Code Deviation 
from HPU  

N/A 

Room / Space Quantity Room Area 
m2 

Total Area 

CLINICAL           
AIRLE-12   Airlock - Entry, 12m2 1 12 12 

PBTR-A12   Patient Bay - Acute Holding Treatment, 12m2 2 0 0 

SUBTOTAL   Subtotal     12 
CIRC   Discounted Circulation   0% 0 
UNIT_TOTAL   Total     12 
SUPPORT           
BHWS-B   Bay - Handwashing, Type B 1 0 0 

BPPE   Bay - PPE  1 2 2 

STEQ-14   Store - Equipment, 14m2 1 14 14 

SUBTOTAL   Subtotal     16 
CIRC   Discounted Circulation   0 0 
UNIT_TOTAL   Total     16 
UNIT_TOTAL   Total       
HELICOPTER 
LANDING SITE 

          

    HLS 1 2500 2500 
      0 0 0 
      0 0 0 
      0 0 0 
SUBTOTAL   Subtotal     2500 
CIRC   Discounted Circulation   0 0 
UNIT_TOTAL   Total     2500 
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PPE Personal Protective Equipment 

RFID Radio Frequency Identification 
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1. Introduction 
In September 2016, ACT Government announced the construction of a Surgical Procedures, 
Interventional Radiology and Emergency (SPIRE) Centre to be built at Canberra Hospital (CH). This 
infrastructure project is part of the ACT Government’s 10-Year Health Plan and is in response to the 
increasing demand on ACT hospitals and health services across the territory.  

The ACT Government 2017 Budget provided funding for the first stages of the SPIRE project which 
includes planning and the commencement of design. A Health Planning Unit (HPU) Brief is a planning 
document that defines the activities and functions to be undertaken within a unit/ service. This HPU 
Brief has been developed as part of the SPIRE planning component and articulates the operational 
requirements, functionalities and relationships for which the prospective design consultant can 
develop a suitable design response.   

ACT Health engaged Capital Insight Pty Ltd to undertake the HPU development in collaboration with 
staff from Health Services Redesign and Building Health Service’s Program. Development of this 
document occurred between April and May 2018 with internal ACT Health stakeholders who have 
been identified within this document. Outstanding issues that require resolution over the next design 
phases are noted at the beginning of this document. 

2. Description of the service  
The Department of Cardiology at the CH is the tertiary diagnostic and therapeutic centre for acute and 
chronic cardiac diseases. Cardiology is a specialist service designed to care for and facilitate 
consultation for inpatients and outpatients with suspected or proven cardiovascular diseases, and to 
provide advice on the management of cardiovascular diseases. CH provides level 6 role delineation 
Cardiology services to adult patients. It is the tertiary level referral service for the ACT and surrounding 
Southern NSW and provides lower complexity cardiac services to the residents of southern Canberra.   

Cardiology services at the CH encompasses  

• Acute Cardiac Care Unit (ACCU) 
• Interventional Cardiology Laboratories (ICL) 
• Cardiac Diagnostic and Imaging Services  
• Ambulatory Cardiology Care 

The Cardiac Diagnostic and Imaging Services and Ambulatory Cardiology Care are outside of the scope 
of this document.  

This document outlines the functional requirements for the following the Cardiology Services at CH: 
• ACCU  
• Interventional Cardiac Laboratories. 

2.1. Acute Cardiac Care Unit (ACCU) 
The ACCU is a discrete unit including step-down and telemetry beds for monitoring of patients with 
acute coronary syndrome, heart failure or life threatening arrhythmias. It provides a full range of 
invasive and non-invasive monitoring for cardiac patients, with access to the full range of cardiac 
investigations and 24 hour on call echocardiography, angiography, angioplasty and permanent 
pacemaker services.  

Facilities include: 
• Multi day beds including acute beds and an ST-Elevation Myocardial Infarction (STEMI) bed 
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• Sub-acute beds 
• Chest Pain Evaluation Unit (CPEU) 
• ACCU Procedure rooms 
• Clinical Support area, including central analysis station for electrocardiography transmission 

2.1.1. Multi day beds 
Provides acute inpatient cardiology beds and an ST-Elevation Myocardial Infarction (STEMI) bed.  
These beds are cardiac protected and require specialised cardiac monitoring, networked to a central 
monitoring station.   

2.1.2. Sub-acute beds 
These beds provide an intermediary space between Acute Cardiology and ward beds.  They are cardiac 
protected and have telemetry monitoring.  

2.1.3. Chest Pain Evaluation Unit  
This unit is a dedicated area within the ACCU used for the evaluation of chest pain, and to initiate 
treatment under protocol. It will require access to the ACCU procedure room for exercise stress 
testing (treadmill exercise testing) 18 hours per day.  They are cardiac protected and have telemetry 
monitoring.  

2.1.4. ACCU Procedure Room 
The procedure rooms provide internal access for the ACCU to dedicated non sterile procedure space 
i.e. cardiac ultrasound, stress testing, and advanced cardiac monitoring.     

2.1.5. ACCU Clinical Support Area 
Location of staff station to support the staff functions within the clinical environment, including 
central monitoring and Central Analysis Station.   

2.2. Interventional Cardiology Laboratories (ICL) 
The Interventional Cardiology Laboratories consisting of the Cardiac catheterisation Laboratories, 
Electrophysiology Laboratory, Procedure rooms and Day unit are specialised diagnostic and 
interventional therapeutic services within cardiac services at the CH. The ICL is staffed by experienced 
interventional cardiology teams.  
Interventional activities are supported by the ACCU. 

2.2.1. Cardiac Catheterisation Laboratories (CCL) 
The CCL will undertake both emergency and elective diagnostic and interventional cardiac 
catheterisation procedures in dedicated cardiac catheterisation laboratories.   
The CCL require dedicated control rooms to support the functionality.   

2.2.2. Electrophysiology Lab (EP Lab) 
The EPLab activity includes diagnostic, mapping, ablation, myocardial biopsy and implantable cardiac 
device.  Some EPS are done as day procedures, although patients that receive ablation may require 
admission. 
The EP lab requires a dedicated control room and computer equipment room to support the 
functionality and ensure compliance with design requirements.  There will be a shared anaesthetic 
room between the EP lab and the hybrid laboratory.   

2.2.3. ICL Procedure Room 
The procedure room will provide a dedicated clinical sterile space for transoesophageal 
echocardiograms and sterile procedures.   
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2.2.4. Interventional Cardiology Day Unit  
The ICL day unit will support the ICL through the provision of a waiting, admission, holding, and 
recovery area, staffed by specifically trained nursing staff.   

2.2.5. Hybrid Cardiac Catheterisation Laboratory (shelled) 
The Hybrid Cardiac Catheterisation Laboratory is a soft shelled space, which has capacity to support 
future development in interventional technology and practice.  The exact use will be determined by 
future demand.   
The Hybrid Cardiac Catheterisation Laboratory requires a dedicated control room and computer room.   
There will be a shared anaesthetic room between the EP lab and the hybrid laboratory.   

2.2.6. ICL Clinical Support 
Location of staff station to support the staff functions within the clinical environment.   
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3. Scope of service
The key components of the ACCU and ICL are summarised in the following table. 

Table 1: Functional Planning Units for Acute Cardiac Care Unit and Interventional Cardiology Laboratories 

HPU Room type (FPU) Current 
2018/19 

Projection 
2026/27 

Acute Cardiac Care Unit (3 pods of 8 
beds) 

Acute beds & ST-Elevation 
myocardial Infarction bed 11 16 

Sub-Acute beds 4 4 

Chest Pain Evaluation Unit 4 4 

ACCU Procedure Rooms 1 3 

ACCU Clinical Support, including 
central analysis station 1 1 

Interventional Cardiology 
Laboratories (ICL) 

Cardiac Catheterisation Labs 2 2 

Electrophysiology Lab Incl. in 
above 1 

ICL Procedure Room 0 1 

Interventional Cardiology Day Unit 6 14* 

Hybrid Cardiac Catheterisation 
Laboratory (Shelled) 0 1 

ICL Clinical Support area 1 1 

*The determination of Cardiology Day Unit beds is based on the AIMS Projection formula, and
supported by ACT Health ACTPAS report and Hardes modelling.

AusHFG recommend 6 recovery beds per interventional laboratory.  However this does not account 
for patients going directly from the interventional laboratory to inpatients wards.    

4. Model of care summary
The vision for Cardiology services is to provide improved care and outcomes for patients with, or at 
risk of, cardiovascular disease. This means person-centred care from early diagnosis to end of life care, 
with improved access for vulnerable groups and a seamless patient journey. [5] 

The Model of Care (MoC) incorporates concepts of a ‘Healing Environment’ including appropriate 
décor to create a relaxed ambiance for patients, acoustic attenuation in consulting and testing rooms 
to ensure adequate privacy for patients and single rooms to increase privacy. 

Health care at CH is delivered in a way that is: 
• person-centred – providing care that is respectful, responsive and focused on the patient’s needs
• safe – avoiding harm to patients from care that is intended to help them
• effective – providing services based on scientific knowledge and which produce a clear benefit
• timely – reducing waits and sometimes harmful delays
• efficient – avoiding waste and reducing cost
• equitable – providing care that does not vary in quality because of a person’s characteristics.
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The MoC for cardiology services is an integrated service including acute cardiology inpatient beds, 
inpatient and ambulatory procedural services, and ambulatory chest pain evaluation.   

Patients attending for planned procedures will be directly admitted directly to the ICL, where they will 
be immediately directed to the Day Unit in the ICL. The Day Unit will be an extended day stay unit 
(07:30 – 22:00 hours Monday to Friday).  

Patients requiring inpatient management will be transferred to the ACCU or other appropriate IPU 
following their procedure. Day-only cases will be managed in the ICL Day Unit prior to discharge.  
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5. Workforce
The workforce for the ACCU and ICL will be a multidisciplinary team consisting of Cardiology 
specialists, registrars and residents, cardiac nurses, allied health including Cardiac sonographers, 
cardiac scientist’s s, administration and operational personnel. Projected staff profiles have been 
developed to inform this stage of planning and will be subject to adjustment both in numbers and 
classification as better clarity is gained around MoC/service delivery models. Below is a staffing profile 
table outlining workforce for ACCU and ICL which is required to develop the schedule of 
accommodation only (e.g. offices, staff stations and receptions). Staff profiles are subject to review by 
Workforce Policy and Planning. 

Table 2: ACCU and ICL workforce profile 

Position Levels 
FTE Headcount 

Current Additional Current Additional 

Cardiologists / Fellows (includes 1.2 
Cardiac Electrophysiologist) 

7 10 

Electrophysiologist 1.2 0.2 2 1 

Registrars 

Residents 

ADON (shared with Division of 
Medicine 

1 0 1 0 

Nurse Manager (Shared with Division 
of Medicine) 

1 0 1 0 

Clinical Nurse Consultant 2 0 2 0 

Clinical Nurse Educator 1 0 1 0 

Registered Nurses TBA 

Senior Cardiac Technologist (HP5) 1 TBA 

Cardiac Technologists (HP3) 2 TBA 

Cardiac Technologist (HP2) 4 TBA 

Cardiac Sonographer (HP4) 3 1 TBA 

Technical Officer (Shared with 
Cardiology OPD) 

1 TBA 
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6. Policies impacting on the built environment
ACCU and ICL will operate in accordance with Australian Council on Health Care Standards, ACORN 
guidelines, WorkCover Design and Handling of Surgical Instrument Transport Cases 2011, Australian 
Standard AS4187, 2014, Reprocessing of reusable medical devices in health service organizations, 
NSW nursing standards and the NSW Day Surgery Facility Professional Standards Advisory Committee. 

The ACCU and ICL will adhere to the relevant design and space standards outlined in the Australasian 
Health Facility Guidelines (AusHFG) Part B – Health Facility Briefing and Planning: 

• AusHFG 170 – Cardiac Investigation Unit  (https://aushfg-prod-com-
au.s3.amazonaws.com/HPU_B.0170_2_0.pdf)

• AusHFG 260 – Cardiac Care Unit (https://aushfg-prod-com-
au.s3.amazonaws.com/HPU_B.0260_7%20_0.pdf)

• AusHFG 270 – Day Surgery Procedure Unit (https://aushfg-prod-com-
au.s3.amazonaws.com/HPU_B.0270_6_2.pdf)

• Australian Commission on Safety and Quality in Health Care. Acute Coronary Syndromes
Clinical Care Standard. Sydney: ACSQHC, 2014

• ARPANZA guidelines

7. Operational description and associated design
requirements

7.1. Access 
7.1.1. Hours of Operation 
The cardiac service operates 24 hours a day, seven days per week. More specifically: 

• ACCU operates 24 hours a day, 7 days a week with afterhours emergency access
• ICL provides emergency, Primary Percutaneous Coronary Interventions (PCI) 24 hours a day, seven

days a week and planned elective interventions during business hours
• occasionally patients will require emergency interventions in the EPLab, although this will be

dependent on the availability of an Electrophysiology Cardiologist.

7.1.2. Access points for staff, patients and visitors 
Patients and visitors will enter the ACCU and the ICL via a central entry.  Entry into the ACCU for 
visitors will be controlled from the central staff station through an audio-visual intercom.  Family and 
carers will be able to visit a patient at any time, subject to the patient’s condition. There is to be an 
addition back of house/staff entry that is non-public thoroughfare. Prior to entering the ACCU and ICL 
everyone must wash their hands with Alcohol Based Hand Rub (ABHR). 

7.1.3. Admission to the unit 
• patient flow and bed allocation will be coordinated through the Bed Management Unit
• planned admissions will have an appropriate pre-admission assessment, either at the cardiology

pre-admission clinic or by telephone
• a centralised day of surgery admission model will be in place for all booked surgical patients,

however cardiology patients will be immediately directed to the ICL Day Unit
• unplanned admissions will be admitted via ED, CH inpatient units, NSW hospitals, or Ambulance

services via the STEMI pathway (see Model of Care document, section 4.1)

https://aushfg-prod-com-au.s3.amazonaws.com/HPU_B.0170_2_0.pdf
https://aushfg-prod-com-au.s3.amazonaws.com/HPU_B.0170_2_0.pdf
https://aushfg-prod-com-au.s3.amazonaws.com/HPU_B.0260_7%20_0.pdf
https://aushfg-prod-com-au.s3.amazonaws.com/HPU_B.0260_7%20_0.pdf
https://aushfg-prod-com-au.s3.amazonaws.com/HPU_B.0270_6_2.pdf
https://aushfg-prod-com-au.s3.amazonaws.com/HPU_B.0270_6_2.pdf
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• it is anticipated that a high percentage of patients will be admitted as day of surgery/ procedure
admission

• discharge planning will commence at pre-admission for surgical/ procedural patients.

Patients may be ambulant, in a wheelchair, on a hospital bed or trolley. 

7.1.4. After-hours access, and how this will be controlled 
After 2100 hours and before 0600 hours, family and carers will enter CH via the after-hours entrance 
and present to the security office in order to gain access to the ACCU. 

7.2. Core services 
7.2.1. Diagnostic Imaging 
Access to Cardiac CT and MRI is required. Patients that require this investigation are generally low risk 
planned patients that will be referred from the CPEU or the Cardiology Outpatient Clinics 

For other investigations, patients will be transferred to diagnostic imaging for imaging and imaging 
procedures.  Where the patient is to be transferred to the diagnostic imaging department, they may 
require a wards person and nurse escort, with or without cardiac monitoring equipment. Mobile 
ultrasound will be available on the ward as required. 

7.2.2. Pathology 
These services will be provided by the onsite ACT Pathology Service onsite. 

Pathology specimen collection will be attended by ACCU staff.  Requests for pathology are made 
electronically. Pathology services will include the use of point of care testing and have rapid access to 
pathology labs through the use of pneumatic tube located in the staff station and electronic result 
system. Some pathology samples are required to be hand delivered by ACCU staff or courier. 

Specimens collected by procedural staff in the ICL will be transferred to the Pathology Laboratory by 
pneumatic tube system, or where necessary hand delivered by courier. 

7.2.3. Pharmacy 
Pharmacy services will be provided by the CH Pharmacy Service. 

Medication management will be electronic utilising Electronic Medication Management (EMM) and 
Workstations on Wheels.  Capacity is required to adapt to other EMM devices as these become 
available.  

In the ACCU and ICL day unit, imprest medications will be stored in the imprest storage system within 
Clean Utility rooms.  A wall mounted safe will be provided for the storage of controlled and restricted 
drugs of addiction (S4D & S8).  Access to medication storage areas will be access controlled and 
limited to authorised persons.  

The Cardiology services will adopt the recommended storage and preparation of medications as 
endorsed by the Medication Safety Standard Committee including facilities for the monitored 
refrigeration of medications.   

Provision will be made for installation of Automatic Dispensing Machines (ADM) which provide staff 
with instant information and access to stocked medication 24 hours a day, 7 days a week.  The ADMs 
will interface with the pharmacy inventory management system, meaning orders are automated and 
delivered by pharmacy staff to cater for the individual ACCU’s stock requirements. Par levels can be 
tailored for each ADM.  
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The Workstations on Wheels can also safely store patient medication close to the patient’s bedroom.  
They are stocked by the nursing / pharmacy staff from the ward imprest, or are ordered individually.  
The trolleys require tethering for security purposes, but are easily untethered by staff to take to the 
patient bedside for medication administration.  

Every patient’s medication profile and therapy will be reviewed by a ward based clinical pharmacist. 
Patients will receive medication counselling prior to discharge.  

Any patient medications brought in on admission will be stored in a small safe in accordance with 
Medicine, Poisons and Therapeutic Goods regulations 2008. 

The ICL will require wall mounted medication safes for storage of S4D and S8 medications within a 
clean utility room. There is to be visibility from this room into the labs. 

There is to be the facility to store anaesthetic related medication medications in the anaesthetic room, 
accessible to the laboratory, with staff proximity access.  

The Pharmacist and staff will communicate via a large white board in a secure, confidential location. 

Stock for return to Pharmacy must be stored in a locked receptacle.   

7.3. Non-clinical support 
7.3.1. Administration 
A ward clerk will operate from the main staff station in the ACCU and from a staff station in the 
Interventional Cardiology Suite. A single ward clerk will move from staff station in the ACCU to the ICL 
as dictated by demand. 

The ward clerk will have a designated work area in the Staff Station oversighting the entry to the unit 
and in close proximity to the clinical workroom.   

7.3.2. Environmental and Supply Services 
Supplies 

Stores are delivered two to three times per week with stock levels monitored against the Purchasing 
and Inventory Control System (PICS).   

Clinical supplies will be provided using an imprest system. Supply staff will do reordering.  

In the ACCU and ICL, point of care cupboards are to be distributed evenly throughout.  The lower half 
of the cupboard will open to store the Pathology point of care trolley.  The cupboard above will house 
consumables such as incontinence pads, detergent, wipes and alcohol based hand rub will be 
provided. 

In addition to the dedicated Medication Room, unboxed sterile consumables, bulk IV fluids and 
miscellaneous items will be stored in a General Store Room.   An Equipment Room will accommodate 
reusable equipment, some of which will require charging. Mobile equipment bays will be provided to 
make available commonly used items (e.g. hoists, IV poles, vital signs monitors). Non-core medical 
equipment will be stored in a central medical equipment store with 24/7 access. 

Sterile interventional stock will be stored within the sterile stock area of the ICL.   

Reusable medical devices, procedural sets from CSSD and sterile linen packs will be collected to 
agreed operation checklists within the sterile stock area in preparation for the planned and emergency 
lists.  An open trolley system will be used. Special consumables will also be held in the sterile stock 
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area and added to the collections as required. A computerised bar coding system will be used for 
tracking instruments.  

Waste 

Waste management and removal will occur as per the facility wide policy for managing waste.  Waste 
will be segregated at the source and will include general, biohazard and recyclable as a minimum. 

Waste streaming is to be available in both the ACCU and ICL. 

Dirty utility rooms will accommodate two 660L bins for general waste and co-mingle recycling, and 
two 240L clinical waste bins. A disposal room will be located in the shared space on the perimeter of 
the ACCU, close to a service corridor and back of house lifts.  Waste will be removed from dirty utility 
rooms to the Disposal rooms by staff once to twice daily depending on area, demand and agreed 
schedule.  

7.3.3. Transport 
Day of Surgery Admission (DoSA) patients will be transferred to the ICL procedure room on a day 
surgery bed/wheelchair.    

Following the procedure, patients admitted overnight will be transferred to the inpatient unit on an 
inpatient bed. Bed holding space will be provided within the ICL.   

7.3.4. Food 
Breakfast, lunch, dinner, morning and afternoon teas will be provided for inpatients within the ACCU 
according to the menu.  Sandwiches and beverages will be provided to day procedure patients. Fresh 
bread will be available daily. 

The management of inpatient diet orders and meals will be through the My Meal system – an 
integrated food services management system, with assistance rendered by Patient Support Assistants 
and Nutritionists as required.  

Food service staff will deliver a retherm food trolley to the ACCU which is docked at the retherm bay.  
A food services staff member delivers meals to the patients.   

7.3.5. Sterilising services 
All contaminated materials will be removed from the ICL via the clean-up rooms. At the end of each 
case, the used instruments will be wiped off and returned to the supply trolley, together with 
anaesthetic equipment, for transfer to the Sterilising Services Department (SSD) via a dedicated route.  
TOE probes are sterilised in the endoscopy during business hours and in the pre rinse sterilising unit in 
the perioperative suite after hours. 

All routine sterilisation of equipment will be carried out in the Central Sterile Supply Unit.  

7.4. Amenities for patients, staff and visitors 
7.4.1. Patient areas 
Amenities for patients will be provided as per the design requirements and the Schedule of 
Accommodation. There is to be dedicated secure storage for use by the day patients in each bed bay 
and in the single rooms of admitted patients.   

Patients will engage in rehabilitation activities as soon as clinically appropriate to facilitate early 
recovery and prevent deconditioning. These activities will occur in the bed area and/or a therapy 
space adjacent to the inpatient unit, dependent on the nature of the activity. 
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7.4.2. Visitors 
Where patients are having a day procedure in the ICL, family members will be given an estimated of 
length of time for procedure, and be instructed to return to the cardiology day ward at that time. A 
lounge space will be required for use by ACCU visitors, with phone access to local/STD calls available. A 
beverage bay is required adjacent to the lounge.  

Family members are encouraged to be involved in the patient’s activities of daily living and their 
recovery as appropriate.  Each bedroom is to have a carer zone, with a built in overnight bed and a 
single chair located next to patient beds to accommodate visitors.  A quiet room will be provided for 
use by distressed or grieving families, with phone access to local/STD calls. 

7.4.3. Staff 
Office space will be allocated as per the ACT Health Office Accommodation Policy. 

Staff will have access to a staff room with beverage bay, refrigerator and microwave and the ability to 
lounge, eat and debrief with colleagues. The location will provide privacy to staff away from 
patients/carers.  The staff room will need to accommodate up to 10 staff at the same time.  The room 
is to be provided in the shared zone outside the unit.  There will be a conference room for staff 
education/meetings.  Overnight staff accommodation will be provided for elsewhere in the Hospital. 

7.5. Security requirements 
7.5.1. Access cards, telephones, call points and alarms 
Staff will enter the Cardiac unit and staff only areas with a proximity access card. Staff access to and 
within the ICL will be controlled by proximity access card.  Access to the various holding, procedural 
and recovery areas will be controlled from the reception point and/or staff station. Patients will be 
brought into the ICL by staff.  Entry into the ACCU for visitors will be controlled from the central staff 
station. 

7.5.2. Mobile/personal duress systems 
Personal duress capability is required, however fixed duress will be located in any room where a staff 
member has discussions with family / patients e.g. interview rooms, meeting rooms, lounge, and 
reception. Staff will be able to utilise the multifunctional wireless phones in addition to fixed duress 
systems. 

Security personnel will respond to critical incidents within the unit automatically on activation of 
duress alarms and as required on request from clinical staff.  

7.6. Infection control 
7.6.1. Acute Cardiology Care Unit 
Standard precautions will be implemented for patients known or suspected to be infectious or who 
are immunosuppressed.  90% single bed rooms will ensure standard isolation for all patients.  
Negative pressure (Class N) single bed rooms will be used for patients with airborne infections.  

Alcohol based hand rub (ABHR) will be available at the entrance for use by all staff, patients and carers 
before entry to the unit.  ABHR will be used as an adjunct to clinical hand washing and are to be 
provided on the end of each bed, at the entrance to patient rooms and distributed around the Unit.  
They will be fixed to the wall, with a strip of vinyl behind them.  

Clinical hand wash basins and associated equipment and consumables will be provided in medication, 
treatment, utility and bed rooms – located so that staff wash their hands upon entry/exit from the 
room.  
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Clinical hand wash bays are to be provided at a ratio of one per four beds in the corridors.  All basins 
will have basin set up as per the ACT Health Infection Prevention and Control (IPC) Departures from 
the AusHFG’s Document including vinyl to 2700mm behind the basin and will have electronic sensor 
tap wear. 

Specifically: 
• a pair of rooms will have detergent wipe bracket.
• Personal Protection Equipment (PPE) racks are to be provided at the entry to each bed area.
• PPE waste holding bays are to be provided at a ratio of one per five beds.
• Furniture Fittings and Fixtures (FFE) should allow for ease of cleaning and discourage

accumulation of dust.
• finishes to be washable and approved by IPC.

7.6.2. Interventional Cardiology Laboratories 
Patients with a known multi-resistant organism (MRO) infection will be transferred straight to the 
procedure room and will not wait in a holding bay.  Isolation rooms will be provided in or adjacent to 
holding and recovery areas.  Clinical hand wash basins (Type B) will be provided at the ratio of 1 per 4 
holding/recovery bays and in utility rooms – located so that staff wash their hands upon entry / exit 
from the room.  Non-alcohol based hand rub will be provided in all patient care areas. 

7.7. Information Communication Technology (ICT) 
ICT services technology changes rapidly and the design process must acknowledge continuous 
development of policy and the impact it may have on implementation.  The ACT Health ICT 
foundations comprises of four key areas: 

Patient Record Systems that provide a consolidated, shareable patient-centric health record enabling 
information to be available to the right person at the right place and time to enable informed health 
care and treatment decisions. This program includes systems such as: 
• Electronic Health Record fully integrated for ICU and IPU patients
• Personal Electronic Health Record (PEHR) incorporating an ACT Health smart card
• Clinical Portal/Centralised Order Entry/Provider Index
• e-Referral system
• Integrated Chronic Disease Management tools
• Electronic Medical Record System for patient admissions and discharges (CRIS replacement).

Clinical Decision Support Systems that provide healthcare professionals with better access to clinical 
research and evidence, and clinical decision-support tools to enable improvements in the quality, 
safety and efficiency of clinical practices. This includes: 
• EMM
• Clinical Protocol System
• Community Care System
• Renal Dialysis Application
• Theatre System Integration.

Support Services that use technology to efficiently manage the resources which support ACT Health in 
the provision of patient care, for example the management of staff, food and beds. 

The Digital Hospital Infrastructure designed to provide: 
• the secure technological capability to ensure a complete view of patient information at the point

of care
• high availability technologies needed to support a 24/7 care environment
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• electronic systems needed to support the coordination of health care 
• support for technologies required by staff in the delivery of health care services at the point of 

care 
• readily accessible facilities to allow patients to review and update their details, manage 

appointment bookings and access health care information and education materials provided in 
the e-health environment 

• enhanced patient health care experience 
• support for the future expansion of clinical ICT systems across both public hospitals. 

ICT will be used to support self-management and health literacy and to promote healthy choices e.g. 
health kiosks, web-based education. 

Video conferencing and Telehealth will be available using a range of technologies including fixed 
equipment in large bookable meeting venues, mobile equipment and internet based desktop 
applications.  
7.7.1. Acute Cardiac Care Unit 
Specific ICT requirements in the ACCU include: 
• bedside data entry: 

- staff will need access to computers at each bedside, staff stations and in consultation, 
treatment and procedure rooms 

- access is required to a mobile device platform (workstation on wheels) for the purpose of data 
entry. One device will be used between two bed spaces. 

- use of tablets, smart phones etc. will also need to be supported. 
• secure storage of and charging facilities for mobile clinical devices such as workstations on wheels, 

handsets, batteries on wheels, in close proximity to the staff workroom. 
• Wi-Fi and blue tooth 

- provision for medically safe wireless networking throughout the clinical area 
- Wi-Fi internet access will be provided throughout the inpatient unit (including lounge/wait 

areas) for use by staff and visitors. 
- Bluetooth and Wi-Fi will be required for communication between portable medical devices to 

enable equipment tracking and remote diagnosis of equipment faults to Biomedical 
Engineering. 

- Radio Frequency ID (RFID) tracking to enable equipment tracking throughout the hospital 
• Multi-function devices 
- MFDs are required at the staff station and clinical workroom 
• hearing Loop 
- hearing loop is to be available at the staff station near the ward clerk and in one clinical 

treatment space, treatment space or bedroom and ensuite 
• patient monitoring 
- wireless telemetry on all beds to be monitored at the bedside and at central staff station 
- telemetry to be compatible with other critical care areas within the hospital, including ED, ICU 

and Interventional Suite 
• patient beside entertainment 
- an integrated bedside communication system will include services such as television, 

computer monitor, patient health education, access to PEHR, my meal etc. 
- bedside data entry for clinical staff will be provided by an alternate system 
• communication 
- the most appropriate latest technology will be required for: communicating during systems 

fail or in disaster response; audible communication in all clinical and non-clinical areas with 
access to points in multiple locations. 
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Nurse call systems will be linked to multifunctional wireless phones enabling staff response to calls 
across various locations.  This will include the capacity for staff to communicate with each other and 
patients remotely. The Nurse call system will be extended to fully integrate with the bedside systems 
which currently link to the reception and the central security monitoring room of CH increasing safety 
and security for patients, visitors and staff. 

The nurse call system will be a smart system with the capacity for the patient to be able to identify 
what the needs are prior to a staff member physically attending the patient.  Staff will wear a handset 
integrated with the nurse call system.  This system will facilitate ‘rounding’, reminding staff at intervals 
that they must check a patient or do observations.  Cancellation of the nurse call occurs automatically 
when a staff member wearing the device enters the room of the nurse call origin.  The head set 
utilises Real Time Location System (RTLS). 

Data and power points are to be located at a mobile platform bay. These devices will facilitate 
integration with the electronic records systems and accessible by card reader. Devices will be 
protected by RTLS. 

7.7.2. ICL 
Three wall mounted computers per interventional laboratory (1 anaesthetist, 1 interventionist, 1 
nursing) will be required with access to RFID to ensure instrument tracking/scanning.   

The EPLab will require a dedicated control room.   

For each anaesthetic machine requires a computerised integration reporting system with print 
facilities. A report should be available indicating patients physiological monitoring and ventilator 
parameters. 

Further requirements: 
• a computer is required in each anaesthetic bay/room 
• a staff write-up bay with computer access is required 
• one fixed personal computer per recovery space. One mobile device for every procedure rooms or 

recovery spaces will be required. 
• charging bays for mobile equipment 
• secure Wi-Fi available throughout the interventional environments.  

The interventional laboratories should have pendant mounted cameras capability for the recording 
and real time transmission of operative procedures for clinical review and training purposes. 

An internal communication/call system within the CCLs with annunciator panels (location to be 
determined during the design phase).  

7.8. Teaching, training and research 
The service will provide teaching and learning opportunities for trainee doctors and for medical and 
nursing students etc. 

The Department of Cardiology is an accredited site for Advanced Training in Cardiology by the Royal 
Australasian College of Physicians (RACP) and office study space is a requirement for trainees. In-
service education will be routinely conducted on the unit and will require access to a shared meeting 
room with capacity for 20 people adjacent to the Unit. 

Staff are encouraged to take up and complete professional development packages and will require 
access to computer workstations to access eLearning applications.  
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Multidisciplinary learning and development opportunities are promoted and encouraged. Medical 
teaching rounds are conducted regularly. 

Clinical placement is provided for nursing, allied health and medical students. These clinical 
placements, lasting up to ten weeks, are provided for students from Australian National University, 
other Universities and Canberra Institute of Technology. 

Access to clinical simulation facilities is required. 

8. Specific design requirements 
8.1. Overarching design requirements 
The design must: 
• incorporate safe design principles including visibility between staff and patients and vice versa, 

standardisation, automation (if possible), acoustic attenuation, immediate accessibility to 
information close to the point of service and the minimisation of patient movement around the 
facility 

• support maximum productivity and efficiency, short travel distances, and ensure flexibility to allow 
operational models, nursing staff structures and the MoC to change over time, including nurse to 
patient ratios 

• facilitate efficient and effective patient flow though areas 
• have universal design of individual patient treatment areas to offer greater flexibility and 

adaptability for multiple purpose use. 

Bariatric patients up to 250kg will be managed within the service.  There will be one bed space to 
accommodate a super bariatric patient, up to 500kg.   

There is to be sufficient storage and mobile trolley bays to ensure trolleys do not clutter the corridor. 

Floor and wall coverings are to support acoustic attenuation.  Carpet tiles may be used in the staff 
station, staff workroom, interview room and offices if an appropriate cleaning regime can be agreed. 

8.2. Specific design requirements 
8.2.1. Acute Cardiac Care Unit (ACCU) 
Patient areas will comprise of 24 beds set up as three pods of eight. One pod will be set up as a 
combined step down and CPEU, providing monitored space for ambulant patients and a space for 
chest pain evaluation.  

Staff will be able to observe patients without entering the room.  Doors will be on soft close to reduce 
noise. 

Decentralised clinical write-up bays will be required for each pod of 8 beds to enable nursing staff to 
oversee the patients in their care and to enable patients to easily see nursing staff. Each bay will have 
space to accommodate two to three staff including non-nursing members of the care team. 

Room features will include: 
• acoustic attenuation 
• locally controllable dimmable lighting 
• access to TV 
• night lighting (floor lighting) 
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• all single bedrooms to have an ensuite
• ability to charge personal devices by the bed
• storage for patient and family possessions
• integral privacy blinds in the patient observation window – controllable from outside the room.

The following staff work areas will be provided: 
• three staff bases within the unit

- one central staff base is to be large enough to accommodate the ward clerk and pneumatic
tube station

- all staff bases will provide good observation of patients in their bed rooms
- satellite bases will accommodate up to three staff with computer access close to the point of

care
- orientation of the staff bases will ensure staff have optimum viewing of patient bed rooms

• a clinical workroom located adjacent to the larger staff base to allow privacy for case discussions,
write-up by members of the extended team and students and handover

• a CNC office located in the ACCU
• a Senior staff specialist (Clinical Lead) office
• other staff office accommodation.

The staff station will make provision for: 
• central area for ECG transmission and central monitoring
• storage of paper files
• photocopier bay in the clinical workroom
• a bay to accommodate a patient file trolley
• receptacle for pathology requests
• wall mounted storage for paper work associated with patient files.

The work room will have: 
• access via the staff station
• an electronic patient journey board
• confidential space for staff to work quietly without interruption
• adequate charging points for wireless phone system (mobile nurse call devices)
• space for the log on computer for the mobile nurse call devices
• lockable cupboards for hand held devices
• MFD
• electronic patient board in a position that provides patient confidentiality
• display of confidential information
• adjacent access to stationery/photocopy bay (access controlled).

Staff change rooms, incorporating toilet, shower, change facilities and staff/student locker bay will be 
provided in the Unit. 

Clean utility rooms are to be designed to house all unit medications and associated consumables in 
one location including imprest drugs, refrigerated drugs, space for sterile manipulation of intravenous 
admixtures, electronic prescribing, controlled drug storage and storage of patients own medications, if 
not at the bedside or in the workstation on wheels.  

Provision for power and data is to be made for the installation of Automated Dispensing Machines 
(ADM).  Bench space will be provided for medication preparation.  A secure container will be provided 
for staff to return medications to pharmacy. 
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8.2.2. Interventional Cardiology Laboratories (ICL) 
The accommodation requirements of the ICL are as per the Schedule of Accommodation. 

The ICL will include two Cardiac Catheterisation Laboratory, one to be configured as a Hybrid Cardiac 
Catheterisation Laboratory (shelled) and one Electrophysiology Laboratory (i.e. total of four 
laboratories).  

• ICL Day Unit will be collocated with the procedural area
• meeting rooms and staff amenities can be shared with the CCL
• the ICL requires an uninterrupted power supply
• Hybrid CCL size and capability to manage trans-catheter valve replacements, ECMO support and

cardiopulmonary bypass support in selected cases that are not open heart surgical cases
• all CCLs are to have the ability to manage General Anaesthetics, if required
• there will be two anaesthetic induction rooms in the ICL adjacent to a hybrid CCL and the EPLab
• staff line of sight of patient bays is paramount for patient safety and support.
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9. Functional relationships
9.1. Internal relationships 
The internal functional relationships for the ACCU and CIS are shown in the following figure. 

Figure 1: Cardiology Services internal functional relationships 

9.2. External relationships 
The Cardiac Care Unit will be located in the SPIRE building. Key external functional relationships are 
prioritised in the following Table 3 and as per the criteria in Table 4.  

Table 3: Cardiology services external functional relationships  

Service/Unit Priority Comments 

Perioperative and 
Interventional Centre 

Immediate Movement of staff and patients to the 
Cardiothoracic OT 

Emergency Department Ready Movement of patients and staff 

ICU/HDU Ready Movement of patients 

Ambulance entry Ready Admit patients 

Cardiology Outpatients Ready Movement of patients and staff 

Medical Imaging Easy Movement of patients 

Pathology Easy Movement of patient samples via pneumatic tube 

Allied Health Easy Movement of staff 
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Security Easy Movement of staff. e.g. black alert, staff from all 
points urgently attend 

Administration Centre Easy Movement of staff and consumers (admissions, 
patient flow etc.) 

Pharmacy Easy Movement of staff and medications 

General (Hotel) Services Easy Movement of staff, meals, linen & waste 

Mortuary Easy Movement of patients 

Discharge Lounge Easy Movement of patients 

Site Interfaces 

Drop off/Pickup Easy Movement of staff & consumers; Ambulance, 
Security, Patient Transport 

Car parking – Visitors Easy Movement of visitors and consumers 

Car parking – Staff Easy Movement of staff; swipe card access control 
(particularly on call staff) 

Public Transport Easy Movement of visitors, consumers and staff 

Table 4: Priority of external functional relationships 

Immediate 
(<1 minute) 

Being the shortest direct, horizontal route. The route must be an unimpeded 
route. Door to door travel time between the two areas or services identified 
as having an "Immediate" functional relationship must not exceed one minute. 

Direct 
(<2 minutes) 

Being a direct horizontal or vertical route. The route must be an unimpeded 
route. Door to door travel time between the two areas or services identified 
as having a "Direct" functional relationship must not exceed two minutes and 
there must be minimal corner turns between the two areas or services. 

Ready 
(<5 minutes) 

Being a horizontal or vertical route. Door to door travel time between the two 
areas or services identified as having a "Ready" functional relationship must 
not exceed five minutes. 

Easy 
(<10 minutes) 

Being a horizontal or vertical route. Door to door travel time between the two 
areas or services identified as having an "Easy" functional relationship must 
not exceed ten minutes. 
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10. Future service developments and innovation 
The following future service developments are anticipated: 

• increase in structural heart interventional procedures
• increase in cardiac electrophysiology ablation procedures
• increase in complexity of procedures given high risk ageing population
• increase in day procedures for less complex interventions
• increase in hybrid procedures
• delivery of support services via Automated Guided Vehicles (AGV)
• provision for scanning devices to be accessible throughout the unit
• installation of Automated Dispensing Machines (ADMs)
• provision of eHealth integration throughout the unit including at the bed side
• increased point of care testing.
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11. Schedule of accommodation  

AusHFG 
Code 

Deviation 
from HPU 
B.0520 

Y/N 

Room / Space Quantit
y 

Room 
Area 

Total 
Area 
m2 

AHFG's  
Standa

rd 
Compn

ent 
Size 
m2 

Deviati
on 

from 
Standa

rd 
Compe
nt m2 

ADMISSIONS / 
RECEPTION 

  

            

RECL-10 Y Reception / Clerical, 10m2 1 10 10 10 0 
OFF-2P Y Office - 2 Person Shared, 12m2 1 12 12 12 0 
STPS-8 Y Store - Photocopy / Stationery, 8m2 1 8 8 8 0 
WAIT-20 Y Waiting, 20m2 1 20 20 20 0 
WCAC Y Toilet - Accessible, 6m2 1 6 6 6 0 
WCPU-3 Y Toilet - Public, 3m2 1 3 3 3 0 

    Subtotal     59   0 
    Discounted Circulation   32% 19 32% 19 
    Total     78   19 

ICL DAY 
UNIT  

              

WAIT-10 N Waiting, 10m2 1 10 10 10 0 
CONS N Consult room 1 12 12 12 0 
INTF N Interview Room  1 12 12 12 0 
BBEV-OP N Bay - Beverage, Open Plan, 4m2 1 4 4 4 0 
PBTR-H-9 N Patient Bay - Holding, 9m2 24 9 216 9 0 
  N Property Bay - Patient 1 3 3 3 0 
WCPT N Toilet – Patient, 4m2 4 4 16 4 0 
ENS-ACC N Ensuite – Accessible, 7m2 2 7 14 7 0 
SSTN-10 N Staff Station, 10m2 1 10 10 10 0 
OFF-CLW N Office - Clinical Workroom 1 15 15 15 0 
BMEQ-4 N Bay - Mobile Equipment, 4m2 1 4 4 4 0 
BRES N Bay - Resuscitation 1 1.5 1.5 1.5 0 
BHWS-B N Bay - Handwashing, Type B 6 1 6 1 0 
BLIN N Bay - Linen 1 2 2 2 0 
BBW N Bay - Blanket  1 2 2 2 0 
CLUR-12 N Clean Utility / Medication Room  1 12 12 12 0 
DTUR-10 N Dirty Utility  1 10 10 10 0 
BMT-4 N Bay - Meal Trolley 1 4 4 4 0 

    Subtotal     354   0 
    Discounted Circulation   35% 124 35% 0 
    Total     477   0 

INTERVENTIONAL 
ROOMS (CCL, EPLAB, 
ICL PROCEDURE 
ROOM, HYBRID) 

  

            

  N Procedure Room  1 30 30 0 30 
ANIN Y Anaesthetic Induction Room, 18m2 2 18 36 18 0 
  Y Hybrid Cardiac Catheter Laboratory, 

75m2 
1 75 75 0 75 

  Y Hybrid OR Control Room 1 15 15 0 15 
  Y Hybrid OR Computer Room  1 12 12 0 12 
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AusHFG 
Code 

Deviation 
from HPU 
B.0520

Y/N

Room / Space Quantit
y 

Room 
Area 

Total 
Area 
m2 

AHFG's 
Standa

rd 
Compn

ent 
Size 
m2 

Deviati
on 

from 
Standa

rd 
Compe
nt m2 

SCRB-8 Y Scrub-up / Gowning 1 0 0 0 0 
SETUP-8 Y Set-up Room 1 0 0 0 0 

Y Exit Bay 1 0 0 0 0 
CLUP-15 Y Clean-Up Room, 15m2 1 0 0 0 0 
CLAB N Catheter Laboratory Procedure Room 2 55 110 55 55 
CLCT N Catheter Lab Control Room 2 14 28 14 14 
CLUR-12 Y Medication Room, 12m2 1 12 12 12 0 
OFF-4P Y CCL Reporting room 1 20 20 20 0 

N EP Laboratory 1 75 75 55 20 
N Control Room - EP Lab 1 15 15 15 0 
N Computer Equipment  Room 3 10 30 10 20 

SCRB-6 N Scrub-up / Gowning 2 6 12 6 6 
N Bay - Lead Aprons 4 1 4 1 3 
N Store Sterile Stock / Set Up Room 1 20 20 20 0 

Subtotal 494 250 
Discounted Circulation 35% 173 35% 88 

Total 667 338 
ICL CLINICAL 
SUPPORT 

STEQ-16 N Store - Equipment 1 16 16 16 0 
STGN-9 N Store - General, 9m2 1 9 9 9 0 
CLRM-5 N Cleaner’s Room, 5m2 1 5 5 5 0 
DISP-10 Y Disposal Room 2 10 20 10 0 
BPTS N Bay - Pneumatic Tube 1 1 1 1 0 
COMM Y Communications Room 1 12 12 12 0 
BPATH N Bay - Pathology 1 3 3 1 2 

Subtotal 66 2 
Discounted Circulation 35% 23 35% 1 

Total 89 3 
STAFF 
AREAS 
MEET-L-
30 

Y Meeting Room, 30m2 1 30 30 30 0 

OFF-S9 Y Office - Single Person, 9m2 3 9 27 9 0 
CHST-10 N Change - Staff (Male / Female), 10m2 1 10 10 10 0 
OFF-WI-
3 

N Office - Write-up, 3m2 2 3 6 3 0 

SRM-15 N Staff Room, 15m2 1 15 15 15 0 
WCST N Toilet - Staff, 3m2 2 3 6 3 0 

Subtotal 94 0 
Discounted Circulation 32% 30 32% 0 

Total 124 0 
MULTI-DAY BEDS (16 
BEDS) 

IBR-SP-B N 1 Bed Room - Special Coronary Care, 
20m2 

15 20 300 20 0 
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AusHFG 
Code 

Deviation 
from HPU 
B.0520 

Y/N 

Room / Space Quantit
y 

Room 
Area 

Total 
Area 
m2 

AHFG's  
Standa

rd 
Compn

ent 
Size 
m2 

Deviati
on 

from 
Standa

rd 
Compe
nt m2 

1BR-IS-
N2 

N 1 Bed room - Isolation 1 20 20 20 0 

ANRM N Anteroom 1 6 6 6 0 
ENS-ST N Ensuite - Standard, 5m2 14 5 70 5 0 
1BR-BA N 1 Bed Room - Bariatric, 20m2 1 20 20 20 0 
ENS-BA N Ensuite - Bariatric, 7m2 1 7 7 7 0 
ENS-ACC N Ensuite - Accessible, 7m2 1 7 7 7 0 
    Staff Base  2 5 10 5 0 
SUB-ACUTE (4 BEDS) 

  
            

IBR-ST N 1 Bed Room - Inboard Ensuite,16m2 3 20 60 20 0 
ENS-ST N Ensuite - Standard, 5m2 3 5 15 5 0 
  N 1 Bed Room - Bariatric, 18m2 1 18 18 18 0 
ENS-BA N Ensuite - Bariatric, 7m2 1 7 7 7 0 
LNPT-10 N Lounge - Patient/Family  1 15 15 15 0 
  N Staff Base  1 5 5 5 0 
CHEST PAIN 
EVALUATION UNIT 
(4 BEDS) 

  

            

4BR-ST-A N 4 Bed Room - Inboard Ensuite, 42m2 1 58 58 58 0 
ENS-ACC N Ensuite - Accessible, 7m2 1 7 7 7 0 
  N Staff Base  1 5 5 5 0 
ACCU PROCEDURE 
ROOM 

            

PROC-20 Y Procedure Room, 20m2 1 20 20 20 0 
PROC-20 Y Procedure Room, 20m2 2 20 40 20 0 
ACCU CLINICAL 
SUPPORT AREAS 

  

            

BPPE N Bay - Handwashing / PPE 4 2 6 2 0 
SSTN14 Y Staff Station, 14m2 1 16 16 14 2 
OFF-CLW N Office - Clinical Workroom 1 15 15 15 0 
BPTS N Bay - Pneumatic Tube  1 1 1 1 0 
BPATH Y 2 1 3 3 1 2 
OFF-S9 N Office - Single Person, 9m2 2 9 18 9 0 
CLUR-14 N Clean Utility Room, 14m2 1 14 14 14 0 
DTUR-14 N Dirty Utility, 14m2 1 14 14 14 0 
DTUR-S Y Dirty Utility - Sub, 8m2 1 8 8 8 0 
CLUR-12 Y Medication Room, 12m2 1 12 12 12 0 
BLIN N Bay - Linen 2 2 4 2 0 
  Y Bay - Dirty linen 2 0.5 1 0.5 0 
BMEQ-4 N Bay Mobile Equipment, 4m2 4 4 16 4 0 
BRES N Bay - Resuscitation  2 1.5 3.0 1.5 0 
STEQ-20 N Store - Equipment, 14m2 1 20 20 20 0 
STGN-9 N Store - General, 9m2 1 9 9 9 0 
BBEV-OP N Bay - Beverage, Open Plan, 4m2 1 5 5 5 0 
BMT-4 N Bay - Meal Trolley 1 4 4 4 0 
CLRM-5 N Cleaner's Room, 5m2 1 5 5 5 0 
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AusHFG 
Code 

Deviation 
from HPU 
B.0520

Y/N

Room / Space Quantit
y 

Room 
Area 

Total 
Area 
m2 

AHFG's 
Standa

rd 
Compn

ent 
Size 
m2 

Deviati
on 

from 
Standa

rd 
Compe
nt m2 

INTF N Interview Room 1 12 12 12 0 
Subtotal 876 0 

Discounted Circulation 38% 333 
Total 1209 

STAFF 
AREAS 
MEET-L-
20 

N Meeting Large, 20m2 1 20 20 20 0 

SRM-18 N Staff Room, 18m2 1 18 18 18 0 
OFF-4P Y Office - 4 Person Shared, 20m2 1 20 20 20 0 
WCST N Toilet - Staff, 3m2 2 3 6 3 0 
PROP-2 N Property Bay - Staff 1 3 3 3 0 
SHST N Shower - Staff, 3m2 1 3 3 3 0 

Subtotal 70 4 
Discounted Circulation 32% 22 1 

Total 92 5 
SHARED WITH 
INTERVENTIONAL 
CARDIAC 
LABORATORIES 

MEET-L-
15 

Y Meeting Room, 15m2 1 15 15 15 0 

DISP-10 N Disposal Room, 10m2 1 10 10 10 0 
Y Pharmacy - Satellite 1 10 10 0 10 

WAIT-20 Y Waiting, 20m2 1 20 20 20 0 
WCAC N Toilet - Accessible, 6m2 1 6 6 6 0 
WSPU-3 N Toilet - Public, 3m2 2 3 6 3 0 

Subtotal 67 10 
Discounted Circulation 32% 21 3 

Total 88 13 

Total 
Area 
m2 

Devia
tion 
from 
Stand

ard 
Comp

ent 
m2 

Total Room Area 2080 266 
Circulation Allowance Ave 36% 745 112 

Total Department / Unit Area 2825 378    
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12. Abbreviations 
Abbreviation Definition 
ACCU Acute Cardiac Care Unit 
ADON Assistant Director of Nursing 
ADM Automated Dispensing Machines 
ASD Atrial Septal Defect 
BCA Building Code of Australia 
BiPAP Bilevel Positive Airway Pressure 
CCL Cardiac Catheterisation Laboratory 
CCTV Closed Circuit Television 
CHCHWC Centenary Hospital for Women and Children 
CPAP Continuous positive Airway Pressure 
CPEU Chest Pain Evaluation Unit 
CRT Cardiac Resynchronisation Therapy 
DO Day Only  
DOSA Day of Surgery Admission 
ECMO Extracorporeal Membrane Oxygenation 
ECG Electrocardiogram 
ED Emergency Department 
EMM Electronic Medication Management 
EPLab Electrophysiology Laboratory 
FFE Furniture, Fittings and Equipment 
FPU Functional Planning Unit 
FTE Full Time Equivalent 
HPU Health Planning Unit 
IABP Intra-Aortic Balloon Pump 
ICD Internal Cardiac Defibrillator 
ICL Interventional Cardiology Laboratories 
ICT Information Communication Technology 
LAA Left Atrial Appendage 
MoC Model of Care 
MRO Multi Resistant Organism 
PCI Percutaneous Coronary Intervention 
PEHR Personal Electronic Health Record 
PFO Patent Foramen Ovale 
PPE Personal Protective Equipment 
RFID Radio Frequency Identification 
RMD Reusable medical devices 
RTLS Real Time Location System 
STEMI St-Elevation Myocardial Infarction 
SSD Sterile Supply Unit 
SPIRE Surgical Procedures, Interventional Radiology and Emergency 
TAVI Transcatheter Aortic Valve Implantation 
TOE Transoesophageal Echocardiogram 
TTE Trans Thoracic Echocardiogram 
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13. HPU brief development participants 
Participants in the development of the ICU HPU Brief 
Position Name 
Director of Cardiology Dr Ren Tan 
CNC Cardiac Catheterisation Laboratory Alison Baldwin 
Director of Nursing Kellie Noffke (A/g) 
Health Services Planning Unit Rhona JasonSmith 
Clinical Liaison SPIRE Kathleen Evans 
Health Planning Officer Naree Stanton 
Health Planning Officer Elizabeth Hallam 
Health Planning Officer Rebecca Caruana 
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1. Introduction 
In September 2016, ACT Government announced the construction of a Surgical Procedures, 
Interventional Radiology and Emergency (SPIRE) Centre to be built at Canberra Hospital (CH). This 
infrastructure project is part of the ACT Government’s 10-Year Health Plan and is in response to the 
increasing demand on ACT hospitals and health services across the territory.  
The ACT Government 2017 Budget provided funding for the first stages of the SPIRE project which 
includes planning and the commencement of design. A Health Planning Unit (HPU) Brief is a planning 
document that defines the activities and functions to be undertaken within a unit/ service. This HPU 
Brief has been developed as part of the SPIRE planning component and articulates the operational 
requirements, functionalities and relationships for which the prospective design consultant can 
develop a suitable design response.   
ACT Health engaged Capital Insight Pty Ltd to undertake the HPU development in collaboration with 
staff from Health Services Redesign and Building Health Service’s Program. Development of this 
document occurred between April and May 2018 with internal ACT Health stakeholders who have 
been identified within this document. Outstanding issues that require resolution over the next design 
phases are noted at the beginning of this document. 

This Health Planning Unit (HPU) Brief defines the activities and functions to be undertaken in the ED 
and co-located short stay inpatient units. It is not the role of the HPU Brief to design the space, but 
rather to articulate the operational requirements, functionalities and relationships for which the 
architect can develop a suitable design response. 

2. Description of the service 
The Canberra Hospital Emergency Department (ED) is a Level 4 Emergency Department as defined by 
Australasian College for Emergency Medicine (ACEM), characterised as a large, multifunctional 
tertiary or major referral hospital with capabilities for managing a wide range of complex conditions, 
and have a significant level of sub-specialty services.  The ACEM Emergency Department Guidelines 
are intended to support clinicians in the design process and inform Government, health planners, 
architects and designers in the planning phase.  
The CH Emergency Department has department designation according to the Role Delineation 
guidelines as a level 6 Tertiary Service and Trauma Centre, with a Territory-wide and regional role. 
The level 6 role delineation provides a framework that describes the minimum support services, 
workforce and other requirements for clinical services to be delivered safely. It delineates the level of 
clinical services, not hospitals or health facilities as a whole and informs strategic service, clinical and 
capital planning.  It provides timely, accessible and appropriate health services to people with acute 
illness or injury.  
The ED will receive, triage, stabilise and provide acute health care to patients. This includes patients 
requiring resuscitation and those with emergent, urgent, semi-urgent and less-urgent conditions.  The 
department includes a number of co-located short stay inpatient units as identified above, for 
patients that require additional time for assessment and treatment, but do not require an acute ED 
bed. The ED also requires the capacity to deal with mass casualty and disaster situations.  

3. Scope of service  
ED has a mixed cohort of elderly, adult and paediatric patients who present with a wide range of 
conditions of varying urgency and complexity. The unit provides care for adults and children in 
designated areas.  There are particular patient types seen in the Emergency Department that may 
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have specific psychosocial and treatment needs requiring consideration of treatment spaces to 
support these needs.   
Presentation occurs via ambulant entry, ambulance or police, helicopter and correctional services. 
The patient presentations types include: major trauma; medical and surgical – including neonatal, 
paediatric, adult and elderly; acute, complex elderly patients; patients with physical and intellectual 
disabilities; forensic presentations including victims of child abuse, domestic violence, or sexual 
assault; psychosocial including mental health; infectious diseases and immunocompromised; custodial 
patients, patients affected by chemical, biological or radiological contaminants. 
A child requiring a multi organ Paediatric ICU admission and individuals with a major burn, head injury 
or spinal injury may bypass the CH and be transported to an appropriate facility for definitive care. 
However, these patients can present and require initial management prior to transfer. 
A major function of the ED is to support education, training and research within the ED, to enable and 
support the delivery of a high quality service to both adults and children.  Ongoing training of this 
team is a major focus of the ED into the future. Facilities for training and education will be provided 
within the Department to facilitate easy access by staff. These facilities will also be used to provide 
venues for internal meetings and family conferences.  
In 2018, it is estimated that ED will manage 89,000 presentations, with strong growth projected into 
the future (noting that from 2008 to 2018 CH yearly average growth in ED presentations was 5.7%). 
While the caseload may be predictable, changing levels of demand must be anticipated. 
The following table outlines the scope of ED treatment spaces required to 2026/27within the SPIRE 
project.  Further demand modelling is required to identify final treatment spaces and types required 
across the territory. 

Health Planning Unit Current FPUs Future FPUs (2026/27) 

  Emergency 
  Resuscitation (incl. 1xClass N) 5 6 

  Resuscitation (Paeds) 0 1 

  Acute Adult (incl. 3 Class N & 1 Class P) 30 34 

  Acute Paediatric (incl. 2 Class N & 2x consults) 8 14 

  Fast Track Adult- Treatment spaces 10 8 

  Fast Track Adult Consult 0 5 

  Behavioural Assessment rooms 0 2 

  Emergency Department Total 60 70 

  Short Stay and Assessment Units 
  EMU Adult (incl 2 Class N) 12 26 

  EMU Paediatric (incl 1 class N) 0 6 

  Mental Health Short Stay Unit 6 10 

  Clinical Forensic Medical Service 1 2 

  Womens Assessment Centre 0 2 

  Short Stay and Assessment Units Total 19 46 

  Ambulance Bays 8 12 

4. Model of care summary
The focus of care provision within the ED will be to provide streamlined assessment of patients and 
subsequent access to the most appropriate area for treatment as quickly as possible.    
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Key features of the Model of Care (MoC) include: 

• co-location of triage nurse and registration clerk to streamline communication 
• upon arrival and once triaged, patients will be escorted to the appropriate stream. Each 

stream will incorporate a waiting room. This will facilitate rapid movement of patients away 
from the front of house waiting areas, to an appropriate clinical area enabling assessment, 
treatment and observation by clinical staff 

• hospital avoidance strategies territory-wide and these strategies integrated with the northern 
and southern Canberra ED network 

• waiting areas within streams may be utilised for patients awaiting results and waiting for 
access to a treatment space within the stream 

• multidisciplinary teams, including allied health professionals will be accessible and provide a 
service within all clinical treatment areas 

• movement of patients between streams in response to clinical need 
• early involvement of a discharge liaison nurse with key populations 
• increased use of care plans/pathways e.g. elderly or chronic illness 
• volunteers engaged in providing support to service provision 
• medical, nursing and allied health students within teams providing opportunities to learn 

within a supportive structure 
• focused assessment by teams allowing for early referral to an inpatient team, 

commencement on a pathway or admission/ transfer to a defined clinical area external to the 
ED. Pathways allow for a more efficient way of managing common presentations 

• right skill mix in the right place at the right time 
• balance between maintaining privacy and facilitating line of sight 
• timely access to turnaround diagnostics  
• flexibility in design to enable changes of function and facilitate potential changes in model of 

care. 

 Patient flow 
The ED must accommodate rapid flows between functional areas and be designed to avoid 
congestion. In addition to dedicated patient bay/bed areas provision is required to cater for patient 
surges for extraordinary events through temporary utilisation of appropriate spaces (both indoors and 
outside).    
The clerical desk and triage are the initial single point of contact for all patients attending the ED. 
Once the patient is triaged they will be streamed to an appropriate stream/sub-wait. The streaming 
process is flexible, facilitating optimal patient care, providing the ability to move patients from one 
stream to another should there be a change in the patient’s condition. 
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Following initial assessment and review, patients may be transferred internally to other areas of the 
ED. From the ED, patients may be admitted to short stay units to continue their care. Alternatively 
patients may be transferred to other services within the hospital (e.g. theatres, ICU, Inpatient Unit), 
another hospital or discharged home. 

5. Workforce 
Projected staff profiles have been documented within the Emergency Department Model of Care V0.7 
October 2018. 

6. Policies impacting on the built environment 
The ED and associated Units will adhere to the relevant design and space standards outlined in the 
Australasian Health Facility Guidelines (AusHFG) Part B – Health Facility Briefing and Planning: 

• 300 Emergency Unit 
• 131 Mental Health – Overarching Guideline Revision 
• 133 - Psychiatric Emergency Care Centre PECC 
• 510 Maternity Unit 
Other policies impacting on the built environment include: 
• ACEM Policy P32 Violence in Emergency Departments 
• ACT Health (2012) – Work Health & Safety Act and Regulations and Management Systems Policy. 
• ACT Health (2012) - Clinical Records Management Policy 
• ACT Health - Electronic Medicines Management Policy 

Figure 1: Patient flow within ED 
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• ACT Health Accommodation guidelines
• Infection Prevention Control Policy
• Disability Discrimination Act, 1992
• Centralised Equipment Services(CES)
• National Health and Medical Research Council (2010). Australian Guidelines for the Prevention

and Control of Infection in Health Care
• ACT Health (2014). Draft Action Plan: Improving patients sleep at CH.

7. Operational description and associated design
requirements

The ED consists of the following functional zones: 
1. Entrance/ reception
2. Triage and registration
3. Assessment and treatment

• Resuscitation (including paediatric resuscitation)
• Fast Track
• Adult Acute (including older person and maternity/gynaecology)
• Paediatrics Acute
• ED Mental Health pod (including behavioural assessment rooms)
• Clinical Forensic Medical Service (CFMS)
• Women’s Assessment Centre (WAC)
4. Short stay unit

• Adult Emergency Medicine Unit (EMU)
• Paediatric Emergency Medicine Unit (EMU)
• Mental Health Short Stay Unit (MHSSU)
5. Support areas

• Decontamination
• Satellite Diagnostic Imaging
6. Amenities, and
7. Ambulance areas.
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Entrance / Reception 
The unit operates 24 hours-a-day, seven days per week. 

7.1.1. Entry  
The following access points will be the first interaction point for most unplanned patient 
presentations. Access points need to take into account provision for aged, bariatric, patients with a 
disability, carers and visitors.  A drop-off zone is also required. 
Additionally, after-hours access to the main hospital through ED is required in such a way that visitors 
do not walk through clinical areas of the ED and is visible to security office. 
Public and ambulance entrances will be access controlled after hours. 
Ambulant Entry 

• A standalone, dedicated ambulant entry will be provided to the ED for ambulant patients,
separate from the Hospital’s Main Entry for patients/carers who have not been involved in a
contamination incident.  The ambulance entry to the unit will be directly adjacent to the main
ambulant ED entry to enable a single triage area.

Ambulance Entry within the Ambulance Area 

• There is a dedicated ambulance entry from the ambulance bay into the department.
Retrieval Entry

• There is an entry way which facilitates easy access to ED by retrieval services.
Decontamination Entry

• An alternate entry point will be provided for those involved in a contamination incident that leads
directly to the ED decontamination shower.

Staff entry 

• There is proximity card access from the staff zone to the ED.

7.1.2. Waiting areas 
Patients in general will not wait in a “front of house” waiting room. They will be rapidly assessed at 
the triage/clerical area, and be directed onwards to the relevant clinical stream. Within the stream 
they will be immediately placed in an assessment space if available. If not, they will be placed in the 
“sub-waiting” area which is an integral part of each stream. 
Treatment may be initiated in the sub-waits where clinically appropriate, and patients may return to 
the sub-wait area to finalise their treatment or for observation if appropriate. Requirements: 

• a minimal front of house waiting area, which is family friendly.
• waiting areas are to accommodate different patient groups including bariatric, elderly and

those with accessibility requirements
• paediatric separation from adults including play area to cater for families and children of

patients in the main ED area
• the sub-waiting rooms will be attached to, or within, each stream with the exception of the

resuscitation stream
• each sub-waiting area is to be designed to be an integral part of the stream
• each sub-wait is to be easily observable, enabling easy visual and physical interaction within

the stream as a whole
• all sub-waiting areas are to have a beverage bay
• facilitate the provision of privacy for family groups generally
• space to accommodate educational-type material and an area for health and community

related displays and demonstrations
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• vending machines containing healthy and nutritional food and beverages, and an internet 
kiosk 

• soft seating, appropriate for people with limited mobility e.g. with appropriate arm rests and 
height 

• seating in waiting areas should be designed so that seats do not face the triage desk, thereby 
preventing the ‘fish bowl’ effect and enhancing patient privacy 

• televisions in the waiting room with free to air and information loop 
• adult acute sub-wait area is to be capable of accommodating patients in a bed. 

7.1.3. Security Control Monitoring Room  
A security control monitoring room is to be located in the ED to enable observation of the entrance, 
triage and waiting areas. The office will monitor and facilitate after-hours access to the rest of the 
hospital. 

 Triage / Registration 
7.2.1. Triage  

Adults and paediatrics are received and triaged at a single location.   
Clerical reception and nurse triage are collocated and are the focus of the initial presentation and 
associated clerical/administrative functions.  
Patients who are deemed stable may be interviewed across the desk. Those patients with more 
complex conditions requiring a physical examination or discrete questioning will be invited into the 
triage bay and assessed by a nurse.   
After triaging the patient will then be directed to the appropriate stream/sub wait area. The intent is 
to move away from one centralised waiting area. Located in the ED are treatment streams that are 
comprise of a combined paediatric and adult resuscitation area, ED Mental Health pod, Fast Track 
pod, acute adult pod and paediatric stream. In addition there will be short stay and assessment areas 
including separate EMUs for adult and paediatric, Clinical Forensic Medical Service (CFMS), Women’s 
Assessment Centre (WAC) and MHSSU. 
Patients will be seen according to a combination of the urgency of their condition and their time of 
arrival. Requirements: 

• the triage nurse and clerical desks are to be shared to provide a single point of contact for the 
patient 

• the triage nurse will have a clear line of sight to the main entry, ambulance triage and front of 
house waiting area 

• there needs to be immediate access to the front of house waiting area for triage staff, to 
manage acutely unwell patients (i.e. patient collapse) 

• there will be provision for segregation from violent/disruptive behaviour 
• triage will allow visitors to communicate private information without compromising their 

privacy 
• associated assessment area/s for triage will be sufficient in size to provide appropriate 

assessment of an acutely unwell patient. These spaces will allow triage to survey the waiting 
room and entrances yet still provide privacy to the patient.  

 Assessment and treatment 
7.3.1. Resuscitation 

The most seriously ill or injured patients will be treated in the resuscitation stream. Both paediatric 
and adult services will be provided. During resuscitation up to 15 people, along with significant 
amounts of equipment, may attend the patient at the same time. The resuscitation area will: 
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• be open plan to enable clinical staff to move easily and quickly between bays, whilst still 
affording patients privacy 

• have the ability to be used for trauma patients or patients that require resuscitation 
• be supported by a physiological monitoring system with associated central monitoring 
• have direct and straight access from the ambulance entry to the resuscitation area  
• have direct access to satellite imaging 
• have overhead X-ray gantry in all resuscitation beds 
• two of the resuscitation bays will be preferentially used for major trauma, these will need to 

be larger to accommodate the complex, large team and additional equipment and procedures 
• have C-arm X-ray in the large resus room and one other bay 
• have ceiling mounted bariatric lifting equipment in the large resuscitations bay 
• large resus room to have negative pressure capability 
• staff station located centrally, with ready access to support areas including sterile store, clean 

utility, pneumatic tube 
A viewing room for family members of deceased patients is required to be located within this area, 
co-located with the patient family lounge. This room needs to be located in a quiet, discreet and 
private area, and will have dual access to enable a bed to be wheeled in from corridor and have an 
adjoining ensuite. 

7.3.2. Fast Track 
Rapid assessment, investigation, and treatment of lower acuity patients will occur in Fast Track. 
Generally patients will be discharged home from this area, but if further management is required, 
they will usually be transferred to EMU or an inpatient unit.  Medical staff, physiotherapists (including 
extended scope practitioners), and other nursing staff will staff this stream.  
A single room/ procedure/isolation room with ensuite (not a dedicated room)is required in Fast Track 
for the management of correctional/custodial patients.  This room is to be designed to provide a safe 
space to manage patients at risk of clinical deterioration, harm to others, or escape from custody. The 
room will be large enough to enable the prisoner to be accompanied by two correctional officers. It 
will be located to enable ease of supervision and provide a direct line of sight from a staff station, 
minimise disturbance to other patients, protect the privacy and dignity of the patient and consider 
paths of access to and from the room. 
A consult room is required to be fit out for use by ENT / Ophthalmology and requires a wall or ceiling 
mounted electronic visual acuity screen, computer and slit lamp, to accommodate Snellen chart 
Two procedure rooms are required for dressings, stitches, minor procedures and one room will 
require a plaster trap. 
Allied health assessment requires one plinth in the physiotherapy treatment room to accommodate a 
400kg patient. 
Visibility from a central staff station to all rooms and the sub-wait area is required. 

7.3.3. Adult Acute Stream 
Adult patients with severe or potentially severe conditions will be treated in acute assessment beds. 
Patients will be dressed in a gown, connected to central monitoring and have 
investigations/interventions initiated. Patients who are mid treatment and stable, or considered 
suitable for relocation pending results may be moved to chairs within the adult acute sub-waiting 
room. Generally patients will be moved to either other areas of the hospital, including short stay 
units, or home. Requirements: 

• solid wall between bays (1/2 length with remainder curtain) 
• each space to have a ceiling mounted examination light 
• treatment spaces to be arranged in pod configuration with two pods to have ability to shared 

amenities, given the number of adult acute assessment spaces 
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• physical separation between the adult acute and adult EMU 
• ceiling mounted bariatric hoists to 250kg located in 2 adult acute bays 
• one of the two procedure rooms will require a plaster trap 
• interview rooms required for non-clinical and indirect care including allied health, police, 

distressed families 
• Visibility from a central staff station to all rooms and the sub-wait area is required. 

Ward services interchange 
Wards person and Hospital assistance will be designated to the ED and will require an 
interchange/setting area for use between tasks. This interchange area will help to ensure Ward 
Services staff will be accommodated in a location which does not provide an OH&S risk to clinical 
areas and assists with maintaining work flow. 
Communication Centre 

• Will be located within the ED 
• Switchboard operations/workstations for up to four staff. 
• A centralised single phone number for ED - direct dial for outside callers including general public. 
• A central single Multi-Function Device. 
• Wireless VOIP charging stations and two way radio stations. 
• The ability to utilise the room for senior ED staff to co-ordinate urgent and emergent ED issues. 

7.3.4. Paediatric Acute Stream 
Paediatric patients with severe or potentially severe conditions will be treated in acute assessment 
beds. Patients will be dressed in a gown if necessary, connected to central monitoring and have 
investigations/interventions initiated. Patients who are mid treatment and stable, or considered 
suitable for relocation pending results may be moved to chairs within the acute sub-waiting room. 
Generally patients will be moved to either other areas of the hospital, including short stay units, or 
home. Requirements: 

• child specific environment 
• complete auditory, visual and physical separation of paediatrics from adult areas   
• consideration of 1/2 length solid wall between bays  
• isolation rooms: one isolation room will double for use by paediatric (mainly adolescent) 

behavioural/psychiatric presentations, this area is to be compliant with mental health 
guidelines for design 

• each space will have an examination light and adjustable/dimmable overhead lighting  
• a patient television is required in each bay 
• access to the outside environment or natural light is required 
• visibility from a central staff station to all rooms and the sub-wait area is required. 
• separation from the patients’ bed areas, visually and acoustically 
• paediatric procedure rooms require physiological monitoring, medical gas panel, including 

nitrous, Nurse Call, Nurse Assist and Emergency Call 
• one of the two paediatric procedure rooms will require a plaster trap  

No support areas in SoA, will they be shared with Paeds EMU. 

7.3.5. ED Mental Health pod 
The ED-Mental Health pod should be located at the front of ED to allow ready access to the 
behavioural assessment rooms.  The pod has a sub-wait area, and staff station and other clinical 
facilities as for the other ED streams. Entrance is access controlled, however people can move freely 
within the area. The pod is permanently staffed by ED nursing staff, medical staff, mental health 
clinicians and psychiatry medical staff. 
Behavioural Assessment Rooms 



HEALTH PLANNING UNIT BRIEF – EMERGENCY DEPARTMENT v0.11 

   Page 13 of 40 

 

The Behavioural Assessment Rooms (BAR) provide a safe space within the ED to observe, assess and 
manage patients exhibiting behavioural disturbance, also providing time for the effects of drug or 
alcohol intoxication to wear off. An assessment will be made to determine the diagnosis, 
management pathway, or referral to an appropriate service for ongoing treatment.  These spaces 
within the ED are to be located at the entrance and modelled on ‘behavioural assessment rooms’ 
(BARs). 

7.3.6. Clinical Forensic Medical Suites (CFMS) 
The ED will accommodate examination suites for the Clinical Forensic Medical Service (CFMS). Staff 
from CFMS and Child at Risk Health Unit (CARHU) will use the facility to assess and collect evidence in 
cases including: 

• adult sexual assault  
• childhood sexual abuse  
• childhood physical abuse 
• victims of general assault including domestic violence 
• traffic medicine and collection under the Road Transport Act for the purpose of police bloods 
• occupational exposure assessments on Australian Federal Police (AFP) Officers 
• follow up assessments for all of the above. 

Patients appropriate to this service, who present to the ED, will be triaged. Patients requiring medical 
treatment will be streamed to the appropriate area depending on the severity of their injuries. When 
clinically stable, the patient will then be assessed within the CFMS area.  
A CFMS staff member will see the patient in the dedicated CFMS consultation room for forensic 
evidence collection. The only people with access to the consultation room will be the patient, staff 
members and support persons (including agencies Canberra Rape Crisis Centre, Domestic Violence 
Crisis Service, NSW counselling support, AFP investigating officers). Preventing contamination of 
forensic specimens is paramount. The clinical suite is subject to a DNA decontamination process and 
register prior to and after each consultation to forensic and infection control standard. Police will 
conduct interviews in the adjoining lounge room. Family and friends will also provide support within 
this space. The CFMS requirements include: 

• a design that will facilitate a one way flow 
• two consult rooms are required 
• the unit will be accessed initially through a family/ waiting room  
• this will lead into an interview room with access to ICT -computer and telephone 
• this will then flow to the consult rooms which will have an ensuite 
• the ensuite is to be accessible from the consult room only 
• family room to be accessible by swipe, to be an enclosed space where the door can be closed 
• the family room is to have a beverage bay 
• the family room is to have a less clinical feel, but still must be able to be decontaminated to 

forensic standards. 
The requirements of the treatment/ consult room include: 

• to be electronically access controlled with programming enabling access to CFMS staff only 
• bank of lockable storage cupboards along the full width of the room which is to contain an 

examination trolley h1400 x w1000 xd600. Cupboard to have a bench within, and storage 
above the bench 

• a locked, enclosed cupboard to have space allowance for a full height, single glass door, 
lockable forensic fridge (current size h2200 x d700 x w700) with allowance for adequate 
ventilation 

• one small wall is to be painted 18% Grey – wall is to be full height and at least 2m wide, to 
enable standardised forensic photography 
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• consult desk to be positioned so that patient sits adjacent to desk 
• all surfaces to withstand cleaning with bleach 
• the examination beds are to be accessible from both sides and by a staff member sitting on a 

stool at the base of the couch. The couch is larger than a standard bed approx. 600x1700 
• a ceiling mounted examination light 
• wall mounted speculum light source adjacent to the couch 
• the ensuite is to have a curtain track around the entry door to enable a staff member to stand 

inside the ensuite, whilst maintaining patient privacy 
• the shower is not to have a shower curtain (risk of forensic contamination), and must have a 

accessible bench  
• the specialised requirements of this department will require further investigation and 

articulation at the Room Data Sheet phase. 

7.3.7. Women’s Assessment Centre (WAC) 
The WAC is a discrete outpatient unit located adjacent to the ED for the provision of care for women 
experiencing issues or difficulties in the early stages of pregnancy up to 20 weeks gestation, as well as 
women experiencing gynaecological issues. The unit will be staffed by appropriately trained 
obstetrics/gynaecology staff and will be under the governance of the division of Women Youth and 
Children. The unit will be staffed from 0800 to 2200 hours by registered midwives’ with Women’s 
Youth and Children medical staff rostered as required. As demand increases the staffing model and 
operational hours may change. At this stage of planning it is anticipated that the unit will be closed 
from 2200 to 0800 and all presentations will be assessed in the ED.  
When presenting problems obviously present as gynaecological/obstetric issues in line with agreed 
guidelines, patients once triaged will be discharged from the ED and transferred to the WAC. 
Alternatively if symptoms are ambiguous patients will be accessed by ED staff. Once transferred to 
the WAC, patients will be removed from the Emergency Department Information System (EDIS) and 
be transferred to the CH ACT Patient Administration System (ACTPAS). 
Adult women with undifferentiated abdominal pain will be seen in the ED rather than the WAC. 
Access to the WAC will be via both appointment, and as triaged through the ED. Women attending 
WAC via booked appointment will be required to be admitted in ACTPAS in order to capture their 
occasion of service. Women attending this service will usually require a pelvic examination as well as 
pelvic/vaginal ultrasound. For many women and their partners attending this service, this may be a 
time of particular loss and stress especially if there has been a foetal loss, the environment of the 
WAC is therefore to support privacy. The WAC specific design requirements are: 

• one treatment rooms with gynaecological examination coach that can be accessed from both 
sides and the end of the couch 

• examination light positioned to facilitate pelvic examinations 
• fixed duress in all rooms 
• adjoining ensuite 
• play area within the sub wait 
• dedicated space for confidential phone follow up and organising of appointments 
• an environment that promotes auditory and visual privacy 
• provide a non-institutional environment 
• homelike interiors promoting a calm and stress free environment 
• provision of space for a wall mounted trophon disinfecting cabinet, space for soaking probes 

prior to disinfection, PPE rack. 
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 Short Stay Units 
7.4.1. Adult EMU 

The Adult EMU, under the governance of Critical Care, will provide ongoing management, care and 
observation of patients requiring assessment and short stay admissions. Discharge from the EMU is to 
be within 24 hours. 85% of patients are discharged home; the remainder are admitted to an Inpatient 
Unit.  Patients waiting for inpatient beds will not occupy EMU.   

• solid wall between bays (1/2 length with remainder curtain). 
• TVs in each patient bay. 

7.4.2. Paediatric EMU 
The Paediatric EMU, under the governance of Critical Care, will provide ongoing management, care 
and observation of paediatric patients requiring assessment and short stay admissions. Discharge 
from the paediatric EMU is to be within 24 hours. 85% of patients are discharged home, whilst the 
remainder are admitted to an IPU.  Patients waiting for inpatient beds will not occupy EMU. Specific 
design requirements include: 

• solid wall between bays (1/2 length with remainder curtain) 
• facility for parent overnight stay to be provided by the bedside 
• a patient television in each bay 
• support areas will be shared with Paediatric Acute.   

7.4.3. Mental Health Short Stay Unit (MHSSU) 
The MHSSU is a standalone short stay mental health inpatient unit adjacent to the ED, staffed with 
appropriately trained Mental Health, Justice Health, Alcohol and Drug Service (MHJHADS) staff, 
medical, allied and nursing staff.  The MHSSU will be operational 24 hours a day, 365 days a year and 
provides opportunity for extended clinical observation, crisis stabilisation, mental health assessment 
and intervention for admitted people for up to a 48 hour period.  
The unit design is intended to support brief therapeutic intervention including the establishment of 
pharmacological treatments, recovery focussed interventions and psycho-education. The MHSSU has 
the capacity to provide both voluntary and involuntary mental health care and is an approved facility 
under the Mental Health Act 2015.  
The MHSSU has the capacity to provide both voluntary and involuntary mental health care and is an 
approved facility under the Mental Health Act 2015.  
Patients will be discharged home, or admitted to the acute mental health unit from this stream.  
A homely and therapeutic environment is required, balanced against the need for a safe environment 
for the patient cohort. Design requirements include: 

• integrated personal duress system which indicates at a central location within the staff station 
the location of the duress call 

• fixed duress in any area where people and staff mix 
• to be located to allow for the easy internal transfer of patients from triage, ED Mental Health 

Pod and acute assessment bays 
• location removed from paediatrics to limit any perceived threat to children 
• fittings and fixtures will be anti-ligature and in line with the latest AHFG anti-ligature 

recommendations and CHHS Clinical Procedure Ligature Risk Management for MHJHADS 
Inpatient Mental Health Units 

• all treatment and therapy spaces will be access controlled 
• all spaces where clients and staff mix will have dual egress 
• clear lines of sight with no concealed unsecured areas 
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• furnishings to minimise the potential for fixtures and fittings being used as weapons, barriers or
ligature points

• ensure that shared communal areas are residential in type but should avoid obvious potential
risks of personal self-harm

• maximise natural light within the facility, particularly to communal areas that are used most
frequently in the daytime

• the ceiling is to be designed/secured to ensure that clients cannot access the ceiling space.
• glass within the unit is to be “JailGuard” or equivalent
• fire detection and suppression systems are to be tamper resistant and anti-ligature in line with

systems in all MHJHADS Inpatient Mental Health Units
• a designated vulnerable persons area, including a bedroom and separate lounge area to

accommodate their specific needs.

Clinical Support Areas 
7.5.1. Decontamination Room/Disaster Store/Area 

Single person decontamination facilities will be designed within the ED, multiple person 
decontamination equipment will be located external to ED to enable decontamination prior to the 
entry to ED. Primary stock required to attend a decontamination incident will be located within ED, 
whilst the major stock will be stored externally.  Whilst the location of the external store is yet to be 
determined, consideration for a location within SPIRE should be considered. 
A Primary Disaster store will store PPE for staff for immediate response to disaster presentations to 
the ED, including for respiratory infectious threat response, mass casualty presentations, and CBR 
presentations.  This store is not for hospital-wide or scene response.  The storage room should 
contain multiple power outlets, space for staff to change into PPE, and storage units 
A large storage area for hospital-wide disaster response, mass casualty decontamination equipment, 
PPE, will also be required.  This should be located outside of the ED.   
The Emergency Management Steering Committee will be responsible for the disaster response, and 
will be located in the temporary command centre adjacent to ED. 

• Will have a separate entrance to the single decontamination shower ambulance approach and
offload areas must not allow access to public vehicle thoroughfare or parking.

• A single shower decontamination area will be provided within the ED, accessed from outdoors,
then progress into ED.

• The Hospital Disaster Control Centre will not be located in the ED.
A primary concern will be the protection of the ED from infiltration of contaminated patients. The 
multiple person decontamination process is under review following consultation with ACT Fire and 
Rescue who is the lead combat agency for this type of event.  
Depending on the type of incident and level of exposure the most appropriate treatment of 
decontamination will be determined by the lead agency in consultation with staff at ED. 
A central command centre will be located adjacent to the ED.  The governance of the command 
centre is by ACT Health Demand Management Unit.   

7.5.2. Satellite Diagnostic Imaging  
Modalities proposed for inclusion in the ED are summarised in the following table.  These modalities 
are in addition to mobile ultrasound and fixed x-ray gantries in the resuscitation bays. 
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Table 1: Satellite imaging modalities 

Satellite Imaging FPUs Current Future 

General Xray, including OPG 1 2 

Fixed Ultrasound 1 3 

CT 0 1 

Note – the current general X-ray is located in the ED, while the current fixed ultrasound is located 
adjacent to the ED in medical imaging.  The future state is that the two fixed ultrasound will be 
located in the ED, as will the two general X-ray and one CT. 

7.5.3. Diagnostic Imaging 
Dedicated Diagnostic Imaging services with allocated imaging staff will be required in the ED 24/7. 
Medical imaging modalities play a significant role in the treatment of patients within the ED. 
Modalities to be located within the ED include: 

• general x-ray 
• computed tomography (CT) 
• Ultrasound 
• orthopantomogram (OPG). 

CT scanning and dedicated x-ray facilities are to be located adjacent to the resuscitation stream to 
enable direct patient flow into those modalities.  
Where clinically appropriate, patients will be escorted to the required modality by a Wards person. If 
the patient is critically unwell/unable to be moved, the mobile x-ray/ultrasound will be taken to the 
patient bedside.  
There will be multiple portable ultrasound machines in use throughout the ED, these are to be stored 
in dedicated equipment bays. As with existing practice, these will largely be used by ED specialists, ED 
registrars, and for some applications by ED nursing staff.   
Within the resuscitation stream gantry style x-ray will be available along with C-arm capability.  
All medical imaging suites are to have dual egress from the imaging control room. A networked 
Radiology Information System and Picture Archiving and Communication System will manage data 
collection, retrieval and reporting throughout the facility.  
Mobile imaging equipment will be stored in a bay – mobile equipment. 

• Resuscitation bays require gantry style X-ray in: 
- six adult resuscitation bays – two of those bays (trauma bays) will require a C-arm type gantry 
- one paediatric resuscitation bay 

• X-ray room control bays will have dual egress from control room 
• the CT scanner must be immediately adjacent to the resuscitation area.  

7.5.4. Storage Requirements 
General and dedicated storage is required within the Department and within each stream. With 
expected increases in the number of older people in the ACT, the ED will need adequate space to 
store: 
• wheelchairs/trolleys/crutches 
• commode chairs 
• appropriate mattresses e.g. pressure relieving 
• recliner chairs. 
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Amenities 
7.6.1. Staff amenities 

Decentralised staff stations within each stream will provide write up for core staff whilst providing 
visibility to all patient beds. Staff need access to computers at each bedside, staff stations, in 
consultation, treatment and procedure rooms. Clinicians (nurse, physio, doctor, etc.) should have a 
tablet device to enter relevant patient information, order tests, review results, send outpatient 
referrals, provide discharge emails (to patient and GP). This should include entering information in a 
real time medical record, that all involved in the patients care can see.  These handheld devices 
should also be the communication method between staff within and outside the ED. 
Staff toilets will be distributed throughout the ED. An emergency shower will be located within the 
ED.  Staff lockers, staff room and staff offices will be located on the boundary of the Unit. 
Staff stations are located in each stream and require line of sight to all clinical areas’ staff areas are to 
be co-located to enable easy access and to be access controlled. 
Water and electrical supply shut-off systems to clinical spaces is required in the staff only area, to 
reduce risk of inappropriate use of showers and consequent flooding and access to live electrical 
currents, particularly when people are considered at extreme risk or not under direct supervision by 
staff. 
Clerical staff will be located in the clinical workroom adjacent to the staff station, where required. 
Noncore staff will also access computers and write up space within the clinical workrooms adjacent to 
the staff stations.  Access is required to a mobile device platform (workstation on wheels) for the 
purpose of data entry. One device will be used between two bed spaces. 

7.6.2. Teaching, education and research 
The ED will accommodate a team of health professionals and support staff that work together to 
deliver high quality services to both children and adults.  Ongoing training of this team is a major 
focus of the ED into the future. Most facilities for training and education will be provided within the 
Department so that they can be easily accessed by staff. These facilities will also be used to provide 
venues for internal meetings and family conferences.  
Over 500 FTE staff will require ongoing education, plus students of multiple disciplines.  The ED will 
require access to lecture theatres, and to high fidelity simulation areas within the hospital.  The design 
requirements below are those that are required within the ED itself. Design requirements for teaching 
training, education and research include: 

• Major teaching spaces, with the ability to split into smaller tutorial rooms via operable walls.
- to facilitate regular daily staff training and teaching, including large group sessions, and small

group rotating sessions
- all rooms will need the ability to multi-media project and display
- video-conferencing / telehealth / remote viewing of simulation centre and resus room are to

be available
- rooms ideally in rectangular configuration, and not used as storage
- these rooms may also be used as an appropriate venue for medical and nursing handovers.

• Meeting room
- suitable for up to 30 people, designed for department senior staff meetings, small group

education etc. This would not necessarily need to be located with the major teaching spaces. 

• Practical skills room
- space with ability to set-up closely matching resus/acute bay for low-medium fidelity

simulation and practical skills training. This room is not intended for high fidelity simulation, 
which will be accessed in the Hospital’s Simulation Suite 

• Storage
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- teaching and other equipment, including mannequins and other educational materials 

• Library/media
- space to review/access/prepare
- two bookshelves within an education space.

• Office space for educational staff
- including medical education officer
- telemedicine facilities including network access, video and audio communications should be

provided for clinical and educational use. These may be provided in the education area of ED 
- all education and meeting rooms to be equipped with projectors, screens and access to 

network/internet 
- one room to be capable of videoconferencing. 

7.6.3. Patient amenities 
Amenities for adult and paediatric patients will be provided as detailed within the design 
requirements and the Schedule of Accommodation.  Design requirements include: 

• ceiling mounted monitors for displaying ED patient and waiting information
• access to hearing loop at reception, selected interview, consult and meeting rooms
• phone charging points by the patient bed side
• interview rooms for up to eight people, providing a confidential setting for families to receive

information / counselling, and with capacity for computers, phone charging, and storage of
resource materials

• chairs will be provided at the patient beside so a carer can comfortably wait
• provision of amenities will consider the needs of the aged and persons with a disability.

7.6.4. Visitor amenities 
Amenities for visitors will be provided including: 

• comfortable waiting area, including chairs, television, time (clock)
• play area for children adjacent to the main waiting area
• volunteers’ area for general assistance
• a parent room (feeding and changing facilities)
• public phone
• taxi phone
• toilet and change facilities for able and persons with a disability.

Ambulance Areas 
Ambulance services deliver and retrieve patients from the ED, via the ambulance entrance. They 
accompany the patients and continue providing treatment to patients in the ambulance triage area, 
until the patient’s care is handed over to emergency staff.  This areas will generally be physically and 
visually separated from public areas. Ambulance officers will be provided with a bay – write-up to 
undertake paperwork and make phone calls. 

7.7.1. Ambulance Bays 
Ambulance services will have a separate dedicated entry. The ambulance area will be a self-contained 
stream outside and adjoining the ED, which will not obstruct access to the main ambulant ED entry. 
The stream will enable ambulance staff to perform data input (Ambulance Communications Centre) 
and cleaning and restocking of their vehicles as required. When patients arrive at the ED via 
ambulance they will be wheeled into the ambulance trolley bay where they will be triaged and 
streamed into the appropriate stream. The internal planning of the ED will accommodate rapid flows 
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between functional areas and avoid congestion. Clear and separate traffic flows will be 
accommodated for: 

• ambulance and other emergency vehicles 
• public traffic 
• staff and patient traffic 
• flows for back of house services 
• separate clean and dirty flows. 
The Ambulance area requires: 

• twelve covered parking bays for ambulances 
• ambulance bays to be ‘reverse in’ design 
• dedicated entrance for emergency vehicles, segregated from public 
• sufficient space to for ambulances to safely manoeuvre, reverse and park without obstructing 

each other 
• parking for other emergency vehicles including six car park spaces for police cars or other 

emergency vehicles 
• storage for medications, linen, consumables and cleaning equipment; and parking space for 

restocking and cleaning of ambulances in the Ambulance Communications Base 
• communications/write-up base with capacity for electronic Patient Care Record and Clinical 

Information System interface in the Ambulance Communications Base 
• separate drainage and airflow management 
• include an air lock and an air curtain to maintain ED environmental temperatures 
• all entrances are to have a radiation area monitor including the decontamination area 
• up to five patients on stretchers able to be accommodated while awaiting triage 
• clear vision and communication is required between the ambulance bay and triage desk 
• ability to separate patients awaiting triage who are agitated. 

 Core services 
7.8.1. Pathology 

Sampling will occur at the bedside by a suitably qualified staff member, utilising a pathology sampling 
trolley 
Pathology services will include the use of point of care testing. Point of care analysers will be located 
within Resus, Adult Acute, Paediatric Acute, Fast track, Adult EMU and Paediatric EMU 
Rapid access to pathology labs is required through the use of pneumatic tube and electronic result 
system, including immediate electronic notification of results availability. Pneumatic tubes are 
required in each stream.  Some specimens may need to be transported by staff/courier. 

7.8.2. Pharmacy 
Rapid access to pharmacy services within the ED will be provided and include dedicated pharmacy 
staff based in the ED, provision of Automated Dispensing Machines (ADMs) located throughout the 
ED to support clinical care, and the provision for an ADM for the storage of discharge packs, especially 
out of hours. ADM stock levels are monitored electronically, with restocking managed by a pharmacy 
technician. Restricted and individualised medications are monitored and stocked by the ED 
pharmacist/s who will be available seven days a week extended hours will be required. 
A wall mounted medication safe in a Clean Utility is required within the ED for storage of restricted 
medication as a safeguard against ADM failure. 
A pneumatic tube system (separate from pathology) and/ or courier and or Automated Guided 
Vehicle will be used to deliver non-imprest drugs from the Pharmacy to the ED as required. 
Design requirements: 
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• clean utility rooms within each stream will house an ADM Apart from Resuscitation Stream which
will have an ADM Bay

• a large afterhours ADM unit for central pharmacy stores, is to have a close functional relationship
to demand management

• lockable medication fridges integrated with ADM’s are required in the clean utility in Fast Track,
Adult Acute and Paediatric Acute. The acute fridge will be larger and house anti-venom. Fridges
require back to base alarms and hardwiring. Construction around the fridge is to ensure that the
fridges do not overheat

• pharmacy services for the ED will be provided by the CH Pharmacy Service
• desk space for two pharmacists will be required
• a central ADM will store discharge packs.

7.8.3. Allied Health 
The major allied health services to be provided within the Department will include: 

• physiotherapy (full time presence), including primary assessment and management role
• Aboriginal Liaison Service
• social work
• occupational therapy.
Other services, such as nutrition, psychology and speech pathology, will provide in-reach services to 
the Department where appropriate. In order to undertake patient care, allied health services will 
need access to clinical and related facilities including: 

• interview rooms
• larger meeting rooms
• consultation rooms in ambulatory assessment stream
• treatment rooms
• an area to assess patients on stairs.

7.8.4. Biomedical Engineering 
Services will be provided by the Biomedical engineering service in the CH. A combined workroom will 
be provided within the ED where Technical Officers will manage the equipment requirements of ED.  
This workroom will accommodate a satellite Biomedical Workroom, where repairs and maintenance 
of equipment will take place.  

Non-clinical support 
7.9.1. Administration 

Clerical services relating to patient presentation and admission will be located in the ED reception, co-
located with triage.   In addition clerical staff will be distributed throughout the ED in workrooms 
adjacent to staff stations.  
ED offices and education areas will be located in close proximity to the ED.  The paging system will be 
extended to the offices and education areas to ensure staff not located within the ED itself can 
receive communication. 

7.9.2. Environmental and supply services 
Linen 
Linen supplies will be business as usual. Supplies are delivered and replenished daily. Clean linen 
supplies will be stored on trolleys in designated linen bays in patient occupied areas. Restocking will 
be by a trolley exchange roll in/roll out system.  
Dirty linen carriers (skips) are stored in dirty utility rooms. Staff take a dirty linen carrier from the dirty 
utility room to the point of use and return for storage. Once full they are tied off by a hospital 
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assistant/staff member and transferred to the local disposal room. From here they are transferred by 
the contracted linen provider to the dirty linen storage area located at the dock where they are taken 
by large truck offsite for washing. 
Cleaning 
Cleaning services will ensure that facilities are clean and hygienic as per Infection Prevention 
Guidelines and contemporary best practice.  
Each clinical unit has a designated cleaner’s room which holds the cleaners trolley and some 
consumables. All other large equipment i.e. floor washers, vacuums etc is located in the cleaners 
stores in a back of house area.   
Cleaning staff remove all waste from the clinical area to a local disposal room.  From this room it is 
collected and transported to the loading dock where it is held awaiting removal from the site.  
Stores 
Stores are delivered daily with stock levels monitored by Purchasing and Inventory Control System 
(PICS). To reduce staff walking distances, point of care cupboards are to be distributed evenly 
throughout. 
An additional General storeroom will provide space for miscellaneous stock. An Equipment Room will 
accommodate reusable equipment. Much of this equipment will require charging. Mobile equipment 
bays will be provided to make available commonly used items (e.g. hoists, intravenous fluid poles, 
vital signs monitors). 
Waste 
Waste management and removal will occur as per the facility wide policy for managing waste. Waste 
will be segregated at the source and will include general, biohazard and recyclable as a minimum. 
Waste is removed by the cleaners from all areas across the campus and disposed/ recycled in a range 
of receptacles located at the loading dock. Waste streaming bays are located across the campus in all 
clinical areas and use an exchange bin model where clean, empty spare bins are stored in the nearest 
disposal room and exchanged for waste bins once they become full. From the disposal room, these 
bins are taken by cleaning staff to the dock where they are emptied. 
There are many types of waste including general, co-mingled, paper, clinical, metal and other 
recyclables. 
Dirty utility rooms will accommodate two 660L bins for general waste and co-mingle recycling, and 
two 240L clinical waste bins. Waste will be removed from dirty utility rooms and Disposal rooms once 
to twice daily depending on area, demand and agreed schedule.  
Food 
Adult and paediatric-age appropriate food for EMU patients will be delivered in a food retherm trolley 
and docked for distribution by a food services staff member. Meals are not provided to families; 
however they will have access to tea and coffee facilities, reheating facilities and a shared 
patient/family dining room. 
Within other streams sandwiches, snacks, tea and coffee and water will be provided with the ability of 
visitors to help themselves. These are to be available in close location to treatment areas. 

Security requirements 
Security arrangements will be in line with ACT Health Policies and Procedures. Design requirements: 

• security must be able to be maintained during power failure and all public access points must be
able to be locked down during a disaster

• staff only areas will be access controlled via swipe card
• CCTV:
CCTV will be required at all entrances and egress points, waiting areas, short stay units
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CCTV provided in specified treatment spaces (e.g. resuscitation bays) will be integrated with storage 
systems to enable the recording, storage and retrieval of discrete periods of footage for use in 
debriefing and training exercises 

• Mobile or personal duress system 
duress alarms will be required at triage, all clinical areas (interview rooms, distressed relatives rooms 
and larger meeting rooms), staff area and the car park. Staff will be able to utilise the multifunctional 
wireless phones and mobile duress alarms in addition to existing duress systems.  

• Additional security measures: 
bollards are to be installed at the entrance to the ED to prevent vehicular access. 

 Information Communication Technology (ICT) 
ICT services technology changes rapidly and the design process must acknowledge continuous 
development of policy and the impact it may have on implementation. Specific ICT requirements 
include: 

• bedside data entry: 
Staff will need access to computers at each bedside, staff stations, in consultation, treatment and 
procedure rooms. 
Clinicians (nurse, physio, doctor, etc.) will have tablet devices to enter relevant patient information, 
order tests, review results, send outpatient referrals, provide discharge emails (to patient and GP). 
This should include entering information in a real time medical record, that all involved in the patients 
care can see.  These handheld devices should also be the communication method between staff 
within and outside the ED 
Access is required to a mobile device platform, Workstation on Wheels (WoW), for the purpose of 
data entry. One WoW will be used between two bed spaces. 

• Wi-Fi 
Provision for medically safe wireless networking throughout the clinical area 
Wi-Fi internet access will be provided throughout the Department (including lounge/wait areas) for 
use by staff and visitors 

• Printer 
Printers are required at the staff station in each stream, at reception/triage and in close proximity to 
the ambulance entrance 
Space is required for equipment relating to electronic medication/pathology/wristband/ programs 

• Hearing Loop 
Hearing loop is to be available at triage/reception and scattered through the streams. Each stream 
will have at least one area with hearing loop installed; this will include interview, consult and meeting 
rooms.  

• Patient monitoring 
Patients will be issued with Electronic wristbands that provide real time tracking ability, can be 
scanned by clinician devices to confirm identity and provide alerts for allergies etc  
Patient monitoring at bed spaces, and selected other spaces (e.g. procedure rooms) will be configured 
for monitoring at a central location with real time reporting. 
All resuscitation beds are to have haemodynamic monitoring and ventilation equipment. 
Central monitoring will feature in all streams. 
All monitoring modalities will be compatible with other critical care areas within the hospital including 
ICU/CCU and Interventional Suite 

• Patient beside entertainment 
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Where appropriate and required, patient entertainment (i.e. TV) will be provided. Bedside data entry 
for clinical staff will be provided by an alternate system 
Patient entertainment will be available in all paediatric areas 
TV in lounge/wait areas providing access to entertainment and health information 

• Telemedicine/Video conferencing
Selected clinical spaces will be configured to provide remote telemedicine for patients located in the 
ACT to access services provided elsewhere.  These facilities can be located in either the Education 
room or a communal office area. 

• Communication
the most appropriate latest technology will be required for: communicating during systems fail or in 
disaster response; audible communication in all clinical and non-clinical areas of the ED with access to 
points in multiple locations and integrated paging and communication systems. 

Infection control 
Negative pressure (Class N) and positive pressure (Class P) isolation rooms will be located within the 
ED to manage a range of conditions with airborne transmission. Each class N isolation room will have 
an ante room. 
Clinical hand wash basins and associated equipment and consumables will be provided in treatment, 
consultation and therapy areas at the entrances to each room, and at the entrance to the 
department. Hand spray stations will be available at all entrances to the ED, along corridors, at staff 
stations for use by all staff, patients and carers. 
The air conditioning system will have the capacity to enable isolation of one area in the department 
from another e.g. between main areas and EMU.  
The waiting room and sub-waiting rooms are to be designed in a way to enable separation of patients 
i.e. the vomiting patient.

8. Specific design requirements
Overarching design requirements 

The design must: 

• incorporate safe design principles including visibility between staff and patients and vice versa,
standardisation, automation (if possible), reduction in noise, immediate accessibility to
information close to the point of service and the minimisation of patient movement around the
facility

• support maximum productivity and efficiency, short travel distances, and ensure flexibility to
allow operational models, nursing staff structures and the Model of Care to change over time,
including nurse to patient ratios

• be standardised where possible to produce an environment which is familiar to staff enabling
efficient use of time and space thereby reducing stress and fatigue

• facilitate efficient and effective patient flow though areas
• provide expansion space for future growth of the unit
• have universal design of individual patient treatment areas to offer greater flexibility and

adaptability for multiple purpose use
• there is sufficient storage to ensure that equipment and trolleys do not clutter the corridor
• floor and wall coverings are to support acoustic attenuation.
Each stream is to be fully equipped (e.g. pneumatic tubes for pathology to individual streams) to 
enable independent and flexible functioning (e.g. quiet periods). 
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The design and distribution of spaces must support the range of health care professionals and other 
care givers who will work in the Emergency Service areas in terms of information sharing, learning and 
communication, sharing of resources. 
Technology will support access to information and data entry requirements of staff and patients, for 
example, bedside computers for data entry, and distributed spaces for data entry and computer 
access for all team members. 
There is to be sufficient space by each bed side for a chair for a carer. 
Each bed space is to be visible from the staff station. 
Emergency (battery powered) lighting and other power to other essential equipment must be 
provided in all patient care areas in case of power failure. 

 Specific design requirements 
Specific design requirements for the various areas within the ED are outlined below: 

8.2.1. Outdoor Space 
Access to an outside courtyard will be required for those awaiting treatment and for distressed 
relatives. It should be located within direct access off EMU for those patients who are in the 
department for longer periods. Access will be required to an outdoor space from the paediatric 
stream. Access to an outside courtyard adjacent to staff tea room facilities is desirable. 

8.2.1. Treatment Spaces 

Bedrooms 
• all bedrooms will be single bedrooms. 
• all furniture, fixtures and fittings used in ‘private’ residential areas e.g. bedrooms and 

bathrooms/ensuites must be of a type specifically manufactured and marketed as anti-ligature 
and tamperproof type.   

• patient bedroom doors are designed to prevent holding, barring or blocking. 
• beds are to be built in beds with a weight rating of 240kg. 
• the bedroom door is to be fitted with an anti-ligature type door closer and fitted with ligature 

sensors on the top of doors. 
• bedroom doors must provide staff with rapid access in the event of an emergency.  
• anti-pick sealant required and tamper-proof screws throughout  
• doors into rooms must have observation panels with integrated blinds/obscuring mechanisms – 

with consideration for the use of electrostatic panels. These can be operated by residents with an 
external override feature for staff. 

• staff can override any locks that are lockable from the inside e.g. patient bedrooms.  
• where outward opening doors are provided, these should be recessed to prevent obstruction of 

corridors. 
• there should be no blind spots in the rooms, particularly any created behind open doors or by 

ensuite placement.  
• bedrooms are to be acoustically treated to minimise transference of noise between adjoining 

bedrooms.  
• bedrooms are to be access controlled with the ability to lock people out of their bedroom 
• two bedrooms able to be segregated as a vulnerable persons’ suite which will be access 

controlled. This area is to be visible from the staff station and include a small lounge area 

Vulnerable persons 
• an area including two bedrooms with attached ensuites and a small lounge is required. There is to 

be the ability to segregate this area from the rest of the unit. 
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• line of site is essential of this area from the staff station 

8.2.2. Ensuite shower/toilets  
• ensuites will not have doors, the design will ensure privacy and anti-ligature privacy screen will be 

fitted. 
• shower cubicles should have good floor-to-fall drainage  
• all possible ligature points should be avoided, considerations for ensuites, showers and toilets 

include:  
- recessed area for garbage bins 
- recessed and anti-ligature toilet roll holders 
- toilet seats that resist breakage and removal  
- shelves (rather than collapsible hooks) for clothing and towels in a dry area 
- in-fill moulded hand rails (not in accessible toilets)  
- recessed and anti-ligature soap and shampoo shelf 
- floor waste drain. 
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9. Functional Relationships 
 Internal Relationships 

Figure 2: Internal functional relationships for ED 
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 External Relationships 
Key external functional relationships are prioritised in Table 4 as per the criteria in Table 5.  
Table 4:  External functional relationships for ED 

Service/Unit Priority Comments 

Medical Imaging Immediate Movement of patients – satellite provision 

Security Immediate Movement of staff. e.g. black alert, staff from all 
points urgently attend 

Drop off/Pickup Immediate Movement of staff & consumers; Ambulance, 
Security, Patient Transport 

Mental Health Short Stay Unit Direct Movement of Patients  

Medical and Surgical 
Assessment Units 

Direct Movement of patients 

ICU Direct Movement of patients from resuscitation bays 

Interventional Services Direct Movement of staff and patients for procedures 

Pharmacy Direct Movement of staff and medications; planned 
visits 

Helipad Ready Movement of patients and staff 

Pathology Ready Movement of patient samples via pneumatic 
tube. Also immediate POC testing 

Allied Health Ready  Movement of staff 

Central Equipment Store Ready Movement of equipment 

Discharge Lounge Ready Movement of patients 

Administration Centre Easy  Movement of staff and consumers (admissions, 
MHRT hearings, patient flow etc) 

General (Hotel) Services  Easy  Movement of staff, meals, linen & waste  

Mortuary Easy Movement of patients 

IPU Easy Movement of patients and staff 

Site Interfaces 
  

Car parking – Staff Ready Movement of staff; swipe card access control 
(particularly on call staff) 

Car parking – Visitors  Easy  Movement of visitors and consumers 

Public Transport Easy  Movement of visitors, consumers and staff 

 



HEALTH PLANNING UNIT BRIEF – EMERGENCY DEPARTMENT v0.11 

 Page 29 of 40 

Table 5: Prioritisation of external functional relationships 

Immediate 
(<1 
minute) 

Being the shortest direct, horizontal route. The route must be an unimpeded route. 
Door to door travel time between the two areas or services identified as having an 
"Immediate" functional relationship must not exceed one minute. 

Direct (<2 
minutes) 

Being a direct horizontal or vertical route. The route must be an unimpeded route. 
Door to door travel time between the two areas or services identified as having a 
"Direct" functional relationship must not exceed two minutes and there must be 
minimal corner turns between the two areas or services. 

Ready (<5 
minutes) 

Being a horizontal or vertical route. 
Door to door travel time between the two areas or services identified as having a 
"Ready" functional relationship must not exceed five minutes. 

Easy (<10 
minutes) 

Being a horizontal or vertical route. 
Door to door travel time between the two areas or services identified as having an 
"Easy" functional relationship must not exceed ten minutes. 

Future service developments and innovation 
There will be identification of space for future expansion adjacent to the ED, such that should future 
requirements direct that extension of the ED is necessary, this will be done in such a way that 
maximises functional outcome, and can be achieved without major effect on other structures.   
Planning should acknowledge likely implementation of: 

• large automated dispensing machines
• AGV – food delivery
• paperless electronic medical records systems.

The CH Emergency Department will be integrated with new ED services established in the Territory, 
such as a proposed North Canberra inpatient service.  
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10. Schedule of Accommodation 
AusHFG 

Code 

Deviation 
from HPU 

B.0300 
Y/N 

Room / Space Quantity 
Room 
Area 
M2 

Total Area 

AHFG's  
Standard 
Compnen
t Size m2 

Deviation 
from 

Standard 
Compent 

m2 
ENTRANCE / 
RECEPTION  
AIRLE-10 N Airlock, 10m2 1 10 10 10 0 
RECL-15 Y Reception/ Triage / Clerical, 20m2 1 50 50 20 30 
STPS-8 Y Store - Photocopy/ Stationery, 8m2 1 8 8 8 0 
SECR-10 Y Security Room, 10m2 1 10 10 10 0 
WAIT-50 N Waiting, 50m2 1 30 30 50 -20 
PLAP-10 N Play Area - Paediatric, 10m2 1 10 10 10 0 
PAR N Parenting Room 1 6 6 6 0 
BPH N Bay – Public Telephone 1 2 2 2 0 
BVM-3 N Bay – Vending Machines 1 3 3 3 0 
BPPE Y Bay - PPE (Personal Protective 

Equipment) 
1 2 2 2 0 

WAPU-3 N Toilet - Public, 3m2 4 3 12 3 0 
WCAC N Toilet - Accessible, 6m2 1 6 6 6 0 
BMEQ-6 N Bay - Mobile Equipment 1 12 12 12 0 

Y ` 1 6 6 12 -6 
Subtotal 161 4 

Discounted Circulation 30% 48 1 
Total 209 1 

TRIAGE / 
REGISTRATION  

N Triage Cubicle/ Bay 3 9 27 9 0 
AIRLE-10 N Airlock, 10m2 1 10 10 10 0 
AMBTR N Ambulance Triage 1 12 12 12 0 
PBTR-H-9 N Patient Bay - Holding, 9m2 1 9 9 9 0 
SSTN-20 Y Staff Station, 20m2 1 20 20 20 0 

Subtotal 78 0 
Discounted Circulation 30% 23 0 

Total 101 0 
TREATMENT AREAS  
RESUSCITATION  
PBTR-R N Patient Bay - Resuscitation, 25m2 4 25 100 25 0 
PBTR-R Y Patient Bay - Resuscitation, 40m2 2 40 80 25 80 
PBTR-R Y Patient Bay - Resuscitation, 25m2 1 25 25 25 25 
ANRM Y Anteroom 1 6 6 0 6 
INTF Y Interview Room  2 14 28 12 28 
BMEQ-4 N Bay – Mobile Equipment, 4m2 1 4 4 4 0 
SHDEC N Shower, Decontamination  1 8 8 8 0 
STGN N Store – General, 9m2 1 9 9 9 0 

Subtotal 260 139 
Discounted Circulation 30% 78 42 

Total 338 181 
RESUSCITATION 
SUPPORT AREAS  
SSTN-14 N Staff Station, 14m2 1 20 20 14 6 
CLUR-8 Y Clean Utility/ Medication Room - Sub, 

8m2 
1 8 8 8 0 

STSS-12 Y Store - Sterile Stock, 12m2 1 12 12 12 0 
DTUR-S Y Dirty Utility - Sub, 8m2 1 8 8 8 0 
BPATH Y Bay – Pathology 1 4 4 4 0 
BBW Y Bay - Blanket / Fluid Warmer 1 3 3 3 0 
BPPE Y Bay - PPE (Personal Protective 

Equipment) 
1 2 2 2 0 

STEQ-14 Y Store - Equipment, 14m2 1 14 14 14 0 
LNPT-10 Y Lounge - Patient/ Family, 10m2 1 10 10 10 0 
ENS-ST Y Ensuite - Standard, 5m2 1 5 5 5 0 
MOR-VR Y Mortuary - Viewing Room 1 8 8 8 0 
BPTS Y Bay - Pneumatic Tube 1 1 1 1 0 
BLIN Y Bay - Linen 1 2 2 2 0 
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AusHFG 
Code 

Deviation 
from HPU 

B.0300 
Y/N 

Room / Space Quantity 
Room 
Area 
M2 

Total Area 

AHFG's  
Standard 
Compnen
t Size m2 

Deviation 
from 

Standard 
Compent 

m2 
Y Bay - dirty linen trolley 1 1 1 1 0 

Subtotal 97 6 
Discounted Circulation 30% 29 0 31 

Total 126 31 
FAST TRACK  
CONS N Consult room 5 12 60 12 0 
CONS-
ENT-OPT 

N Consult - ENT/ Ophthalmology 1 12 12 12 0 

N Consult - Dental 0 12 0 12 0 
PBTR-NA Y Patient Bay – Non Acute Treatment, 

10m2 
7 10 70 10 70 

1 BR-IS-N Y 1 Bed Room - Isolation - Negative 
Pressure, 15m2 

1 15 15 15 15 

ENS-ST Y Ensuite - Standard, 5m2 1 5 5 5 5 
ANTE Y Anteroom 1 6 6 6 6 
PROC-20 Y Procedure Room, 20m2 2 20 40 14 40 
SSTN-14 Y Staff Station, 14m2 1 20 20 14 20 
TRMT Y Allied Health Assessment 

TreatmentRoom 
1 14 14 14 14 

Subtotal 242 170 
Discounted Circulation 30% 73 0 51 

Total 315 221 
FAST TRACK SUPPORT 
AREA  
WAIT-10 Y Waiting, 10m2 1 30 30 10 20 
CLUR-14 N Clean Utility/ Medication Room, 14m2 1 14 14 14 0 
DTUR-10 N Dirty Utility, 10m2 1 10 10 10 0 
STSS-12 N Store - Sterile Stock, 12m2 1 12 12 12 0 
STEQ-14 N Store - Equipment 1 14 14 14 0 

N Store - Crutch 1 2 2 2 0 
WCPT N Toilet - Patient, 4m2 2 4 8 4 0 
BHW Y Bay - Height/ Weight 1 2 2 2 0 
BHWS-A N Bay – Hand wash - Type A 2 1 2 1 0 
BPPE Y Bay - PPE (Personal Protective 

Equipment) 
6 2 9 1 1 

BPATH Y Bay – Pathology 1 4 4 4 0 
BPTS N Bay – Pneumatic Tube  1 1 1 1 0 
BMEQ-4 N Bay - Mobile Equipment, 4m2 1 4 4 4 0 
BBEV-OP N Bay – Beverage, Open Plan, 4m2 2 4 8 4 0 
BMT-4 Y Bay – Meal Trolley 1 4 4 4 0 
BLIN N Bay - Linen 1 2 2 2 0 

Y Bay - dirty linen trolley 4 1 2 1 0 
BRES Y Bay - Resuscitation Trolley 1 2 2 1 1 

Subtotal 130 21 
Discounted Circulation 40% 52 0 8 

Total 181 
ADULT ACUTE  
PBTR-A12 N Patient Bay - Acute Treatment, 12m2 30 12 360 12 0 
1 BR-IS-N N 1 Bed Room - Isolation - Negative 

Pressure, 15m2 
3 15 45 15 0 

1BR-IS-P Y 1 Bed Room - Isolation - Positive 
Pressure 

1 15 15 15 0 

ANTE N Anteroom 3 6 18 6 0 
ENS-BA N Ensuite - Bariatric, 7m2 1 7 7 7 0 
ENS-ST N Ensuite - Standard, 5m2 3 5 15 5 0 
PROC-20 Y Procedure Room, 20m2 2 20 40 20 0 
INTF Y Interview Room  2 14 28 14 0 
WCPT N Toilet - Patient, 4m2 5 4 20 4 0 
SHPT N Shower - Patient, 4m2 2 4 8 4 0 

Subtotal 556 0 
Discounted Circulation 40% 222 0 0 

Total 778 
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AusHFG 
Code 

Deviation 
from HPU 

B.0300 
Y/N 

Room / Space Quantity 
Room 
Area 
M2 

Total Area 

AHFG's  
Standard 
Compnen
t Size m2 

Deviation 
from 

Standard 
Compent 

m2 
ADULT ACUTE SUPPORT 
AREA  

            

WAIT-10 Y Waiting, 10m2 1 30 30 10 20 
SSTN-14 Y Staff Station, 14m2 2 30 60 30 0 
OFF-CLN Y Office - Clinical Workroom 2 15 30 15 0 
BHWS-A N Bay – Hand wash - Type A 11 1 11 1 0 
BPPE N Bay - PPE (Personal Protective 

Equipment) 
10 2 15 2 0 

  N Office – Telemedicine 0 12 0 12 0 
CLUR-12 Y Clean Utility/ Medication Room, 12m2 2 12 24 12 0 
STSS-12 N Store - Sterile Stock, 12m2 1 12 12 12 0 
BPTS N Bay – Pneumatic Tube  2 1 2 1 0 
BPATH N Bay – Pathology 2 1 2 1 0 
  N Bay - pathology trolley 4 1 4 1 0 
DTUR-10 Y Dirty Utility, 10m2 2 10 20 10 0 
STEQ-14 N Store - Equipment 1 30 30 30 0 
STDE N Store - Disaster Equipment 1 15 15 8 7 
BBW N Bay - Blanket / Fluid Warmer 1 3 3 3 0 
BMEQ-4 N Bay - Mobile Equipment, 4m2 4 4 16 4 0 
BBEV-OP N Bay – Beverage, Open Plan, 4m2 2 4 8 4 0 
BMT-4 N Bay – Meal Trolley 1 4 4 4 0 
BLIN N Bay - Linen 3 2 6 2 0 
STDR-10 Y Medication  Room 1 10 10 10 0 
DISP-8 Y Disposal Room, 8m2 1 8 8 8 0 
CLRM-5 N Cleaner's Room, 5m2 1 5 5 5 0 
  Y Bay - dirty linen trolley 10 1 5 1 0 
  Y Wardsperson interchange 1 10 10 10 0 
  Y Communications Centre 1 25 25 25 0 
BRES N Bay - Resuscitation Trolley 1 2 2 2 0 
    Subtotal     357   59 
    Discounted Circulation   40% 143 0 24 
    Total     499   109 
PAEDIATRIC ACUTE              
PBTR-A12 N Patient Bay - Acute Treatment, 12m2 10 12 120 12 0 
1 BR-IS-N N 1 Bed Room - Isolation - Negative 

Pressure, 15m2 
2 15 30 15 0 

ANTE N Anteroom 2 6 12 6 0 
ENS-ST N Ensuite - Standard, 5m2 2 5 10 5 0 
CONS N Consult  Room  2 12 24 12 0 
PROC-20 Y Procedure Room, 20m2 2 20 40 20 0 
TRMT N Plaster Room 0 14 0 14 0 
  N Store - Crutch 1 2 2 2 0 
PLAP-10 N Play Area - Paediatrics, 10m2 1 10 10 10 0 
INTF N Interview Room  1 12 12 12 0 
WCPT N Toilet - Patient, 4m2 2 4 8 4 0 
SHPT N Shower - Patient, 4m2 1 4 4 4 0 
    Subtotal     272   0 
    Discounted Circulation   40% 109 0   
    Total           
ED MENTAL HEALTH 
POD  

            

TRMT Y Treatment Room - Behavioural 
Assessment Room 

2 14 28 14 0 

  Y Gun safe 1 2 2 2 0 
WCPT N Toilet - Patient, 4m2 1 4 4 4 0 
SSTN-10 Y Staff Station  1 10 10 10 0 
WAIT-20 Y Waiting, 20m2 1 20 20 20 0 
INTF N Interview Room  3 14 42 14 0 
    Subtotal     106   0 
    Discounted Circulation   30% 32 0 0 
    Total     138     
EMERGENCY MEDICINE 
UNIT - ADULT  
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AusHFG 
Code 

Deviation 
from HPU 

B.0300 
Y/N 

Room / Space Quantity 
Room 
Area 
M2 

Total Area 

AHFG's  
Standard 
Compnen
t Size m2 

Deviation 
from 

Standard 
Compent 

m2 
PBTR-A12 N Patient Bay - Acute Treatment, 12m2 23 12 276 12 0 
1 BR-IS-N N 1 Bed Room - Isolation Room - 

Negative Pressure, 15m2 
3 15 45 15 0 

ANTE N Anteroom 3 6 18 6 0 
INTF Y Interview Room 1 12 12 12 0 
ENS-ST N Ensuite 3 5 15 5 0 
WCPT N Toilet - Patient, 4m2 3 4 12 4 0 
SHPT N Shower - Patient, 4m2 3 4 12 4 0 
    Subtotal     390     
    Discounted Circulation   30% 117 0   
    Total     507     
EMERGENCY MEDICINE 
UNIT - ADULT - 
SUPPORT AREA  

            

SSTN-20 N Staff Station, 20m2 1 20 20 20 0 
BLIN N Bay - Linen 1 2 2 2 0 
BHWS-A N Bay – Hand wash - Type A 7 1 7 1 0 
BPPE N Bay - PPE (Personal Protective 

Equipment) 
9 2 14 2 0 

  N Bay - Waste streaming 1 4 4   4 
CLUR-14 N Clean Utility/ Medication Room, 14m2 1 14 14 14 0 
STSS-12 N Store - Sterile Stock, 12m2 1 12 12 12 0 
DTUR-12 N Dirty Utility, 12m2 1 12 12 12 0 
  N Bay - dirty linen trolley 9 1 5   1 
BMT-4 N Bay – Meal Trolley 1 4 4 4 0 
BBEV-OP N Bay – Beverage, Open Plan, 4m2 1 4 4 4 0 
STGN-9 N Store - General 1 12 12   12 
STEQ-14 N Store - Equipment 1 14 14 14 0 
BMEQ-4 N Bay - Mobile Equipment, 4m2 2 4 8 4 0 
BRES N Bay - Resuscitation Trolley 1 2 2   2 
BPATH N Bay – Pathology 1 4 4 4 0 
  N Bay - pathology trolley 3 1 2   1 
BPTS N Bay – Pneumatic Tube  1 1 1 1 0 
    Subtotal     139   19 
    Discounted Circulation   30% 42 0 6 
    Total     181   24 
PAEDIATRIC 
EMERGENCY MEDICINE 
UNIT  

          0 

PBTR-A12 N Patient Bay - Acute Treatment, 12m2 5 12 60 12 0 
1 BR-IS-N N 1 Bed Room - Isolation Room - 

Negative Pressure, 15m2 
1 15 15 15 0 

ANTE N Anteroom 1 6 6 6 0 
ENS-ST N Ensuite 1 5 5 5 0 
WCPT N Toilet - Patient, 4m2 2 4 8 4 0 
SHPT N Shower - Patient, 4m2 1 4 4 4 0 
    Subtotal     98   0 
    Discounted Circulation   30% 29 0   
    Total     127     
PAEDIATRIC STREAM 
SUPPORT AREA  

          0 

WAIT-10 N Waiting, 10m2 1 30 30 20 10 
SSTN-14 N Staff Station, 14m2 1 14 14 14 0 
OFF-CLN N Office - Clinical Workroom 1 15 15 15 0 
SSTN-14 N Staff Station, 14m2 1 14 14 14 0 
CLUR-14 Y Clean Utility/ Medication Room, 14m2 1 14 14 14 0 
STSS-12 N Store - Sterile Stock, 12m2 1 12 12 12 0 
DTUR-10 N Dirty Utility, 10m2 1 10 10 10 0 
BBW N Bay - Blanket / Fluid Warmer 1 3 3 3 0 
BHWS-A N Bay – Hand wash - Type A 5 1 5 1 0 
BPPE Y Bay - PPE (Personal Protective 

Equipment) 
2 2 3 2 0 

BPTS Y Bay – Pneumatic Tube  1 1 1 1 0 
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AusHFG 
Code 

Deviation 
from HPU 

B.0300 
Y/N 

Room / Space Quantity 
Room 
Area 
M2 

Total Area 

AHFG's  
Standard 
Compnen
t Size m2 

Deviation 
from 

Standard 
Compent 

m2 
BPATH Y Bay – Pathology 1 4 4 4 0 
  Y Bay - pathology trolley 2 1 1 1 0 
STGN-9 N Store - General 1 12 12 12 0 
STEQ-14 N Store - Equipment 1 14 14 14 0 
STDE Y Store - Play 1 2 2 2 0 
BMEQ-4 N Bay - Mobile Equipment, 4m2 2 4 8 4 0 
BBEV-OP N Bay – Beverage, Open Plan, 4m2 2 4 8 4 0 
BHW N Bay - Height/ Weight 1 2 2 2 0 
BMT-4 N Bay – Meal Trolley 1 4 4 4 0 
BLIN N Bay - Linen 1 2 2 2 0 
DISP-8 Y Disposal Room, 8m2 1 8 8 8 0 
  Y Bay - dirty linen trolley 2 1 1 1 0 
BRES N Bay - Resuscitation Trolley 1 2 2 2 0 
    Subtotal     189   0 
    Discounted Circulation   40% 75 0   
    Total     264     
OTHER STAFF SUPPORT 
AREAS  

          0 

SRM-35 Y Staff Room, 30m2 1 45 45 30 15 
CHST-20 Y Change - Staff (Male/Female), 20m2 2 20 40 20 0 
SHST N Shower - Staff, 3m2 2 3 6 3 0 
WCST N Toilet - Staff, 3m2 17 3 51 3 0 
PAR Y Parenting Room 1 6 6 6 0 
    Subtotal     148   15 
    Discounted Circulation   30% 44 0 5 
UNIT_TOT
AL 

  Total     192   0 

SUPPORT AREAS            0 
  Y Biomedical equipment workroom 1 30 30 30 0 
    Subtotal     30   0 
    Discounted Circulation   30% 9 0 0 
    Total     39   0 
ED IMAGING            0 
CTPR N CT Scanning 1 45 45 45 0 
CTCR N CT Control Room 1 12 12 12 0 
  Y Reporting Station 0 6 0 6 0 
GENXR N General X-Ray 2 40 80 35 5 
XRRR N X-Ray Viewing & Reporting Room 0 12 0 9 3 
WAIT-10 N Waiting, 10m2 1 10 10 10 0 
ULTR N Ultrasound 3 14 42 14 0 
STGN-8 N Store - General, 8m2 1 8 8 8 0 
BLIN N Bay - Linen 1 2 2 2 0 
BMEQ-6 N Bay - Mobile Equipment, 6m2 1 6 6 6 0 
  Y Bay - dirty linen trolley 2 1 1 1 0 
    Subtotal     206   0 
    Discounted Circulation   30% 62 0 0 
    Total     268   0 
EXTERNAL AREA            0 
    Ambulance Bays 12 tba       
    Mental Health Short Stay courtyard 1 20 20 20 0 
    Paediatric courtyard 1 20 20 20 0 
    Staff courtyard 1 20 20 20 0 
    Emergency services bays 6 tba       
    Subtotal     60   0 
CIRC   Discounted Circulation   30% 18 0 0 
UNIT_TOT
AL 

  Total     78   0 

              0 
Areas that must be 
included  

          0 

MENTAL HEALTH 
SHORT STAY UNIT  

          0 

WAIT-20 N Waiting, 20m2 1 20 20 20 0 
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AusHFG 
Code 

Deviation 
from HPU 

B.0300 
Y/N 

Room / Space Quantity 
Room 
Area 
M2 

Total Area 

AHFG's  
Standard 
Compnen
t Size m2 

Deviation 
from 

Standard 
Compent 

m2 
SSTN-10 N Staff Station, 14m2 1 14 14 14 0 
OFF-CLN N Office - Clinical Workroom 1 15 15 15 0 
INTF N Interview Room  2 14 28 14 0 
1BR-MH-A N 1 Bed Room - Mental Health - 12m2 9 12 108 12 0 
ENS-MH-A N Ensuite - Mental Health, Inboard, 5m2 3 5 15 5 0 
1BR-SP-A N 1 Bed Room - Special, 18m2 1 18 18 18 0 
ENS-SP N Ensuite - Special, 6m2 1 6 6 6 0 
TRMT N Treatment Room 1 16 16 16 0 
ADLD N Lounge/Dining 1 50 50 50 0 
WCAC N Toilet-Accssible 6m2 1 6 6 6 0 
BHWS-A N Bay – Hand wash - Type A 2 1 2 1 0 
BBEV-OP N Bay – Beverage, Open Plan, 4m2 2 3 6 3 0 
BMT-4 N Bay – Meal Trolley 1 4 4 4 0 
CLUR-8 N Clean Utility/ Medication Room - Sub, 

8m2 
1 8 8 8 0 

DTUR-S N Dirty Utility - Sub, 8m2 1 8 8 8 0 
BRES N Bay - Resuscitation Trolley 1 2 2 2 0 
BLIN N Bay - Linen 1 2 2 2 0 

N Bay - dirty linen trolley 2 1 1 1 0 
N Gun safe 1 2 2 2 0 

STGN-8 N Store - General, 8m2 1 8 8 8 0 
OFF-2P N Office - 2 Person Shared, 12m2 1 12 12 12 0 
OFF-S9 N Office - Single Person, 9m2 1 9 9 9 0 
PROP-2 N Property Bay - Staff, 2m2 1 2 2 2 0 
WCST N Toilet - Staff, 3m2 1 3 3 3 0 

Subtotal 365 0 
Discounted Circulation 30% 109 0 0 

Total 474 0 
WOMEN'S 
ASSESSMENT CENTRE  

0 

WAIT-10 N Waiting, 10m2 1 10 10 10 0 
PBTR-H-9 N Patient Bay – Holding, 9m2 2 9 18 9 0 
TRMT N Treatment Room 1 14 14 14 0 
SSTN-10 N Office 1 9 9 9 0 
BHWS-
PPE 

N Bay - Handwashing/ PPE 1 2 2 2 0 

CLUR-8 N Clean Utility/ Medication Room Sub 1 8 8 8 0 
INTF N Interview Room 2 12 24 12 0 
ENS-SP N Ensuite - Special, 6m2 1 6 6 6 0 

Subtotal 91 0 
Discounted Circulation 32% 29 0 0 

Total 119 0 
CLINICAL FORENSIC 
MEDICAL SUITE  

0 

INTF N Interview Room 1 12 12 12 0 
CONS N Consult room 2 12 24 12 0 
ENS-ST N Ensuite 2 5 10 5 0 
LNPT-10 N Lounge - Patient/ Family, 10m2 1 10 10 10 0 
OFF-2P N Office - 2 Person Shared, 12m2 1 12 12 12 0 
WAIT-10 N Waiting, 10m2 1 10 10 10 0 
STGN-8 N Store - General, 8m2 1 8 8 8 0 
BBEV-OP N Bay – Beverage, Open Plan, 4m2 1 4 4 4 0 

Subtotal 90 0 
Discounted Circulation 30% 27 0 0 

Total 117 0 
STAFF AREAS  0 
MEET-L-
20 

Y Meeting Room, 20m2 6 25 150 20 5 

OFF-2P N Office - 2 Person Shared, 12m2 1 12 12 12 0 
OFF-S12 N Office - Single Person, 12m2 1 12 12 12 0 
MEET-L-
30 

N Meeting Room, 30m2 1 30 30 30 0 
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AusHFG 
Code 

Deviation 
from HPU 

B.0300 
Y/N 

Room / Space Quantity 
Room 
Area 
M2 

Total Area 

AHFG's  
Standard 
Compnen
t Size m2 

Deviation 
from 

Standard 
Compent 

m2 
MEET-L-
30 

N Meeting Room, 30m2 1 30 30 30 0 

OFF-S9 N Office - Single Person, 9m2 1 9 9 9 0 
STEQ-20 N Store - Equipment, 20m2 1 20 20 20 0 
WCST N Toilet - Staff, 3m2 0 3 0 3 0 

Subtotal 263 0 
Discounted Circulation 30% 79 0 0 

Total 342 0 

Summary - Excluding ED Clinical 
Admin Total Area 

Deviation 
from 

Standard 
Compent 

m2 
Total Room Area 4325 432 

Total Discounted Circulation  Ave 34% 1450 166 
Total Department / Unit Area 5775 599 

AusHFG 
Code 

Deviation 
from HPU 

B### 
Y/N 

Room / Space Quantity 

Room 
Area 
M2 Total Area 

AHFG's  
Standard 
Compnen
t Size m2 

Comment
s - This 
should be 
a 
comment 
on the 
purpose 
of the 
space if a 
deviation 
from the 
HPU 

ED CLINICAL 
ADMINISTRATION  
WAIT-10 N Waiting, 10m2 1 10 10 10 
RECL-10 N Reception/ Clerical, 10m2 1 10 10 10 
MEET-9 Y Meeting Room, 9m2 2 9 18 9 Interviews 
STPS-8 Y Store - Photocopy/ Stationery, 8m2 1 8 8 8 
OFF-S9 Y Office - Single Person, 9m2 1 9 9 9 Administr

ation 
manager 

Y Office - Administration 7 6 39 6 2 
secretarie
s, 1 admin 
officer, 1 
data 
manager, 
3 EDIS 

OFF-S9 Y Office - Single Person, 9m2 6 9 54 9 4 x 
Deputy 
Director, 2 
x Director 
of 
Training 

OFF-S12 Y Office - Single Person, 12m2 1 12 12 12 1 x 
Professor 

OFF-S9 Y Office - Single Person, 9m2 1 9 9 9 1 x senior 
lecturer 

OFF-S9 Y Office - Single Person, 9m2 32 9 288 9 32 x Staff 
specialists 

Y Office - Shared Workstation, 4.4m2 9 4 40 4 9 x Senior 
Registrars. 
Shared to 
reflect 
part time 
use 
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AusHFG 
Code 

Deviation 
from HPU 

B.0300 
Y/N 

Room / Space Quantity 
Room 
Area 
M2 

Total Area 

AHFG's  
Standard 
Compnen
t Size m2 

Deviation 
from 

Standard 
Compent 

m2 
Y Office - Shared Workstation, 3m2 8 3 24 3 8 x 

Registrars. 
Shared to 
reflect PT 
use 

Y Office - Shared Workstation, 3m2 6 3 18 3 6 x 
RMO/CM
O/Interns. 
Shared to 
reflect PT 
use 

OFF-S9 Y Office - Single Person, 9m2 3 9 27 9 1 x ADON, 
2x Nurse 
Manager 

Y Office - Shared Workstation, 5.5m2 3 6 17 6 2 x Clinical 
Support 
nurse, 1 x 
project 
officer 

Y Office - Shared Workstation, 4.4m2 8 4 35 4 20 x 
Nav/Clin, 
9 x CDN. 
Shared to 
reflect 
part time 
use 

Y Office - Shared Workstation, 3m2 8 3 24 3 8 x Allied 
Health, 
includes 
physio, 
social 
work, OT, 
dietitician, 
pharmacy, 

Y Office - Shared Workstation, 4.4m2 2 4 9 4 2 
equipmen
t officers / 
biomed 
designate
d to ED 

Y Office - Shared Workstation, 4.4m2 4 4 18 4 Psych reg, 
MHC, 
CAMHS. 
Shared to 
reflect 
part time 
use 

Subtotal 667 
Discounted Circulation 30% 200 0 

Total 867 

Summary -ED Clinical Admin only Total Area 
Total Room Area 667 

Circulation Allowance Ave 30% 200 
Total Department / Unit Area 867 
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11. Abbreviations 
Abbreviation Description 
ACTPAS ACT Patient Administration System 
ADM Automated Dispensing Machine 
ADS Alcohol and Drug Services 
AGV Automatic Guided Vehicles 
BAR Behavioural Assessment Room 
CAMHS Child and Adolescent Mental Health Service 
CARHU Child At Risk Health Unit 
CCTV Closed Circuit Television 
CFMS Clinical Forensic Medical Service 
CT Computed tomography 
ED Emergency Department 
EDIS Emergency Department Information System 
EDSU Extended Day Surgery Unit 
EMM Electronic Medication Management 
EMU Emergency Medicine Unit 
FFE Furniture, Fittings and Equipment 
FPU Functional Planning Unit 
FTE Full Time Equivalent 
HPU Health Planning Unit 
ICT Information Communication Technology 
IPU Inpatient Unit 
MAU Medical Assessment Unit 
MHJHADS Mental Health, Justice Health, Alcohol and Drug Service 
MHS-ID Mental Health Service for People with an Intellectual Disability 
MHSSU Mental Health Short Stay Unit 
OPMHS Older Persons Mental Health Service 
OPG Orthopantomogram 
PEHR Personal Electronic Health Record 
PICS Purchasing Inventory Control System 
PPE Personal Protective Equipment 
RTLS Real Time Location System 
SAU Surgical Assessment Unit 
SPIRE Surgical Procedures, Interventional Radiology and Emergency 
WAC Women’s Assessment Centre 
WOW Workstation on Wheels 
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HPU brief development participants 
Participants in the development of the HPU brief 
Position Name 
Clinical Director Greg Hollis 
Acting ADON Nicole Slater 
Manager Acute Support Physiotherapy Kerry Boyd 
Director Medical Imaging Mark Duggan 
HPU senior planning officer Amanda Slater 
Director, Clinical Forensic Medical Services Vanita Parekh 
Program Director Health Services Redesign Carolyn Bartholomew 
Executive Director, Health Services Program Vanessa Brady 
Clinical Director Obstetrics and Gynaecology Lim Boon 
Executive Director Women, Youth & Children Elizabeth Chatham 
Operational Director of Adult Acute Mental Health Services, 
MHJHADS 

Helen Braun 

ED Leadership committee Medical, Nursing, Administration 
representatives 
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1. Introduction
The ACT Government committed to an expansion of the Canberra Hospital in the 2016 election with 
the development of a Surgical Procedures, Interventional Radiology, and Emergency (SPIRE) Centre. In 
September 2018, the Building Health Services Program Strategy Steering Committee agreed in-
principle for the eastern corridor (North End) of the Canberra Hospital Campus, Garran be scoped as 
the future site of the SPIRE project.   

This Health Planning Unit (HPU) Brief for Sterilising Services (SS) has been developed in response to 
the eastern corridor site proposal and will be used to inform early site planning, feasibility and proof 
of concept in the first instance.   

This HPU defines the activities and functions to be undertaken by the SS.  It is not the role of the HPU 
Brief to design the space, but rather to articulate the operational requirements, functionalities and 
relationships for which the architect can develop a suitable design response.    

2. Description of the service
The role of the SS is to provide a comprehensive specialised sterilising service of Reusable Medical 
Devices (RMD) to Australian Standards for Canberra Health Services, Calvary Public Hospital Bruce 
(CPHB) and some private specialty clinics within the ACT and surrounding NSW region.   

SS provides service for: 
• reprocessing of RMD

− disassembling, cleaning and disinfecting instruments, trays, utensils, containers and other
reprocessable items.  Most of these items will have been used in surgical or medical
procedures carried out in operating theatres or other clinical areas

− preparing, assembling, inspecting and packaging instrument trays and packs including
device functionality and safety checks

− sterilising completed trays and packs and providing disinfected items acceptable for patient
use

• storing raw materials/components before they are assembled into instrument trays/packs
• storing goods processed in the department until they are ready for transfer to point of use
• collecting used items and distributing sterile products
• management of RMD purchases, repairs and maintenance
• purchasing and maintenance of sterilising equipment
• cleaning and reprocessing endoscopes and heat-liable accessories.

The decontamination life cycle represents each stage of the decontamination process. 

Cleaning

Disinfection

Inspection

Packaging

Sterilisati
on

Transport

Storage

Use

Transport
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For effective decontamination, minimum acceptable standards have to be reached at each stage of 
the decontamination cycle.   

Relative location of the unit 

Where viable, centralised sterilising units minimise duplication and facilitate effective auditing while 
delivering a one way flow of items between soiled and clean areas.  The Sterilising Unit should be 
located in an area that allows direct horizontal or vertical access to the Perioperative Suite and ease 
of access to departments in the hospital and the loading dock.   

If vertically located to the Perioperative Suites then the Washers/Disinfectors need to be in one 
location directly beneath with the use of dedicated lifts.  There should a lift for clean instruments and 
a lift for soiled instruments as per AS/NZ 4187 – 2014.   

The main sterile storage should be accommodated in the Perioperative Suite to allow set-ups to be 
undertaken at all hours by Perioperative sterile stock room staff.  This also allows Perioperative staff 
direct access to the sterile equipment and instrumentation when needed in an emergency situation. 
This store room will be stocked by Sterilising Services staff.    

3. Scope of service  
SS’s are currently provided from a number of facilities. 

Table 1: Location of Sterilising Services within ACT Health Directorate. 
 
Location 
Mitchell Mitchell Sterilising Service (SS) 

Calvary Public Hospital   Bruce (CPHB)  Pre-Rinse Sterilising Unit (PRSU) 

Canberra Hospital (CH), Garran Pre-Rinse Sterilising Unit (PRSU) Building 12 

Central Reprocessing Unit (CRU) Building 2 

The proposal to relocate the current sterilising service from Mitchell to the CH campus offers the 
opportunity to consolidate all prerinse, sterilising and central reprocessing services from a number of 
satellite locations, into a single centralised unit.   A concentration of reprocessing activities will offer 
the potential to deliver major improvements in the efficiency and efficacy of the delivery of the 
current sterilising service.       

The Central Reprocessing Unit in Building 2 performs high level disinfection reprocessing to flexible 
endoscopes and probes for the following CHHS departments including: 

• Gastroenterology and Hepatology Unit 
• Cardiac Catheter Laboratory 
• Intensive Care Unit 
• Birthing 
• Ambulatory Care 
• Radiation Oncology 
• Ward Areas. 

Sterilising methods used in CRU include steam sterilisation (with Reverse Osmosis (RO) capability) and 
low temperature sterilisation (hydrogen peroxide).  

As well as providing pre-rinse capability the Pre Rinse Sterilising Unit located in Building 12 cleans, 
disinfects and sterilises approximately 60% of Reusable Medical Devices (RMD) used in the existing 
operating theatres.    



HEALTH PLANNING UNIT BRIEF –STERILISING SERVICES V0.1 

 Page 6 of 27 

3.1. Customers 
The new SS unit will continue to provide both internal and external services to customers of CHS. 
These will include but are not limited to: 

Internal to the CHS: 

• Perioperative Services (CH)
• Ambulatory and ward areas within Canberra Hospital and Community Health Centres
• Calvary Public Hospital Bruce (loan RMD only).
• External to the Health Directorate:
• Marie Stopes International
• Canberra Micro Surgery
• Canberra Eye Hospital
• Capital Day Surgery
• various Medical Specialists (private practice).

3.2. Reprocessing 
The tables below are required data for the calculation for major medical equipment e.g. washer-
disinfectors, sterilisers, etc. 

Table 2: ACT Public Hospital Episodes with a Theatre Event provided by the Health Services Planning Unit. Note that the 
reprocessing figures exclude external customers. 

2017/18 Count of episodes 
Canberra Hospital 
Urgent 7,994 
Semi Urgent 2,507 
Elective 7,803 
Statistical Admission 136 
Organ Procurement 14 
Status not assigned 0 
TOTAL 18,454 
Calvary Public Hospital Bruce 
Urgent 1,234 
Semi Urgent 5 
Elective 5,677 
Statistical Admission 17 
Organ Procurement 0 
Status not assigned 576 
TOTAL 9,581 
Endoscopy1 2,021 
Grand Total (Ex Endoscopies) 26,014 

1 Endoscopies are counted as admitted patients at CPHB 
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4. Model of service delivery summary 
4.1. Service objectives 
There are special requirements needed to produce sterile products.   Understanding of the basic 
service objectives and principles allows the process flow of the department to be understood:   

• decontaminate to a level compatible with the intended use of the product 
• minimise adventurous contamination through control of the environment, personnel and 

materials 
• produce items that are fit for their intended purpose within the specified timeframe.  

Decontaminate products in such a way as to safeguard patients and staff: 

• within the constraints of the service, provide products in a timely manner 
• ensure the location and facilities provide a high quality and cost-effective service 
• provide adequate labelling and instructions for safe use 
• ensure the process is validated, controlled and monitored 
• hold appropriate documentation/records to demonstrate compliance.  

4.2. Service requirements 
The service can be described under the following three headings, which provide an overview of the 
requirements of the sterile services function.   

• environment – segregation of process, control through environment, personnel and materials 
• equipment – fit for purpose, validated and maintained to current guidance and standards 
• management – documentation to demonstrate compliance, validated training and qualification 

for those involved in decontamination, individual training records  

4.3. Operational principles  
The location of a potential new build should consider vehicular access and effective delivery to and 
collection from the sterilising unit.  Other considerations include distance from main users, 
turnaround time and instrument inventory.   

 

While single use products and devices are replacing the use of RMD in many clinical services, the 
complexity of patient care and associated equipment is increasing the need for sterilising services.  
This has concentrated the activities of sterilising services to support: 

• surgical services 
• procedural services 
• specialist clinical services and as required 
• oral health.   

As off campus facilities/services are also supported, systems of transport need to be available with 
timely delivery and access to pick up/deliver RMD.   

The SS unit must ensure a clear, effective separation of clean and dirty activities. It will provide an 
environment that minimises the risk of cross contamination of cleaned, disinfected and sterile RMD. 
The work flow must be unidirectional from dirty to clean to sterile.  

New generation major medical equipment and related infrastructure has resulted in major 
improvements to the efficiency and efficacy of sterilising services such as: 

• central chemical dosing systems for washer disinfectors 
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• automated systems to feed to and from steam sterilisers and batch washers – the new unit will be
fully automated where possible to minimise manual handling and optimise productivity.

• locally installed Reverse Osmosis (RO) water supply to improve the quality of steam to units and
• chemically improved disinfecting solutions to improve life of RMD.
• computerised instrument tracking systems to capture the entire production cycle from

decontamination, to sterilisation and to patient episode.  All equipment and RMD will interface
with the inventory management and tracking system to capture recordable events in the
production cycle as well as provide life cycle management of equipment and instruments.

Gross debris and sharps will continue to be removed and disposed of at the conclusion of the surgical 
procedure in operating theatre/Interventional Suite in accordance with infection control policy.  

All used RMD will be collected from the operating theatres in closed puncture proof containers prior 
to transport to the SS unit.  

Transfer of the sterile RMD containers to the respective Peri-operative /Interventional Suites requires 
a trolley system whether open or closed.    

Once equipment is sterilised it will be returned to the service/department and stored at point of use. 

4.4. Surgical loan sets 
The use of surgical loan sets requires careful coordination between surgical suppliers, transport 
companies, SS unit staff and peri-operative suite loans coordinator/s.  The surgical loan sets arrive 24 
hours prior to the planned surgical procedure. The loan sets require manual checking against the 
supplier’s inventory for contents.  

The loan sets then need to be disinfected/ decontaminated, packed and sterilised ready for use.  

Used Loan sets are disinfected, decontaminated and reprocessed prior to return to surgical suppliers. 

5. Workforce
The SS unit will be managed and staffed by the ACT Health Sterilising Services.  Further data 
development will be required to inform the future workforce profile. 

Table 1 -SSD workforce profile 

Discipline Classification Current 
FTE 

Projected 
FTE 

Current 

Headcount 

Projected 

Headcount 

Comments 

Sterilising Technicians 
Manager/Technicians  49 55 
Total 49 55 

6. Policies impacting on the built environment
The SS unit design, configuration and functionality must comply with all relevant and applicable 
standards, building codes and regulations. 

The SS unit will adhere to the relevant design and space standards outlined in the Australasian Health 
Facility Guidelines:   

• AusHFG 0190:  Sterilising Services
• Part D Infection Prevention and Control

Other key guidelines and policies include:
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• AS/NZS 4187:2014 “Reprocessing of reusable medical devices in health service organisations”
• AS/NZS ISO 9001:2015 Quality Management System (QMS)
• National Safety and Quality Health Service Standards for health care facilities
• GENCA Infection Control in Endoscopy (3rd Edition:2010)

− ACT Health Infection Control policies and procedures
− Australian New Zealand Sterilising Standard AS 4187, Section 5.6 Reprocessing of reusable

medical devices in health service organisations
− Infection Control in Endoscopy, Gastroenterology Society of Australia (GESA) , 2011

http://www.genca.org/public/5/files/Endoscopy_infection_control%20(low).pdf

There needs to be capacity to address the impact of new and updated policies as they come on line. 

7. Operational description and associated design
requirements

7.1. Access 

7.1.1. Hours of operation 
• the SS unit will provide an extending hours service to support out of hours emergency sessions

and elective surgery lists
• the service will operate between 07:00 – 21:00 hours, seven days per week.  Outside of these

times, an on call/emergency call roster may be in place.

7.1.2. Access to the unit 
• A zoned approach to the SS unit will prevent unauthorised access
• proximity card security access is required 24 hours, seven days per week
• telephone communication will be required at all times between Perioperative Services and SS

(noted is the additional need for a dedicated analogue telephone line for use in a disaster
situation)

• access for equipment to be serviced and replaced
• access to a dedicated raised clean dock for receiving and dispatching RMD

Restricted access will be required by:

• general staff working within the unit
• perioperative services staff when required
• business support, supply and maintenance staff
• CHS staff as required
• visiting staff, cleaners, students and official visitors, etc.
• external visitors such as company representatives will not be permitted to enter the unit.  Visitors

will be received in the Manager’s office or an adjacent meeting room.

7.1.3. Staff access 
• all staff working within the SS unit will be required to change into work attire on arrival to work
• staff amenities will be provided so that staff can change into appropriate attire and then enter the

unit via restricted circulation
• there will be a separation of staff working in clean and dirty areas of the unit each shift
• staff working in the decontamination area will be rostered to work in that environment for the

shift and vice versa for staff working in the packing and sterilising areas.

http://www.genca.org/public/5/files/Endoscopy_infection_control%20(low).pdf
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7.2. Non-clinical support 

7.2.1. Storage 

Only production materials and those items that are to be processed, or have value added should be 
stored or passed through the unit.  Sufficient stock levels are important for the unit to operate 
smoothly.  It is essential that enough storage is provided within the design of the unit.  Three storage 
areas are required within the SS unit: 

• store for raw materials.  Sufficient stock levels of the raw materials that support 22 operating
theatres is important for the SS unit to operate smoothly.  It is essential that enough storage is
provided for these items within the design of the department.

• chemical storage (in bulk) with automatic feeding to the sterilisers
• storage for processed products to support 22 operating theatres with adjacent area for trolleys

and containers used to despatch processed goods.

7.2.2. Supply Services 
• direct entry/access to the receive/dispatch loan kits/consignment work room via a service

corridor must be provided
• supplies including loan instrumentation will be delivered directly from the dock area to the de-

boxing area and consignment loans storeroom via services circulation

7.2.3. Equipment Tracking and Storage 
• an electronic instrument tracking system such as T-Doc or equivalent will be used to track all RMD

at each stage of the supply and reprocessing cycle
• transition to a boxed sterilisation (rigid container), storage and transport system for instrument

sets is envisaged during the timeframe of the development of the SPIRE project.

7.2.4. Environmental Services 
• high standards of cleanliness are essential for all areas within the SS unit.  Therefore a number of

cleaning rooms may be required so that the cleaning equipment can be segregated to the specific
areas of use to minimise the risk of contamination from dirty area to clean.

• items returned to the unit for decontamination and sterilisation should have any sharps and
biological waste removed at the source

• SS will be supported by the ACT Health Waste Management Plan and the Business Support
Departure Document. This will include, but is not limited to:
− waste streaming and recycling – all waste containers should be foot operated.
− secure document disposal
− disposal room availability for holding SS’s waste prior to collection.
− all waste will be removed through an exit maintaining clean and dirty flows within the SS to

the main loading dock.

7.3. Amenities for staff 
• SS staff will require change room facilities with access to toilet, shower and lockers
• an internal restricted circulation pathway for staff to and from the change rooms is required
• make use of natural light where appropriate for areas occupied by staff.
• The SS unit is a large department that is required to provide essential training to staff who are

generally unable to leave the unit. Hot desks may be located within the SS tea room and be
available for staff use for on line education.

• SS has multidisciplinary meetings with many clinical departments within the hospital and external
customers where a meeting/training room is required.
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7.4. Safety and security requirements 

7.4.1. Safety 

The design and equipment selection will seek to eliminate or reduce many hazards. Examples include: 

• height adjustable work benches, packing tables and sinks for instrument cleaning and packing
• carrier and trolley systems that integrate with major medical equipment such as batch washers

and steam sterilizers to reduce manual handling
• the use of automated systems for loading and unpacking major medical equipment
• the use of lifters to manage loan equipment (as per WHS loan management policy)
• instrument boxes and packs will not exceed 7 kgs
• the feasibility of using automatic guided vehicles (AGVs) is to be assessed.

7.4.2. Security 
• The unit will be secured, and only authorised staff will have access
• duress alarm will be required in the entry/reception area
• CCTV monitoring will be required at all entry and egress points.

7.4.3. Emergency power and uninterrupted power supply 
• An emergency back-up system for the power supply is required for high priority equipment,

lighting and systems such as lifters and plant e.g. automated chemical management system and
Reverse Osmosis water.

• data logging and computer equipment will be on uninterrupted power supply (UPS).
• power to the height adjustable packaging tables will be ceiling suspended.

7.5. Infection control 
Elimination of any risk of cross contamination or compromise to the integrity of sterile stock must be 
achieved through design wherever possible. Requirements include: 

• restricted/controlled access to CSSD
• dirty to clean to sterile unidirectional workflow with the use of pass through equipment/hatch
• appropriate air handling systems and heat/moisture management as per AS/NZS 4187:2014
• dedicated storage areas that prevent cross-contamination of consumables
• access to hand washing facilities
• availability of personal protection equipment in all areas of CSSD
• the use of suitable materials and finishes that are easily cleaned
• appropriate facilities for cleaning and management/storage of waste
• provision of change facilities.
• hand wash basins and alcohol based hand rub (ABHR) at the entry and exit to all areas within the

SS unit.

As is current practice, all RMD will be reprocessed to eliminate the risk of transmission of prion 
diseases such as Creutzfeldt-Jakob and bovine spongiform encephalopathy. 

7.6. Information Communication Technology (ICT) 
• a PC and monitor will be required at each packing bench for use by staff packing complex

instrument sets
• the ICT system must support use of an electronic instrument tracking system such as T-Doc in the

SS unit and the peri-operative suites
• a printer/scanner will be required for logging loan sets as they come in from outside
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• all equipment will interface with the inventory management and tracking system to capture
recordable events in the production cycle as well as provide life cycle management of equipment
and instruments.

7.7. Teaching, education and research 
• the service will provide continuing education opportunities for all staff
• education and training facilities will be provided within the unit including e-learning hot desks and

a meeting/tutorial room.

8. Design requirements
8.1. Overarching design requirements 

8.1.1. Work flow 

Two classifications of goods will be received at the SS unit, contaminated items and raw materials.  
The functional design of the department must support a continuous flow from designated dirty to 
clean to sterile areas for all reprocessed items. These areas must be physically separated to avoid 
creating routes and cross flows that can potentially re-contaminate processed items or adversely 
affect the microbiological status of raw materials.   

8.1.2. Lighting 

Natural lighting in the soiled/cleaning/decontamination room makes visual inspection easier and has a 
positive effect on staff morale.  Roof lights are not recommended in the processing and storage areas.  
If unavoidable there should be insect-proof and waterproof, be double glazed and have drainage 
channels to prevent contaminating goods below.   

The quality of light is crucial for all aspects of decontamination and should be appropriate for the 
activity carried out in each operational area.  Careful consideration should be given to the colour 
balance between artificial lighting and daylight. 

Task lighting, including magnification inspection lighting, is required where instruments and other 
items are inspected and should preferably be adjustable to suit the operative and the task being 
undertaken.   Light fittings and controls in processing and storage areas should be carefully selected 
to avoid ledges or crevices where dust can collect.  Light levels shall not be less than 400 lux at the 
working surface.   

In storage areas lighting should be good enough to enable labels on stored items to be read easily. 

8.1.3. Noise 

Careful consideration should be given to the choice of finishes especially in the cleaning/disinfecting 
and packing rooms to achieve sound absorption while meeting cleaning and microbiological 
requirements.   

The offices and staff room should be sited away from the noisy areas. 

8.1.4. Door sets 

Doors should be adequately sized to allow clear passage of equipment.  Automatic/semi-automatic 
door closers make it easier for collection and distribution of trolleys to pass unimpeded and prolong 
the fabric of the building.   

Where trolley movement occurs, protection is essential on all doors and door linings.  Vision panels 
should also be provided in doors that are frequently used.   
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8.2. Specific design requirements 
The SS unit should be capable of continued operation during and after a natural disaster, except in 
instances where the facility sustains primary impact.  Special design consideration is needed to 
protect essential services such as emergency power generation, heating and/or cooling systems, 
water supply etc.  

 A telephone or intercom system is required in the dirty, clean and sterile workrooms to allow 
communications without breaching of the ‘Clean Barrier’ Regime.   

Floor finishes should be easy to clean and safety flooring in wet areas such as the trolley wash area 
and soiled instrument decontamination area. 

Wall finishes shall be easy to clean with wall bumpers in all work areas to reduce damage from 
trolleys. 

Ceiling lighting, fittings and electrical wall fittings are to be flush mounted and sealed to prevent dust 
settling and insects from entering. 

All workstations to have a computer monitor and keyboard attached back to back for barcode 
labelling and printing functioning   

Accommodation is required for the parking of transport trolleys used for the delivery of ward imprest 
supplies  

Room temperature to be maintained in the range 18 degrees to 22 degrees 

Allow for AGV’s.   

8.2.1. Entrance areas – general 

Access for staff and visitors, the delivery of supplies, the return of contaminated goods and collection 
of waste.  All entrances must be secure and controlled to prevent unauthorised access.  A means of 
communication for the entrance points to staff occupied areas should be considered.  Staff and goods 
entrances should be segregated.   

8.2.2. Entry/Reception/Administration 

The design must facilitate direct access to the manager’s office without having to cross internal areas 
of the CSSD and with access to external area for clients. 

8.2.3. Contaminated Returns Holding Area 

The contaminated returns lobby provides secure, controlled access from outside the unit to the 
contaminated (including loan sets) returns area only.  A buzzer/light system is required to alert staff 
within the unit to the arrival of goods.  This area is the reception point for soiled instruments from 
Perioperative Suites.  Allowance for the storage of up to 15 soiled trolleys is required.   

An area where loan equipment is received from outside couriers is required.  The area must have 
double door access to the outside of the unit for receipt of the sets.   

All re-processable items returned to the unit should be treated as potentially contaminated and be 
subjected to standard precautions.  It is a receiving area for contaminated return of containers and 
trolleys and is an area where the staff from the cleaning room collect goods.  The room provides a 
space to hold, unload, sort and prepare contaminated RMD that are received from Perioperative 
Services, Ambulatory and Ward Areas or external customers via: 

• CH loading dock2

• a dedicated dirty lift from Perioperative Services3

• ambulatory or ward areas.

2 Requires confirmation once location of this unit determined.  May be opportunity for this unit to have a designated clean/dirty dock  
3 Requires confirmation once location of this unit determined 
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The area should be sufficiently sized to accommodate all locally generated clinical waste and any 
waste products from the contaminated waste returns holding area and soiled/cleaning/disinfecting 
room.    

The use of Loan RMD requires careful coordination between medical equipment and transport 
companies. Dedicated space needs to be provided to receive, manage and dispatch these RMD. 
Delivery transport containers may be numerous, bulky and heavy. The process is labour intensive as 
the contents must be:  

• unpacked
• checked against the suppliers inventory for contents and damage
• photographed
• reprocessed
• delivered to customer.

On return, the RMD must be again checked. This return checking and delivery process requires an 
appropriate area with space to: 

• stack transport containers on wheels
• benches for checking RMD
• workstation with computer for the instrument database.

After checking and re-packing process the RMD are returned to the medical equipment company via 
the CH loading dock4.    

8.2.4. Soiled/Cleaning/Disinfection Area 

Cleaning should completely remove all soil.  The function of cleaning and drying processes is to 
consistently produce clean, dry and disinfected equipment.  It is recommended that this process 
should be fully automated, controlled and validated.  Washer-disinfectors should be of a pass-through 
design, and located in such a way as to facilitate the installation of additional machines should 
workloads increase.  The main tasks of this area are: 

• disassembly and preparation of reusable medical devices and associated equipment before
cleaning, disinfecting and drying

• sorting and loading of medical devices into washer-disinfectors and other cleaning equipment
such as ultrasonic cleaners

• checking contaminated returns
• selective manual cleaning of RMD and accessories deemed unsuitable for automated cleaning,

e.g. at open sinks
• transfer of processed items to the packing area
• facilitation of validation and routine testing of washer-disinfector and
• facilitation of maintenance of quality assurance/tracking records.

An area designated for special cleaning of delicates and will contain:

• 1 x specials ultrasonic tanks with rinse tank
• 2 x sinks for handwashing delicate items such as eye instruments and drills
• 2 x small sorting tables to allow instruments to be sorted and counted

There will be a pass through hatch to allow for the by-passing of the washer-disinfectors for RMD 
where appropriate. Otherwise, RMD will pass through the washer-disinfector to the packing area. 

Key requirements: 

4 Requires confirmation once location of this unit determined.  May be opportunity for this unit to have a designated clean/dirty dock  
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• Washer-disinfectors should be located in such a way as to facilitate the installation of additional
machines should workloads increase

• All items, including trays and containers should be cleaned and dried using a fully automated
process

• facilities to manually clean RMD unsuitable for automated processing
• a high pressure cold water gun at a sink position to facilitate cleaning of instruments with lumens
• where lubrication and function testing of power tools using compressed medical-quality air is

undertaken, local extract ventilation is required
• a separate pass-through hatch to transfer manually cleaned items which cannot be passed

through a washer-disinfector for drying.  Basket and instrument trays are returned to the cleaning
area are returned from the packing area through a separate hatch.  All hatches linking the
cleaning room with the packing room should be airlocks with inner and outer interlocking doors.
An intercom should be installed in both rooms adjacent to the hatches

• pass through (dirty to clean) trolley wash to provide effective cleaning of each collection
trolley/container before its re-use as a delivery trolley.  Area also needed to hold approx. 8
trolleys awaiting disinfection

• suitable access to enable the delivery and removal of equipment
• height adjustable workbenches, equipment, sorting benches and sink depths should be designed

to minimise manual handling
• adequate clear space for servicing, maintenance and cleaning of equipment
• staff access to the area should be via the gowning room only
• radio-frequency identification (RFID) – front of washers, in/out sterilisers
• trolley parking for receipt of soiled instrumentation
• space for decontamination of trolleys
• access to the loan kit room area for the transportation of loan kit trolleys
• access to the storage area
• access to a dedicated cleaners room
• controlled access into the packing and preparation area
• handwashing facilities.

8.2.5. Inspection, assembly and packing area (clean workroom) 

This area will receive goods from the cleaning and disinfecting room and materials from the materials 
transfer room.  Cleaned and disinfected RMD will undergo inspection, function testing with assembly 
onto trays and procedure packs in preparation sterilisation.  Trolleys do not pass in or out of this area.  
All wet processes including handwashing should take place outside this space to minimise 
contamination of devices during preparation or production.   

Key requirements: 

• The packing area is a controlled environment. It is mechanically ventilated with filtered air.  The
room is positive pressure.  Alarms should be provided to alert staff to any failure in the ventilation
system

• An area/room adjacent to this space should be designated for staff to change into PPE before
they enter the room.

• Humidification may be required to avoid dehydration and subsequent processing problems
associated with absorbent materials

• Washed and disinfected goods received from the cleaning room are inspected, assembled,
packed and scanned ready for sterilisation.  For sterile products it is essential the adventitious
contamination be minimise by all practical means.  Workflow should accommodate the following
principle activities:
− Inspecting, assembling, function testing, packing and labelling of discharged items from the

cleaning room and manually cleaned items from the clean room transfer hatch
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− All workstations shall have overhead tooled air and overhead GPO’s
− Discharging items to the steriliser loading area
− Returning wash containers and carriers to the cleaning room.
− Dedicated area for hollow ware and items intended for low temperature sterilisation.
− The room should be sufficiently sized and suitable arranged to accommodate enough

workstations for the smooth running and flexibility of the workflow
− Adequate space must be planned for parking and manoeuvring the transfer trolleys for the

pass through sterilisers.  Space required for parking and manoeuvring the equipment.
• Suitable access must be provided to enable the delivery and removal of equipment and

workstations
• Emergency eye wash station
• Handwashing facilities

8.2.6. Sterilising and Cooling Area 

Most reprocessed items will require sterilisation by steam, however there are some heat sensitive 
items which require low temperature hydrogen peroxide sterilising.  3-phase power is required to the 
Hydrogen Peroxide Sterilisers.  The sterilisation area is where sterilisers are loaded, and set into 
operation and unloaded for cooling following sterilisation.  The packed goods are moved to the 
packed product transfer area where the RMD then proceed to be placed onto a loading shuttle that 
moves along the front of the sterilisers and delivers the rack to the next available piece of equipment.   

Enough space is required for the storage and movement of steriliser loading trolleys and racks.  The 
room should enable terminally disinfected items, or those requiring a sterilisation process other than 
high pressure steam, to be identified and segregated to prevent improper processing.  

In addition to a general unloading area a separate cooling area is required where the trays, packs and 
supplementary items can cool off prior to storage or release.   

A PPE bay should be provided (heat resistant gloves) 

Key requirements:  

• An area painted in light/white colours to assist in the QA checking of items
• enough space for the number of trolleys/racks expected to be held at any one time until they

have been cooled and inspected
• loading trolleys to minimize double handling
• RFID – in/out sterilisers
• fully automated pass through sterilisers with loading shuttle
• controlled access to the post sterilisation unloading/load cooling area
• ideally (if collocated with perioperative services) direct access from the cooling area into the

Perioperative Suites sterile store via a dedicated sterile/clean corridor or dedicated clean lift for
the transportation of sterile equipment

• direct access to a despatch area where sterile imprest of re-processed items for patient clinical
areas can be collected

• Handwashing facilities

8.2.7. Processed Product Store - Sterile RMD Storage Area 

The processed product store is a room used for the short term storage of processed products 
released for distribution.   

Key requirements: 

• storage of RMD at agreed par levels with agreed customers
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• shelving shall facilitate storage of products and ensure first in, first out stock rotation.  Shelving
shall have smooth surfaces to prevent damage to products and should be movable, flexible and
easily cleaned

• shelving should be appropriately sized and spaced to allow good circulation of air and prevent
damage to products.  The ideal weight of an individual RMD is less than 5kg but no more than 7kg
according to ACORN Standards and NSW Workcover guidelines “Design and Handling of Surgical
Loan Instrument Transport Cases”

• space required between shelving to allow trolleys to be manoeuvred without difficulty
• storage of RMD off the floor, with the lowest shelf at least 300mm above floor level to facilitate

cleaning and prevent infestation and 400mm from the ceiling to facilitate workplace safety
• storage areas must be temperature, humidity, air quality and light controlled
• Provide an isolated “Quarantined Area” for RMD used for suspected Creutzfeldt – Jakob Disease

(CJD) with-in the Sterile RMD Store
• Storage space will be based on 20 Operating Theatres and 4 Interventional suites

8.2.8. Despatch Area 

The function of this area is to assemble batches of processed products for distribution, loading of 
transport containers and trolleys, parking decontaminated distribution trolleys and transport 
containers to be loaded with products for despatch and receipt of decontaminated trolleys and 
containers. 

Key requirements: 

• Space for the number of trolleys expected to be held at any one time and should allow for the
trolleys to be manoeuvred without difficulty

• The area must be secure and controlled to prevent unauthorised access
• Sufficient space to incorporate the administrative function of despatch of products

8.2.9. Non Sterile Store (deboxing area) 

This store receives and stores raw materials and consumables used in the manufacturing process.  
The raw materials and consumables predominantly comprise paper, detergents, replacement 
unsterile RMD, implants, and hollowware.    

Key requirements: 

• The area should be large enough to receive deliveries of cartons and pallets
• Shelving should facilitate storage of goods, first in, first out stock rotation and good manual

handling and ergonomic principles
• Shelving should allow for the storage of a variety of packaged incoming goods of differences

shapes and sizes
• Shelving should have the lowest shelf at least 300mm above floor level to facilitate cleaning and

prevent infestation and 400mm from the ceiling to facilitate workplace safety
• space required between shelving to allow trolleys to be manoeuvred without difficulty
• provision should be made for segregation of incompatible goods, and products with special

handling/storage requirements

8.2.10. Staff amenities 
Offices and workstations 

As per the ACT Health Office and Workstation Accommodation Guidelines 

Staff Room  
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A room used for the preparation and consumption of drinks and snacks, staff breaks.  Eating and 
drinking should be restricted to this area only.  It should have convenient access to the 
meeting/training room and ease of access from the entry and to the work areas.   

Key requirements 

• If staff breaks are staggered the size of the room and facilities provided should be designed to
serve the needs of 60% of the maximum number of staff on duty at one time.

• A preparation rea, washing up facilities and handwashing basin with appropriate seating will be
required – seating should accommodate varying size staff members

• Equipment and appliances should be supplied to enable staff to prepare light meals and drinks
• Telephone, voice communication, TV and hot desks with data will be required.

Staff Changing/WC/Shower

Full changing facilities should be provided for male and female staff to change from outdoor clothing 
to working dress, secure valuables, use the WC and shower (contaminated/chemical splashes) and for 
grooming and handwashing. 

Key requirements: 

• Should be located with external access and convenient and separate internal access to clean and
dirty operational areas.  There should be no cross flows for staff accessing clean and dirty areas of
the unit.

• Separate facilities for male and female staff are required with individual lockers5 for staff.
• Segregated shower are affording privacy
• WC, hand basins and wall mirrors – suitable to be used by a person living with a disability.

Education and training

All staff need regular training.  A training room should be provided if such an area is not available 
nearby.  It should be separate to the main work areas, providing a space where teaching materials 
and work samples will be secure.   

8.3. Other support areas 
The following components are required: 

• dedicated reverse osmosis water filtration system
• dedicated automated remote chemical management system
• dedicated clean loading dock6

• contingency plan for steam generator
• waste disposal.

8.4. Endoscope Reprocessing Area 
A dedicated area is required for the cleaning and disinfecting of endoscopes and accessories. The 
endoscopy reprocessing area may be located in a dedicated fully self-contained endoscopy unit or 
with in the SS unit collocated with the Perioperative Suites using shared facilities.  If located within SS 
the process should be separate to instrument processing and follow a unidirectional dirty to clean 
pathway from cleaning to disinfection then storage.   

The reprocessing area will have three distinct zones: 

• a dirty zone where used scopes are cleaned

5 Number will be dictated by the number of staff employed 
6 Depends on final location 



HEALTH PLANNING UNIT BRIEF –STERILISING SERVICES V0.1 

 Page 19 of 27 

• a clean zone where automated flexible endoscope reprocessors (AFER) units are used to
decontaminate scopes

• a storage zone with HEPA-filtered pass-through cupboards for the storage of cleaned scopes. The
cupboard will pass through to the procedure areas where they will be used.

The ability to efficiently and safely process endoscopes is critical to the functioning of the Endoscopy 
Unit.  Endoscope and instrument processing is a multi-step procedure involving decontaminating dirty 
scopes/ instruments, sterilising of scopes and packaging/ storing of clean scopes. Processing of the 
endoscopes commences as soon as the procedure is complete.  Endoscopes, both flexible and non-
flexible undergo a process of disinfection using chemical cleaning agents by manual washing or 
automated reprocessing machines.  The process requires large sinks and tanks of disinfecting solution 
or automated machines.  Instruments are leak tested, then manually pre-cleaned in an enzyme 
solution, followed by high level disinfection with an approved disinfectant in a fume cabinet or 
enclosed automated machine.  Compressed filtered air is required for the drying process.   

Key requirements: 

• the dirty and clean zones require negative pressure and be ventilated to remove vapours of
chemicals used in the process

• scope storage areas must be positively pressured and HEPA filtered to prevent contamination of
clean endoscopes

• sinks for soaking and rinsing sufficiently sized to prevent tight coiling of the endoscope which may
damage the fibre-optic cables in the instrument

• ultrasonic cleaner for accessory equipment used in procedures
• automated endoscope cleaning/ disinfecting machines
• compressed air to aid drying of endoscopic equipment after cleaning
• handwashing basin
• safety eyewash facility
• stainless steel benches with space to accommodate the length of the endoscopes
• storage for disinfected scopes on a bench or shelf.
• scopes may be stored in properly ventilated and temperature controlled cabinets which allow for

endoscopes to hang without coiling preventing damage to either end of the scope. Specific design
requirements.

8.5. General 
• circulation pathways to and from the Peri-operative Suites must be direct
• there must be separate entry and exit points for the movement of clean and dirty items
• the education/meeting room must be located on the periphery of the unit to enable access by

company representatives and others without having to cross internal areas of the SS unit
• access must be provided for the maintenance and servicing of sterilisers and other major

equipment such as the reverse osmosis water treatment plant room
• packing tables require power and data for use with computers, printers and instrument scanners
• air conditioning systems and controls must be configured to maintain appropriate environmental

conditions
• natural light is highly desirable particularly in the packing area.  Natural and artificial lighting must

take into account the bench layout and occupational health and safety requirements for staff
• supply staff will require access to manage bulk supply of chemicals (with the ability to manage

pallets).
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8.6. Technology 

8.6.1. CSSD ICT Tracking System 

The CSSD ICT Tracking System is required to 

• trace, track and recall RMD through all the processes involved in sterilisation
• improve safety and productivity
• provide inventory control
• increase efficiency and plan for demand
• be smart, flexible technology
• be compatible with other ICT systems within Perioperative Services and Canberra Hospital.

8.6.2. Radio Frequency Identification 

Radio Frequency Identification (RFI) is a technology that is available for RMD and implants. This 
technology is required as it enables the detection and tracking of items (including RMD) from a 
distance, even when not visible. 

8.6.3. Other Technology 
• Wi-Fi and data outlet access to network is required for computers to facilitate equipment

traceability and staff training
• antenna connection for the free to air access for the tea room TV
• ceiling data outlets to packaging tables
• all washer-disinfectors and sterilisers equipment will be data logged and networked
• telephone and data outlets to workstations.

8.7. Engineering Requirements 
• adequate supply of power, boiler capacity, RO plant (2 reverse osmosis water systems), and

steam generation
• both steam and electric generation to allow flexibility and redundancy (both ideal); two steam

generators would be required should steam to stream sterilisers be used - currently electric
sterilisers that generate their own steam are in use

• fully automated chemical dosing systems to all washer disinfectors and sinks
• compressed air and tool air will be required in the reprocessing areas
• cooling chamber for waste water to meet trade waste standard AS 3500
• the department will require HEPA filtration as per the relevant standards
• two ring main loop systems will be required
• height adjustable sinks will be required gross decontamination of instruments and gross

decontamination of scopes.

9. Functional relationships
The following functional relationship will be required within SS unit. 
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9.1. Internal relationships 

9.1.1. Immediate 
• soiled/cleaning/disinfection are to contaminated returns area
• soiled/cleaning/disinfection area to general waste/disposal/laundry return room
• soiled/cleaning/disinfection area to loan store
• soiled/cleaning/disinfection area to trolley wash
• soiled/cleaning/disinfection area to cleaners room
• soiled/cleaning/disinfection area to gowning room
• soiled/cleaning/disinfection area to inspecting/packaging area
• packaging area to sterilisation area/unload area
• packaging area to non-sterile store (materials transfer)
• packaging area to gowning room
• packing area to cleaners room
• sterilisation area to cooling area
• sterilisation area to sterile RMD store
• sterile RMD store to processed products despatch
• hot desk to Tea Room

9.1.2. Direct 
• reception to managers office
• reception to Administration Area
• meeting room to Administration Area
• soiled/cleaning/disinfection area to soiled lift7

• processed products despatch to clean lift8

7 If lift required for vertical transportation 
8 If lift required for vertical transportation 

Figure 1:Sterilising Services Department internal functional relationships 
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9.2. External relationships 
The SS unit should be located in close proximity (horizontal or vertical adjacency) to the Interventional 

Suites and accessed via restricted circulation.  Should the CSSD not be located on the same level as 
the Interventional Suites in SPIRE then a dedicated vertical transport system will be required for the 
movement of RMD with separation of clean and dirty flows to be maintained. 

Key external functional relationships are prioritised in the following table as per the criteria in Table 3. 

Table 2: External functional relationships for Sterilising Services Department 

Service/Unit Priority Comments 

New Peri-operative Suite Immediate Movement of equipment and staff 

Interventional Suite Immediate Movement of equipment and staff 

Day Surgery Unit Ready Movement of equipment and staff 

Cardiac Interventional Unit Ready Movement of equipment and staff 

Medical Imaging Ready Movement of equipment and staff 

Emergency Ready Movement of equipment and staff 

Administration Centre Easy Movement of staff 

General (Hotel) Services Easy Movement of staff, supplies, linen & waste 

Outpatient Clinics Easy Movement of equipment 

Inpatient Units (ICU) Easy Movement of equipment 

Site Interfaces 

Loading Dock Ready Movement of staff and goods 

Car parking – Staff Easy Movement of staff; swipe card access control 
(particularly on call staff) 

Public Transport Easy Movement of staff 

Table 3: Priority of external functional relationships 

Immediate 
(<1 minute) 

Being the shortest direct, horizontal route. The route must be an unimpeded route. 
Door to door travel time between the two areas or services identified as having an 
"Immediate" functional relationship must not exceed one minute. 

Direct (<2 
minutes) 

Being a direct horizontal or vertical route. The route must be an unimpeded route. 
Door t door travel time between the two areas or services identified as having a "Direct" 
functional relationship must not exceed two minutes and there must be minimal corner turns 
between the two areas or services. 

Ready (<5 
minutes) 

Being a horizontal or vertical route. 
Door to door travel time between the two areas or services identified as having a "Ready" 
functional relationship must not exceed five minutes. 

Easy (<10 
minutes) 

Being a horizontal or vertical route. 
Door to door travel time between the two areas or services identified as having an "Easy" 
functional relationship must not exceed ten minutes. 
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10. Future service developments and innovation
• requirement to increase volume and turnaround times for many day/minimally invasive

procedures, combined with a necessity to meet more stringent infection control standards will
impact on facility design, equipment set-up and instrumentation inventory levels.

• new and changing technologies and instrumentation will impact on the reprocessing facilities and
equipment required to process intricate and often difficult to re-process instrumentation.

• the implementation of RFID systems for tracking instruments and implants
• potential to implement the use of rigid containers
• RMD Laser Marking for individual RMD tracking where possible
• tunnel reader
• Introduction of AGV’s.
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11. Schedule of Accommodation

AusHFG 
Code 

Deviatio
n from 

HPU 
Y/N 

Room / Space 

Qu
anti
ty 

Roo
m 

Area 
Total 
Area 

AHFG's  
Standar

d 
Compo

nent 
Size m2 

Deviation 
from 

Standard 
Componen

t m2 

STERLISILNG 
SERVICES  

Y Reception 1 15 15 8 7 
Y Waiting 1 5 5 0 5 
Y WC - visitors 1 3 3 0 3 

OFF-S9 N Office - Single Person 1 9 9 9 0 
OFF-S12 N Office - 2 Person, Shared  1 12 12 12 0 

Subtotal 44 15 
CIRC Discounted Circulation 20% 9 0 3 

Total 53 18 
NON CLINICAL 
SUPPORT  

Non Sterile Store 1 170 170 100 70 
Cleaners room 1 8 8 8 0 
General Waste Disposal/Laundry Returns 1 15 15 15 0 
Female change 1 50 50 34 16 
Male change 1 20 20 20 0 

Subtotal 263 86 
Discounted Circulation 20% 53 17 

Total 316 103 
RECEIVING CLEANING 

Receiving/cleaning/disinfecting 1 195 195 195 0 
Trolley Wash 1 15 15 15 0 
Cleaners Room 1 8 8 8 0 
Test equipment/data room 1 10 10 0 10 
Gowning room 1 6 6 6 0 
Chemical store 1 20 20 0 20 

Subtotal 254 30 
Discounted Circulation 20% 51 6 

Total 305 36 
PACKING/ 
STERLISATION  

Packing / Clean Workroom/Steriliser Loading area  1 185 185 166 19 
Gowning Room 1 6 6 6 
Cleaners Room 1 8 8 8 
Unloading Steriliser/ Cooling Zone  1 133 133 60 73 
Sterile Stock Store – processed product 1 160 160 40 120 

Subtotal 496 226 
Discounted Circulation 20% 99 45 

Total 595 271 
OTHER 

Store – loan consignment 1 80 80 50 30 
Despatch -  to internal/external customers 1 15 15 15 0 
After hours cupboard 1 5 5 0 5 
Staff Room 1 22.5 22.5 22.5 0 
Meeting/training Room 1 23 23 23 0 

Subtotal 145 35 
CIRC Discounted Circulation 20% 29 0 7 
UNIT_ Total 168 42 
Endoscopy 
Reprocessing Unit  
Receiving / 
Decontamination  

Endoscope receiving 1 15 15 0 15 
Cleaning/decontamination 1 50 50 10 40 
Scope Reprocessing  1 50 50 12 38 
Endoscope Store 1 20 20 4 16 
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Despatch 1 5 5 5 
Subtotal 140 114 

CIRC Discounted Circulation 20% 28 0 0 
Total for endoscope reprocessing[1] 168 114 

Total 
Area 

Deviation 
from 

Standard 
Componen

t m2 
Total Room Area 1342 506 

Total Discounted Circulation  Ave 20% 269 79 
Total Department / Unit Area 1611 585 
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12. Abbreviations
Abbreviation Description 
AFER Automated Flexible Endoscope Re-processor 
AGV Automated Guided Vehicle 
AusHFG Australasian Health Facility Guidelines 
CH Canberra Hospital 
CCTV Closed Circuit Television 
CHS Canberra Health Services 
CRU Central Reprocessing Unit 
HPU Health Planning Unit 
ICT Information Communication Technology 
ICU Intensive Care Unit 
PPE Personal Protective Equipment 
PRSU Pre rinse sterilising unit 
RFID Radio-frequency Identification 
RMD Reusable Medical Devices 
RO Reverse Osmosis 
SPIRE Surgical Procedures, Interventional Radiology and Emergency 
SS Sterilising Service 

13. HPU Brief development participants
The following personnel were consulted in the preparation of this HPU. 

Position Name 

Senior Health Facility Planner Sally-anne Kinghorne 
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 ACT HEALTH 

DATE: OCTOBER 2018 



PO Box 158 Canberra ACT 2602  |  phone:  132281  |  www.act.gov.au 
Page 1 of 2 

IMPORTANT NOTICE 

ADDENDUM 1 TO REQUEST FOR TENDER No. 30064.400 

SURGICAL PROCEDURE, INTERVENTIONAL RADIOLOGY AND EMERGENCY 
PROJECT 

HEALTH PLANNING CONSULTANT 

Please note the following additional information for the above Request for Tender (RFT): 

1. Questions received from tenderers, and the Territory’s formal responses to those questions
are specified at Attachment 1 to this addendum notice.

For further information, please contact me, as the contact officer who is also named on the cover 
page of this RFT. 

John Catanzariti 
Commercial Contracts Advisor 
Major Projects Canberra 
tendersACT@act.gov.au 
(02) 5124 8156

2 August 2019 

Attachment 1 

4

http://www.act.gov.au/
mailto:tendersACT@act.gov.au


Request for Registration of Interest no. 30064.400 
Surgical Procedures, Interventional Radiology and Emergency Centre (Spire) 
Health Planning Consultant  

PO Box 158 Canberrra ACT 2601  |  phone:  132281  |  www.act.gov.au 
Page 2 of 2 

 

ADDENDUM 1 TO REQUEST FOR TENDER NO 30064.400 

SURGICAL PROCEDURE, INTERVENTIONAL RADIOLOGY AND EMERGENCY PROJECT 

HEALTH PLANNING CONSULTANT 
 

Questions and Formal Responses 

Question 1. While MoC specified above were provided in Annexure A  (30064-RFT-400 Models 
of Care)    and HPU Briefs specifies above were provided in  Annexure B  (30064-
RFT-400 HPU Briefs)   it appears that Annexure C was not provided as a part of the 
tender pack.  Could you please release Annexure C to enable tenderer to access 
the following documents:  
 
Australian Health Facility Guidelines  
ACT Health Territory-wide Framework (Draft)  
ACT Health Quality Strategy  
ACT Health Business Continuity Plan  
ACT Health Digital Health Strategy  
CHS Perioperative unit Business Continuity Plan  
CHS Emergency Response Plan  
CHS Clinical Procedure - Critical Bleeding/Massive Transfusion  
ACT Health Office Accommodation Policy  
  

Answer 1. a. Annexure C is incorrectly referenced in the RFT documents 
b. All of the documents listed above are available on the ACT Health website - 

https://www.health.act.gov.au, with the exception of the following which are 
attached to this addendum: 

 
CHS Emergency Response Plan  
CHS Clinical Procedure - Critical Bleeding/Massive Transfusion 
 

The CHS Perioperative unit Business Continuity Plan is not currently available 
 

 

http://www.act.gov.au/
https://www.health.act.gov.au/


 

 

 

 

 
 

 

 

Emergency Management Plan 
 

 

An overarching Plan providing guidance for managing emergencies at 
Canberra Health Services sites, to be read in conjunction with Site Based 

Emergency Response Procedures and relevant Business Continuity Plans. 

 

 

 

 

A supporting plan of the ACT Health Emergency Plan 

Version 1 

  

Date of release December 2018 

Date for review December 2021 

Contact Hospital Emergency Management Coordinator 

Canberra Health Services 
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1 PART ONE: OVERVIEW 

1.1 Purpose 

The Canberra Health Services (CHS) Emergency Management Plan (the Plan) has been 
developed to provide an overarching guide for the effective and efficient mobilisation and 
control of Canberra Health Services (CHS) resources in response to a disaster, major emergency 
or other incident occurring within the CHS or as part of a larger response required to support 
broader the Health Sector. 

This Plan should be read in conjunction with the: 

• ACT Emergency Plan 

• ACT Health Emergency Plan  

• CHS Hospital Emergency Operations Centre Procedure 

• CHS Site Based Emergency Response Procedures  

The Plan is to ensure: 

• Maximisation of the response capability to an emergency 

• Co-ordination of resources 

• Minimisation of disruption to normal services 

• Accountability for responses is clear 

• Management of the recovery phase is seamless 

 

1.2 Objectives 

The CHSEMP ensures a safe, effective and coordinated response to incidents at CHS by: 

a. describing emergency governance and administrative arrangements 
b. describing command, control and coordination management arrangements 
c. defining triggers to activate the Hospital Emergency Operations Centre (HEOC) 
d. defining the hospital Incident Management Team (IMT) structure and functions 
e. describing escalation mechanisms both internally, whole of health sector  
f. describing staff skill acquisition, maintenance and training requirements 
g. allocating roles to staff and describing other emergency based vocational roles 

1.3 Scope 

The Plan describes CHS emergency management responsibilities using the Prevention, 
Preparedness, Response and Recovery (PPRR) principles for the management and response to: 

• internal emergencies and disasters 

• external emergencies and disasters 

• disasters for which specific sub-plans have been developed, such as mass casualties 

The Plan applies to all CHS staff involved in PPRR. 
  



CHS Emergency Management Plan   

 Page 7 of 20 

1.4 Context 

The arrangements outlined in this Plan are based on the following core principles: 

a. health services are provided in a timely, ethical, equitable and flexible manner 
b. continuity of critical non-incident related essential medical services is an operational 

imperative 
c. control and coordination of an incident response will be at the lowest effective 

management level 
d. management arrangements recognise that the recovery phase may be a complex, 

dynamic and protracted process 
e. the provision of health services in an emergency may involve an adjustment to normal 

priorities to ensure the greatest good for the greatest number 
f. training programs and exercises support the effective response of ACT health sector 

personnel 

 

1.5 Incident definition and classification – AIIMS 

The Australasian Inter-Service Incident Management System (AIIMS) is an integral part of 
emergency management doctrine for fire and emergency services industry within Australia. 

The Hospital Commander (HComm) and those in charge of leading an emergency response 
should receive AIIMS training. 

AIIMS defines an incident as an event, occurrence or set of circumstances that: 

• has a definite spatial extent 

• has a definite duration 

• calls for human intervention 

• has a set of concluding conditions that can be defined 

• is or will be under the control of an individual who has the authority to make decisions 
about the means by which it will be brought to a resolution 

AIIMS concepts follows five principals of management: 

1. Flexibility – incident management scalability 
2. Management by Objectives – A common incident management plan across all agencies 

and personnel involved in the response. 
3. Functional Management – clearly defined management structure, roles and 

responsibilities, information flows and scalability 
4. Span of control – relates to the number of groups or individuals that can be successfully 

supervised by one person.  Ideally, the span of control should not be more than 1:7. 
5. Unity of Command – Integration of agency responses with clearly defined roles, 

responsibilities and information flow. 
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AIIMS classifies incidents into three levels as shown in the following table: 

Incident 
Classification 

Description 

Level 1 Level 1 incidents are generally characterized by being able to be resolved 
through the use of local or initial response resources only 

Level 2 Level 2 incidents may be more complex due to size, resources, risk or 
consequence.  They are characterized by the need for: 

• Deployment of resources beyond initial response or 

• Sectorisation of the incident or 

• The establishment of functional sections due to the levels of 
complexity or 

• A combination of the above 

Level 3 Level 3 incidents are characterized by degrees of complexity and 
consequence that may require the establishment of significant resources 
and structure for the effective management of the situation.  These 
incidents will usually involve delegation of all functions 
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2 PART TWO: GOVERNANCE 

2.1 Canberra Health Service emergency management arrangements 

2.1.1 Hospital Commander (HComm) and Incident Management Team (IMT) 

The Deputy Director General (DDG) CHS, the CHS Chief Executive Officer (CEO) or delegate may 
assume the role of HComm during an incident that requires the management of hospital 
resources and an escalation of command. The HComm establishes the Incident Management 
Team (IMT) and arranges the setup of the CHS Hospital Emergency Operations Centre (HEOC) if 
required.  The hospital IMT shall consist of: 

• Hospital Commander 

• Planning Officer 

• Logistics Officer 

• Operations Officer 

• Hospital Emergency Management Coordinator 

• Media/Public Information Officer 

Role cards for the HComm and IMT members and the IMT structure are set out in the CHS 
HEOC Procedure. 

The HComm is notified in the event of any Code Plan activation and monitors the situation. 
Where the incident is of sufficient duration, scale or complexity (e.g. requiring an evacuation, 
has significant clinical impact or Level 2 incident or greater), the HComm shall establish the IMT 
to manage the incident. 

For Level 3 incidents, the HComm maintains control of operations of CHS and incident control is 
escalated to the ACT Health Controller via the ACT Health Emergency Management Unit who 
will manage resources across all The ACT Health Sector. 

The HComm shall act as the key liaison between CHS and the ACT Health Controller to ensure 
CHS has appropriate resources to manage the incident. 

2.1.2 Health Sector Emergency Management Committee (HSEMC) 

The Chief Health Officer chairs the Health Sector Emergency Management Committee. The CHS 
DDG and Emergency Management Coordinator sit on this committee, along with 
representatives of other external Emergency Agencies.  A representative from this committee 
also sits on the CHSEMC (see 2.1.3 below). The role of the HSEMC is to assist the Chief Health 
Officer in developing the ACT Health Emergency Plan and coordinate government and private 
health sector support and resources during emergency planning, response and recovery 
operations. 

2.1.3 Canberra Health Services Emergency Management Committee (CHSEMC) 

Australian Standard 4083-2010 Planning for emergencies – Health Care facilities, states that 
facilities “shall have plans to respond to emergencies and that these facilities shall have an 
emergency planning committee to oversee emergency prevention, preparedness, response and 
recovery, relevant to its size and function”. 
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The CHSEMC provides governance of emergency management program activities, ensuring 
systems, procedures and resources are in place to prevent or manage emergencies that could 
impact CHS. This committee monitors emergency management related risk across CHS as well 
as staff training and exercises. 

All emergency management related plans and procedures require endorsement of the 
CHSEMC. 

2.1.4 Hospital Emergency Management Coordinator 

Under the authority of the DDG CHS, the Emergency Management Coordinator is responsible 
for all preparedness and response activities, including CHS Emergency Response Plans and 
Procedures. The Emergency Management Coordinator provides overall facilitation of 
emergency management programming. 

2.1.5 Chief Warden, Deputy Chief Warden, Building Chief Wardens, Wardens 

The Chief Warden is responsible for facilitating emergency response arrangements at all ACT 
Health facilities and facilitates the Fire and Emergency related training and exercise program of 
Wardens. 

The Deputy Chief Wardens are responsible for leading the response to incidents in the absence 
of the Chief Warden, unless under the control of emergency services or the HComm. 

Building Chief Wardens coordinate emergency response within each building at CHS sites. 

Wardens form part of the grass roots level of Emergency Code Procedure activation across CHS 
sites. 
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3 PART THREE: RISK MANAGEMENT 

3.1 Risk Management 

 

This Plan has been developed based on the 
principles and generic guidelines on risk 
management as per the International 
Standard ISO 31000:2009. This standard has 
been adopted by many organisations 
(particularly emergency services 
organisations) as the basis for their approach 
to risk management. 

Risk Management in the context of this Plan 
is the systematic method used for 
identifying, analysing, evaluating and 
treating emergency risks. 

The diagram (right) demonstrates the risk 
management process and the links between 
the various stages of that process, as 
identified in the standard.  
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4 PART FOUR: PREVENTION AND PREPAREDNESS 

4.1 Prevention 

Prevention can be described as activities that eliminate or reduce the probability of occurrence 
of a specific hazard, and/or reduce the degree of damage likely to be incurred. 

Examples include good building design, routine maintenance to buildings and grounds to 
mitigate and protect against fire, provision of back-up systems and safety monitoring. Many of 
these larger scale activities are undertaken by the Infrastructure Management and 
Maintenance Branch, coupled with good on-site building and services maintenance programs. 

CHS works collaboratively with the ACT Health Emergency Management Unit and other key 
government and non-government agencies to identify risks, undertake comprehensive site risk 
assessments and develop mitigation strategies. 

4.2 Preparedness 

Preparedness incorporates activities that focus on essential emergency response capabilities 
through the development of plans, procedures, organisation and management of resources, 
training and public education and collaboration with emergency services. 

To assist with the effective management of an incident and to protect patients, visitors and 
staff during an emergency event or large scale incident there is a need to be prepared. 

Examples include: 

• Network wide and site-based exercises 

• Education and training 

• Staff immunisations 

4.2.1 Education, Training, Exercises 

All staff are required to receive annual emergency management refresher training that includes 
information and instruction regarding emergency preparedness and response procedures e.g. 
fire and evacuation training.  This training may be delivered either face-to-face or online. 

Information regarding fire, evacuation and emergency codes e.g. Code Red, Blue, Black etc. are 
incorporated into the site specific emergency response procedures. These are also 
incorporated into the sites orientation/induction program. 

4.2.2 Training for Specific Roles 

The CHS Emergency Management Coordinator manages the coordination of specialist IMT 
training to enable HComm and members of the IMT to manage and coordinate emergency 
incidents. This includes a variety of emergency training exercises including multi-agency 
exercises. 

The HComm and key IMT roles are required to undertake Australasian Inter-Service Incident 
Management System (AIIMS) training. This training provides a common incident management 
framework that can be applied to any size incident. 

Staff that have roles at incident sites and as part of medical assistance teams are required to 
undertake Major Incident Medical Management and Support (MIMMS) training can be 
considered for deployment in Australian Medical Assistance Teams (AUSMAT). Key clinical staff 
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at CHS may also benefit from Hospital MIMMS (HMIMMS) training which provides training 
concentrating on hospital triage and bed management. 

Emergency Control Organisation (ECO) training and exercises are given to all Wardens across 
the network to enable them to manage appropriate Emergency Code responses and know 
when to escalate to management when necessary. 

The general scope of training, exercise and testing activities relating to CHS skills acquisition 
and maintenance incorporates: 

• emergency management competency and general awareness training 

• simulated role-played emergency management exercises 

• desktop (discussion style) exercises 

• emergency Code Plan testing, training 

• trial horizontal and vertical evacuation exercising 

• Emergency Control Organisation AS3745-2010 warden competency training 

• fire extinguisher training 

• field-based (multi-agency) emergency management exercises (facilitated by emergency 
service organisations) 

4.2.3 Emergency Response Procedures 

Hospital Emergency Operations Centre (HEOC) Procedure  

The HEOC describes the emergency management command and control processes which will 
be used by CHS executive and IMT when responding to a range of incidents.  This Procedure is 
usually activated for all Level 2 and 3 incidents. This procedure, whole or part, will be exercised 
at least once every year. 

Site Based Emergency Response Procedures 

These are intended to form the basis of initial emergency response to incidents. 
 
The objective of the Site Based Emergency Response Procedures is for CHS staff, at short 
notice, to be able to mobilise resources in a co-ordinated response to extraordinary 
circumstances to achieve: 

• rapid and appropriate response activation 

• clearly understand command and control structures 

• clearly understand communication mechanisms 

• clearly defined roles for all staff 

• rapid and structured advanced assessment and treatment of clients, visitors and staff 

• rapid and structured approaches to de-escalating threatening behaviours 

• rapid and structured evacuation of clients and staff from affected areas 

• access to clinical staff with advanced life support skills and equipment 

• transition back to normal business with minimal disruption 
 
CHS facilities will comply with Australian Standard 4083-2010 ‘Planning for Emergencies in 
Health Care Facilities’ and where appropriate Australian Standard 3745-2010 ‘Planning for 
Emergencies in Facilities’ 
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Floor evacuation diagrams provide information to enable safe exit from a building in the event 
of an emergency.  Floor evacuation diagrams must meet the requirements of AS 3745 – 2010 
and are to be appropriately displayed. 

Fire and Safety Systems installed at all CHS sites include: 

• Fire Indicator Panels 

• Fire Alarms and Emergency Warning Intercommunication System (EWIS) 

• Warden Intercommunication Phones (WIP) 

• Detection Systems 

• Suppression Systems 

• Fire Safety Systems such as fire doors and lighting are installed at CHS sites. 

The table below sets out the Emergency Code colours used at CHS.  Detailed response to these 
colour codes can be found in the site based Emergency Response Procedures. 

 

4.2.4 Surge Capacity and Capability 

ACT public hospitals must develop and maintain detailed facility surge capacity plans that 
incorporate both outpatient and inpatient surge capacity for the triage, treatment, and tracking 
of patients at the facility or in alternative sites of care during mass casualty incidents, infectious 
disease outbreaks or hazardous materials exposures. 

4.2.5 Business Continuity Management 

CHS Business Continuity Management consists of a suite of plans based on hospital business 
functions and are administered by responsible business units. CHS Emergency Code Yellow 
Procedure also details key contingency considerations during business disruptive events.  
Business Continuity Plans (BCP) are to be activated if the Business Units Maximum Acceptable 
Outage is exceeded.  BCP’s may be activated concurrently with the activation of a Code Yellow.    

EMERGENCY CODES 

CODE BLUE 

Medical Emergency 

CODE RED 

Fire / Smoke 

CODE ORANGE 

Evacuation 

CODE PURPLE 

Bomb Threat 

CODE YELLOW 

Internal Disaster 

CODE BLACK 

Personal Threat 

CODE BROWN 

External Disaster 

CODE H 

Helicopter Coordination 
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5 PART FIVE: RESPONSE AND RECOVERY 

5.1 Activation – In and Out of Hours 

The decision to escalate an emergency incident is made with consideration given to the 
complexity and consequences of an incident. During normal business hours, the Hospital 
Emergency Management Coordinator shall confer with the HComm if an incident appears to 
require escalation and the set-up of the HEOC. After hours, it may be the After-hours Hospital 
Manager who makes the decision to escalate to the Executive On-call on the basis of advice 
provided by senior management, business units, emergency management personnel, and 
external emergency services.  If it is a Level 2 or 3 incident, the Executive On-call shall activate 
the HEOC, notify the designated Hospital Commander and begin establishing the IMT as per the 
HEOC procedure. 

 

5.2 Hospital Emergency Operations Centre (HEOC) 

5.2.1 HEOC Function 

The primary function of the HEOC is to support the HComm and IMT in strategic and 
operational emergency management response activities. The HEOC can be activated by the 
HComm at any time to support internal or external events. 

The common functions performed and terminology utilised in the HEOC include: 

 

Escalation The ACT Health Emergency Management Unit may activate the Health 
Emergency Control Centre (HECC) if the incident requires coordination 
and response of the larger health sector including public and private 
hospitals, liaison with Ambulance Controller, aged care facilities, 
Australian Red Cross, Australian Defence Force etc.  The HEOC shall 
ensure regular situation reports are given to the HECC, if it is activated. 

Control The overall control of CHS response. 

Command The direction of operational activities of the CHS response. 

Coordination Ensuring individuals, agencies and networks are working together and 
aware of each other’s roles and responsibilities. 

Records 
Management 

The necessity for the HEOC to maintain accurate records and collect, 
interpret and disseminate information. 

Operational 
Management 

Actions undertaken to meet demands created by the emergency. 

Public 
Information 

Participate in the development of public information via the HEOC, 
HECC, Public Information Coordination Centre (PICC) (if activated). 

 
Other tasks to consider include: briefings, fatigue management, timings for situation reports, 
handovers etc. Further information is available in the HEOC Procedure. 
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5.3 IMT roles and responsibilities overview 

5.3.1 Incident Controller  

The Incident Controller (IC) is the person ‘on the ground’ who is in charge of the incident, in the 
absence of the emergency services, is usually the Chief Warden or delegate or After-hours 
Hospital Manager. The HComm will assume the role of IC if the incident requires escalation. In 
the event the emergency services or police are on site, the IC may not be a Health employee 
depending on the scale and type of incident. The HComm shall still maintain command of 
hospital operations. 

5.3.2 Planning Officer 

The Planning Officer is the person responsible for coordinating the Planning function of the 
IMT. The Planning Officer is responsible for the ongoing forecasting of incident response and 
management operations and Incident Communications at CHS. The Planning Officer reports to 
the HComm. 

5.3.3 Operations Officer 

The Operations Officer is the person responsible for the Operations function of the IMT. This 
person coordinates the people who are the “doers” in the IMT and are responsible for 
implementing the outcomes of the Incident Action Plan and providing feedback on the 
situation on the ground. 

5.3.4 Public Information Officer 

The Public Information Officer is the voice of the IMT. This person is responsible for all external 
communications from the IMT. Responsible to the HComm, the Public Information Officer 
prepares all material to external stakeholders.  The Public Information Officer must liaise with 
ACT Health Public Information personnel when necessary. 

5.3.5 Logistics Officer 

The Logistics Officer coordinates the fixers and finders of the IMT. The Logistics Officer is 
responsible for resourcing of the incident response, including providing of people, equipment, 
facilities and food. 

For more detail regarding the HEOC and IMT, see the HEOC procedure including action cards 
for all roles. 
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5.4 RECOVERY PROCESSES 

Described as the conduct of human, economic and environmental measures necessary to re-
establish the normal pattern of life of individuals, families and communities affected by an 
emergency. 

The HComm will ensure that recovery matters relating to the normal operations of the 
organisation are adequately planned for with particular attention to the return to normal 
business, relevant notifications to authorities, debriefs and post incident support. 

There may also be a requirement for CHS to provide recovery assistance into a local community 
as a result of a disaster or emergency. The initial assessment is the responsibility of the HComm 
before handing over to the relevant Executive. 

5.4.1 Return to Normal Business 

It is essential that in developing a plan for a return to normal business the following is considered: 

• determine the scope of recovery measures 

• ensure Business Continuity Plans are activated at the site 

• ensure financial costs and any performance issues arising from the incident are addressed  

• notification to patients families and next of kin should it be required 

• communication strategy for the return to normal business 

• tasks and responsibilities for participating and supporting organisations 

5.4.2 Post Incident Support 

People react in different ways to events that are extreme. Emergencies may have adverse short 
and long-term psychological effects on personnel and the individuals directly and indirectly 
involved. Provision for the identification and management of adverse psychological effects for 
responding personnel should be an integral part of planning. Early intervention strategies such 
as Psychological First Aid may minimise the psychosocial effects that may be associated with an 
emergency or disaster. Analysis of the requirement for psychological support must be 
considered as a component of initial hot debriefs following deactivation and reviewed again 
during follow up debriefing. 

For all staff, volunteers or patients who were directly involved in and/or affected by an 
incident, group counselling may be offered by CHS. Such support will take into account local 
needs and will be dependent upon the severity or complexity of the incident and its impact on 
individuals. 

Managers are to remind staff of how to access the Employee Assistance Program (EAP). 

Site Managers may also authorise one to one counselling for staff or volunteers who are 
severely affected by the incident and for whom this course of action will provide some benefit. 

  



CHS Emergency Management Plan   

 Page 19 of 20 

5.4.3 Operational Debriefing 

Debriefs are an effective method of maximising the learning to be gained from an event or 
operation. Debriefs are about improving performance and should not be used as a method of 
apportioning blame for any failings identified. 

The debriefing process is designed to be entirely flexible and should be tailored to the situation 
and the officers involved. For this reason careful consideration needs to be given to the timing 
of the debrief, its location and those who are invited to attend. The overriding consideration 
should be given to maximising the benefit gained through the debrief and capturing the 
opportunity for individuals and CHS to learn from the experience. 

Every debrief should have a written outcome. This should record any learning points that arise 
along with recommendations for improvement. 

The HComm will determine who will conduct the debrief and the timing of this. 

A report will be provided at the conclusion of the debrief, identifying lessons learned and 
recommendations for changes to the Emergency Management Plan and related documents 
including Business Continuity Plans. Any recommendations will be tabled at an extraordinary 
CHS Emergency Management Committee meeting for consideration prior to any amendments 
to specific procedures.  

Within 30 days of the incident IMT members and Executive Directors will, where necessary: 

• ensure that there is a Work Health and Safety debrief re staff safety issues 

• direct the conduct of hospital/directorate debriefs 

• attend CHS debrief if required 

• attend multi-agency debrief as required 

•  

5.4.4 Hot Debrief 

A hot (or immediate post-incident) debrief is held immediately after the incident response and 
allows those involved to rapidly offload any arising issues or concerns. This shall occur within 
48 hrs of the stand down. 

The HComm will conduct or delegate the conduct of a hot debrief where it may be required. 
This information will then be used to help guide and inform some of the direction of the formal 
debrief. 
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6 ABBREVIATIONS 

AIIMS Australasian Inter-Services Incident Management System 

CEO Chief Executive Officer 

CHS Canberra Health Service 

CHSEMC Canberra Health Services Emergency Management Committee 

DDG Deputy Director General 

EAP Employee Assistance Program 

ECO Emergency Control Organisation 

EWIS Emergency Warning and Intercommunication System 

HComm Hospital Commander 

HECC Health Emergency Control Centre 

HEOC Hospital Emergency Operations Centre 

HSEMC Health Sector Emergency Management Committee 

HEP Health Emergency Plan 

HMIMMS Hospital Major Incident Medical Management and Support 

IAP Incident Action Plan 

IC Incident Controller 

IMT Incident Management Team 

MCI Mass Casualty Incident 

MIMMS Major Incident Medical Management and Support 

PICC Public Information Control Centre 

PPRR Prevention, Preparedness, Response, Recovery 

SitRep Situation Report 

WIP Warden Intercommunication Point 
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The purpose of this document is to give clear direction to staff to appropriately manage 
uncontrolled bleeding within the Canberra Hospital and Health Services. For all patients with 
critical bleeding requiring massive transfusion, the use of a Massive Transfusion Protocol 
(Massive Transfusion Protocol) to facilitate timely and appropriate use of Red Blood Cells 
(pRBC) and other blood components may reduce the risk of mortality and Acute Respiratory 
Distress Syndrome (ARDS). 
 

Link to: Massive Transfusion Flow Chart 
Link to : Massive Transfusion Activation – Responder after hours 
 
Measurement of Parameters 
Measurement of parameters should be repeated after every 4-6 red cell units transfused.  
 
Consultation with Haematologist  
Consultation with haematology should take place to confirm appropriateness of optimal 
conventional therapy for coagulopathy and the appropriate dosage of rFVlla.  
 
Tranexamic Acid 
In CRASH-2 study tranexamic acid given after 3 hours after injury was associated with an 
increased risk of death caused by bleeding (4.4% vs.3.1%); 
 
Possible adverse effects 

  Hypotension with rapid intravenous administration.  

 Increased risk of  thromboembolic events  
 
Tranexamic acid should not be administered in the same line as blood products. 
 
Contraindications: 

 Injury greater than 3 hours ago 

 Patients less than 16 years of age 

 Pregnancy 

 Isolated closed head injury 

 Known thromboembolic disease 

 Disseminated Intravascular Coagulation (DIC) 
 

Obstetric Haemorrhage  

 In the setting of major obstetric haemorrhage, early administration of cryoprecipitate 
or fibrinogen concentrate may be necessary; and  

Purpose 

 Scope  Alerts 



 

CHHS15/079  

 

Doc Number Version Issued Review Date Area Responsible Page 

CHHS15/079 1 14/04/2015 01/12/2018  CMA - ACT Blood 
Counts 
Transfusion CNC 

3 of 13 

Do not refer to a paper based copy of this policy document. The most current version can be found on the ACT Health Policy Register 

 

 Aim to keep the fibrinogen level >2g/L for obstetric patients. 
 

Recombinant Factor VIIa (rFVIIa) 

 Dosage  rFVIIa (90 mcg/kg) 

 should only be considered in the event of failure to obtain haemostasis, where:  
o Platelet and fibrinogen levels are adequate; 
o Bleeding continues; and 
o All appropriate surgical and embolisation procedures have been attempted. 
o Management of severe acidosis should be considered prior to administration of 

rFVIIa  
 

 
This procedure pertains to all staff involved in the care of patients with critical bleeding 
within the Canberra Hospital and Health Services.  
 

Due to the unique environment of the pre-hospital Retrieval Service (South Care), which has 
dual reporting lines to ACT Ambulance Services, the initiation and administration of 
Emergency O Rh (D) negative red blood cell units in a critical bleeding in a retrieval situation 
will be covered in Retrieval (South Care) procedure.   
  
Haematologist Responsibilities 

 Liaise regularly with laboratory and clinical team; and  

 Assist in interpretation of results, and advise on blood component support.  
 

Medical Officers Responsibilities 
 

 Determine that patient meets criteria for Massive Transfusion Protocol activation; 

 Notify transfusion laboratory of Massive Transfusion Protocol activation x 44239; 

 Ensure availability of pathology specimens for the purpose of measuring parameters; 

 Comply with Blood and Fresh Blood Product Administration Procedure; and 

 Notify laboratory when Massive Transfusion Protocol can be stood down. 
 
Nurses 
Responsibilities: 

 Comply with Blood and Fresh Blood Product Administration procedure. 
 
Laboratory Scientists 
Responsibilities: 

 Notify haematologist of activation of Massive Transfusion Protocol; 

 Prepare and issue blood components as requested; 

 Anticipate repeat testing and blood component requirements;  

 Minimise test turnaround times; and 

Scope 
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 Consider staff resources.  
 

Wards person/Couriers 
Responsibilities: 

 Prioritise transport of specimens and blood products to minimise test turnaround times 
for both specimens to the transfusion laboratory and blood components to clinical 
areas; and 

 Consider staff resources (dedicated person to support Massive Transfusion Protocol). 
 
Activation of the Massive Transfusion Protocol should take into account: 

 Cause and rate of the haemorrhage;  

 Mechanism of injury (if present); 

 Current physiological state; and  

 Likely requirement for ongoing blood component support. 

  

 
 

Tranexamic acid Alert: 
Loading dose of tranexamic acid 1 gram in 100mL sodium chloride 0.9% over 10 minutes, 
followed by infusion of tranexamic acid 1 gram in 100mL sodium chloride 0.9% over 8 hours  
  
Tranexamic acid given after 3 hours after injury may be associated with an increased risk of 
death caused by bleeding; 
 
Possible adverse effects include hypotension with rapid intravenous administration. 
The risk of thromboembolic events may increase. 
 
Tranexamic acid should not be administered in the same line as blood products. 
 
Contraindications 

 Injury greater than 3 hours ago 

 Patients less than 16 years of age 

 Pregnancy 

 Isolated closed head injury 

 Known thromboembolic disease 

 Disseminated Intravascular Coagulation 

 
Tranexamic Acid 
 
In trauma patients with or at risk of significant haemorrhage, tranexamic acid should be 
used, ideally within the first one hour since injury  

Section 1 – Tranexamic Acid 
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 Use within 3 hours from time of accident for all trauma patients 
o Judged to be 16 years or older, 
o Significant haemorrhage  
o Systolic blood pressure less than 90 mmHg and/or heart rate more than 110 beats 

per minute or  
o Who have either significant haemorrhage, or who are considered to be at risk of 

significant haemorrhage 
 
Equipment 

 Tranexamic acid 1 gram ampoule with diluent x 2 

 10mL syringe  

 Sodium chloride 0.9% 100mL x 2 

 Infusion pump 

 Intravenous administration set 
 
Procedure 
Loading dose of tranexamic acid 1 gram in 100mL sodium chloride 0.9% over 10 minutes, 
followed by infusion of tranexamic acid 1 gram in 100mL sodium chloride 0.9% over 8 hours  

 
Back to Table of Contents  

 
In critically bleeding patients requiring, or anticipated to require, massive transfusion, a 
Massive Transfusion Protocol should be used. 
 
Activation of the Massive Transfusion Protocol should take into account: 

 Cause and rate of the haemorrhage;  

 Mechanism of injury (if present); 

 Current physiological state; and  

 Likely requirement for ongoing blood component support. 
 
Equipment 

 Pathology specimen tubes and request forms 

 EDTA Tube 

 Citrate tube 

 Arterial Blood Gas syringe 
o Blood products 
o Blood warmer 
o Forced air warming blanket 
o Warming mattress 
o Tranexamic acid 1 gram with diluent 
o 10mL syringe 

 Section 2 – Massive Transfusion  
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o 100mL sodium chloride 0.9% 
o Infusion pump 
o Blood pump infusion set 

 
Procedure 
1. Identify Patients requiring  Massive Transfusion Protocol Activation 
Potential patients are recognised as those suffering uncontrolled haemorrhage and 
coagulopathy. This will usually be in the setting of a massive transfusion represented by 
features such as: 

 Immediate need for, or prior transfusion of, immediate release uncrossmatched 
(usually O Rh (D) negative) pRBC due to rapid haemorrhage and anaemia; 

 Blood loss exceeding 150 mL/min; 

 The need for at least four pRBC units within 4 hours in the setting of continuing 
uncontrolled bleeding; 

 Replacement of 50% of the total blood volume within 3 hour (approximately 35mL/kg in 
an adult patient); 

 Replacement of the blood volume within a 24-h period; this corresponds to about 70 
mL/kg of body weight, or 5 litres in a 70kg patient; 

 Presence of diffuse micro vascular bleeding; and 

 The need for plasma and/or platelet replacement. 
 

Alert: It is recognised that massive trauma or pre-existing coagulopathy may induce massive 
non-surgical bleeding at losses less than these. Where there is a pre-existing coagulopathy, 
specific early correction is advised. 

 
2. Notify Transfusion Laboratory  

 The medical officer notifies the transfusion laboratory of activation Massive Transfusion 
Protocol, phone number 6244 2918 or 44239; 

 Once a patient has been identified as requiring massive transfusion, blood tests to 
measure parameters should be labelled as Urgent Massive Transfusion;  

 The transfusion laboratory will notify the on-call haematologist;  

 The laboratory to thaw Fresh Frozen Plasma (FFP). Four group specific pRBC units may 
be requested if  current cross match sample available; and 

 The laboratory will issue Red Cells to Plasma at a 1:1 ratio unless directed otherwise by 
the haematologist on call. 

 
3. Measure parameters 
The following parameters should be measured early and frequently:  

 Temperature; 

 Acid–Base Status; 

 Ionised Calcium; 

 Haemoglobin; 

 Platelet Count; 
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 PT; 

 APTT; and 

 Fibrinogen Level 
 

Alert: These should be repeated after every 4-6 red cell units transfused. With successful 
treatment, values should trend towards normal. 

 
Values indicative of critical physiologic derangement include:  

 Temperature < 35°C; 

 pH < 7.2, base excess > – 6, lactate > 4 mmol/L; 

 Ionised calcium < 1.1 mmol/L; 

 Platelet count < 50 × 109/L or < 100 x 109/L in head injury; 

 PT > 1.5 × normal; 

 APTT > 1.5 × normal; and 

 Fibrinogen level < 1.0 g/L or <2.0g/L in obstetric haemorrhage. 
 
The majority of patients will initially be volume resuscitated with crystalloid, or possibly 
colloid:   

 Red cells are used as anaemia develops. These may be uncrossmatched  
(group O). In general, group specific red cells should be used as soon as they are 
available.  

 Transfusion of platelets is less predictable, and usually occurs much later with 
dilutional coagulopathy.  

 Cryoprecipitate is often unnecessary in simple dilutional coagulopathy if plasma is 
replaced adequately; however, DIC with hypofibrinoginaemia should prompt aggressive 
replacement therapy. 

 
4. Ensure surgical definitive haemostasis procedures to arrest active bleeding are 

considered. 
If mixed surgical and non-surgical bleeding continues in spite of treatment, initiation of 
damage control surgery should be considered, especially if the: 

 pH <7.2 and/or;  

 HCO3 < 15 mmol/L; 

 Core body temp < 34°C; and 

 There is ongoing coagulopathy. 
 

This usually includes abandonment of definitive surgical repair, rapid haemostasis, packing 
and closure. The patient is then transferred to ICU for warming, coagulopathy and inotropic 
management. A later definitive procedure is then undertaken. This may include:  

 Operative surgical exploration; 

 Orthopaedic fixation; and 

 Embolisation by interventional radiology. 
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5. Initiate measures to prevent and reverse hypothermia 

 Utilise Blood/fluid warmers; and 

 Utilise forced air warming blanket and warming mattress or under patient warmers. 
 

This equipment is available from acute care environments, e.g. Resuscitation room, 
Operating Rooms, Intensive Care Unit. 
 
6. Initiate measures to prevent and reverse acidosis 
Prevention of tissue hypoxia is primarily used to prevent acidosis in the acute setting. In ICU, 
haemodialysis may be considered.   
 
7. Specifically Correct Coagulation Deficiencies 
The use of platelets and cryoprecipitate is generally guided by laboratory tests.  However, 
coagulation testing and thawing of plasma products of necessity introduce significant delays 
in product availability, so empirical use of coagulation factors may be necessary in certain 
circumstance. 

 Frozen plasma products are thawed under controlled conditions to ensure the viability 
of the coagulation factors they contain.  Consequently there is a delay of 20-30 minutes 
from the time of request until availability.  Use may need to be anticipated; and  

  Cryoprecipitate is used primarily as a source of fibrinogen (but also contains FVIII, VWF 
and FXIII).  This is found in adequate amounts in FFP, and in dilutional coagulopathy FFP 
alone may be adequate. Coexisting DIC may increase fibrinogen requirements.  
Empirical use is unnecessary.  Use should be guided by fibrinogen determinations. 

 
Back to Table of Contents 

It is important to inform the transfusion laboratory that the massive transfusion protocol is 
stood down.  Contact phone number x44239 

Massive transfusion protocol may be stood down when the treating team consider the 
patient to be haemodynamically stable and urgent blood/ blood products support is no 
longer required. 

  

Section 3 – Stand down of Massive Transfusion Protocol  
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Alert: 
Obstetric Haemorrhage  

 In the setting of major obstetric haemorrhage, early administration of cryoprecipitate 
or fibrinogen concentrate may be necessary; and  

 Aim to keep the fibrinogen level >2g/L for obstetric patients. 
 
Recombinant Factor VIIa (rFVIIa) 
rFVIIa (90 mcg/kg) should only be considered in the event of failure to obtain haemostasis, 
where:  

 Platelet and fibrinogen levels are adequate; 

 Bleeding continues; and 

 All appropriate surgical and embolisation procedures have been attempted. 
 
Consultation 
Consultation with on call haematologist should take place to confirm appropriateness of 
optimal conventional therapy for coagulopathy and the appropriate dosage of rFVlla.  
(Contact on call haematologist via Switch 62442222) 

 
8. Follow up 
Patients should be considered for management  in the intensive care unit following massive 
transfusion, where attention to perfusion and early identification of bleeding or oozing 
should be undertaken, particularly as further dilution may occur until volume is replaced.   
Replacement of coagulation factors is not necessary unless there is active bleeding. In the 
event of bleeding transfusion should aim to keep: 

 Hb>80g/L; 

 Platelets >50x109/L; and  

 PT and APTT<1.5 x control. 
 

Back to Table of Contents 
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Section 4 – Massive Transfusion Activation – Responder after hours 
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Section 5 – Massive Transfusion Flow chart 
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 Medical Nursing Orientation 

 Ward level in services conducted by Transfusion CNC and local areas CNC/CMC 
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	1.1.2. To the extent of inconsistency between this RFT and the Standard Conditions of Tender, this RFT prevails.
	1.2 Interpretation
	1.2.1 In addition to any definitions in the Standard Conditions of Tender, the following definitions apply in this RFT, unless the context otherwise requires:
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	1.2.2. In addition to any definitions set out in the Standard Conditions some terms are defined in this RFT by including the defined term in brackets and bolded following the definition.

	2. PROJECT
	2.1 Background
	2.2 Statement of Requirements
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	2.2.2. The Services are as set out in Attachment 1 – Statement Of Requirements

	3. ASSESSMENT CRITERIA
	3.1 Evaluation Methodology
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	3.1.2. Apart from the conformity with the requirements of this RFT, the Territory will evaluate Tenders in accordance with the criteria outlined below.
	3.2 Threshold Assessment Criteria
	3.2.1. Tenderers that do not meet the above threshold Assessment Criteria may be regarded as non-conforming, and may not be considered for further assessment against remaining Assessment Criteria.
	3.2.2. Notwithstanding any other term of this RFT or Standard Conditions, the Territory may make enquiries of referees and take them into consideration as part of the assessment.
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	3.4 Non-Weighted Assessment Criteria
	3.5 Overall Assessment of Value for Money
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	(1) the results of the evaluation against the Assessment Criteria;
	(2) risk (which may include, without limitation, financial risk and risk arising as a result of the Tender being assessed as an unacceptably high risk against any Assessment Criteria);
	(3) whole of life (WOL) costs; and
	(4) any other matter set out in, or relevant to, the Government Procurement Act 2001 (ACT).
	3.6 Assessment Timetable
	3.6.1. The proposed timetable for the procurement process relating to this RFT is:
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	Ethical Suppliers Declaration - Tender
	 Yes/  No
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	Tenderers are required to complete and submit an Ethical Suppliers Declaration in the form set out at ATTACHMENT 6.
	The contents of the Declaration and, without limitation to any other part of the Response, any other information made available to the Territory referable to the industrial relations and employment and work health and safety performance and record of the of the Tenderer may be considered by the Territory as part of its assessment of Tenders.
	 Yes/  No
	TC2
	Weighting
	Weighted Assessment Criteria
	No.
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	WC1
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	WC 2
	20%
	WC 3
	20%
	WC4
	10%
	WC5
	4. CONTRACT REQUIREMENTS
	4.1 Form of Contract
	4.1.1. The form of contract expected to be used for the Services required by this RFT is the Territory’s Construction Related Consultancy Agreement which can be downloaded from at www. tenders.act.gov.au. The Territory reserves the right in its total ...
	4.1.2. The contract is expected to be for an initial period of three months
	4.2 Insurances
	4.2.1. Without limiting the insurance that is required to be held by the successful Tenderer by law (e.g. workers’ compensation) or under contract with the Territory, the successful Tenderer will be required to take out and maintain:
	(1) public liability insurance with coverage in the amount of no less than $10,000,000 in respect of each occurrence; and
	(2) professional indemnity insurance with coverage in the amount of $10,000,000.  Minimum requirement is $5,000,000.00 in the annual aggregate.

	5. ADDITIONAL CONDITIONS OF TENDER
	Not used.
	5.1 Pricing
	5.1.1. Tenderers must complete the pricing schedule at Schedule 2 of this RFT.
	5.1.2. Tendered pricing must be submitted in a single file separate from any non-price information including the Threshold Criteria, the Weighted Criteria and any executive summaries.
	5.2 Panel of Consultants or Contractors
	Not used
	5.3 Site Inspection or Industry Briefing
	5.4 Information Session
	Not used.
	5.5 Qualifications, Training and Knowledge
	5.5.1. The preferred Tenderer will be required to ensure that all employees are adequately trained and qualified to ensure that all Services are delivered in accordance with the requirements of the contract, and any relevant legislation and Australian...
	5.6 Work Health and Safety Act 2011
	5.6.1. The preferred Tenderer will be required to ensure that its business and all employees operate, in the provision of the Services, in accordance with the Work Health and Safety Act 2011.
	5.7 Local Industry Participation
	5.7.1. The ACT Government is committed to ensuring competitive local businesses are given every opportunity to compete for government contracts.  The Canberra Region Local Industry Participation Policy (LIPP) sets out the process and requirements for ...
	5.8 Secure Local Jobs Code
	5.8.1. The ACT Government has changed the way it awards contracts to support businesses that do the right thing by their workers.  Secure Local Jobs strengthens the ACT Government’s procurement practices so its contracts are only awarded to businesses...
	5.9.1. If this RFT requires the Tenderer to hold a Secure Local Jobs Code Certificate it must:
	(1) maintain currency of a Secure Local Jobs Code Certificate at all times during the Tender validity period, and the Territory may not consider (or not continue to consider) a Tender further if the Tenderer fails to maintain a current Secure Local Jo...
	(2)  hold a Secure Local Jobs Code Certificate as a precondition to entering into contract with the Territory.
	5.9.2. To the extent any subcontractor/subconsultant is to be engaged to perform Territory-Funded Work the Tenderer must ensure it holds a Secure Local Jobs Code Certificate prior to entering a subcontract for that work.
	5.10 Project Management and Reporting System
	5.10.1. The successful Tenderer(s) will be required to utilise the Government’s Project Management and Reporting System (PMARS). PMARS will facilitate the transmission of technical and commercial information through an internet interface, including ma...
	5.11.1. Acceptance of a Tender by the Territory does not constitute an approval of a proposed subcontractor or subcontracted work.
	5.12.1. The Territory may at its discretion require the preferred Tenderer (or any subsequent preferred Tenderer) to submit additional information for the purpose of the Territory (or the Territory’s engaged consultant) assessing the preferred Tendere...
	5.14 Prequalification
	5.14.1. Provide details of any relevant prequalification with other states or jurisdictions.
	5.14.2. Provide evidence of 2nd or 3rd Party Quality Assurance Certification to ISO-9001-2015.
	5.15.1. No legal obligations arise until the Territory has executed a contract with the preferred Tenderer.
	5.15.2. The Territory will not accept Joint Bids.

	6. TENDERER DECLARATION
	6.1.1. Tenderers must complete and submit with their Tenders the Tenderer Declaration in the form provided at Attachment 3 this RFT.
	6.1.2. The Tenderer must be a legal entity provide, if the Tenderer is:
	(1) a company, the registered name of the corporation, address of its registered office, address of its principal place of business and its ACN;
	(2) a person, the name in full and address of the person and his or her ABN;
	(3) a partnership, the name in full and the address of each member of the partnership, the trading name of the partnership and its ABN.
	6.1.3. The “ACN” or “ABN” must accurately correlate with the legal entity as it is registered with the Australian Securities and Investments Commission and as registered on Tenders ACT.
	6.1.4. Failure to submit the completed Tenderer Declaration or to supply required information (unless information is specified by a Tenderer to be “Not Applicable”) may render a Tender non-conforming.

	7. CONFIDENTIAL TEXT
	7.1.1. Tenderers are requested to submit with their Tender a form substantially in the form of ATTACHMENT 4 if it wishes to specify any information it believes is confidential in accordance with and for the purposes specified in the Standard Conditions.
	7.1.2. The Territory will be entitled to assume the Tenderer does not believe any information is confidential for the purposes of the Standard Conditions if the Tenderer does not submit a form substantially in the form of ATTACHMENT 4.

	8. LODGEMENT OF TENDERS
	8.1 Method of Lodgement
	8.1.1. Unless otherwise stated in the RFT Tenders must be lodged electronically via Tenders ACT.  A Tender lodged by any other means including by hand, facsimile or email will be considered non-conforming.
	8.1.2. Tenderers must register on Tenders ACT in order to lodge a Tender.
	8.1.3. Tenders must be lodged by the closing time and date identified on the front cover of this RFT.
	8.1.4. Tendered files must be lodged, as applicable or as otherwise instructed, in the following formats:
	(1) PDF; and/or
	(2) Microsoft Word; and/or
	(3) Microsoft Excel; and/or
	(4) AutoCAD (dwg).
	8.1.5. Tenders ACT will accept up to a maximum of 15 files in any one upload. Each upload must not exceed the size limit of 100 MB per upload.
	8.1.6. Tenders must be completely self-contained. No hyperlinked or other material may be incorporated by reference.
	8.1.7. All enquiries and requests for technical or operational support should be directed to:
	8.1.8. The Tenders ACT Team is available between 9 am and 5 pm ACT local time, Monday to Friday (excluding ACT and national public holidays).
	8.2 Lodgement Checklist

	1. project overview
	1.1 The Canberra Hospital (TCH)
	1.2  Surgical Procedures, Interventional Radiology and Emergency (SPIRE) project
	1.3 Project overview

	2. Existing Documentation
	2.1 Introduction
	2.2 Models of Care/ Service Delivery
	2.3 Health Planning Unit Briefs
	2.4 Specialty Service Plans
	2.5 Relevant Health Planning and Policy Documents

	3. Scope of Services
	3.1 Engagement Overview
	3.2 Key Tasks
	Phase 1 – Work Plan and Review Background Information and Key Documentation
	Phase 2 – Develop a Service Model Framework
	Phase 3 - Engagement and Consultation
	Phase 4 – Update the Model of Care and Existing Documentation


	4. Delivery Timeline
	(1) I, the undersigned, am authorised on behalf of the Tenderer to provide the information and make the declarations set out in this Tenderer Declaration.
	(2) I/We tender to the Territory for the Health Planning Consultancy Services on behalf of Major Projects Canberra at the GST-inclusive prices specified in the Pricing Schedule at Attachment 2.
	(3) I/We have provided details of any information I/we wish to be treated as confidential in any resulting contract in accordance with the Standard Conditions of Tender.
	(4) I/We undertake to provide evidence of insurance policies if requested by the Territory.
	(5) I/We undertake to provide financial information if requested by the Territory.
	(6) In accordance with the Standard Conditions of Tender I/We authorise the Territory to:
	(a) obtain from any Territory, State or Commonwealth government agency (including any regulatory or law enforcement body, including without limitation WorkSafe ACT) and take into account in the evaluation, information including information about the T...
	(a) obtain and take into account in its evaluation, information from referees on prior or current projects on which the Tenderer was involved (whether or not the referee was nominated by the Tenderer in its Tender); and
	(b) provide this Tenderer Declaration to any Commonwealth, State or Territory government agency (including any regulatory or law enforcement body) as evidence of the Tenderer’s consent to allow that agency to release the relevant information, if conse...
	(7) I/We have sighted all addenda to this RFT and have taken them into account in the preparation of my/our Tender.
	(8) I/We confirm that I/We have complied with the Building Code 2016 in preparing this Tender (if required under this RFT).
	(9) I/We agree that the Tender is open for acceptance by the Territory for a period of 120 days or such other period as specified in this RFT.
	(10) I/We warrant that in preparing the Tender I/We did not communicate or have any arrangement or arrive at any understanding with any of the other Tenderers to assist Me/Us or another tenderer prepare a tender, including that we did not engage in an...
	(11) I/We warrant that as at the closing date of Tenders, the Tenderer, its officers, employees, agents, subcontractors, consultants and advisers do not have any actual, potential or perceived conflicts of interest between the interests of the Territo...
	IN FAVOUR OF:   AUSTRALIAN CAPITAL TERRITORY the body politic established by section 7 of the Australian Capital Territory (Self-Government) Act 1988 (Cth) represented by Major Projects Canberra (Territory).


	1. The Tenderer:
	(a) acknowledges and agrees that the Confidential Information is confidential;
	(b) must not, without the consent by fax or post from the Territory (in its absolute discretion):
	(i) copy or otherwise reproduce in any form or medium the contents of the Confidential Information (or any part of it) or otherwise cause, permit or allow the Confidential Information (or any part of it) to be copied or reproduced in any form or mediu...
	(ii) disclose or use or deal with, the contents of the Confidential Information (or any part of it) or otherwise cause, permit or allow the Confidential Information (or any part of it) to be disclosed, used or dealt with,

	(c) must ensure that:
	(i) the Confidential Information and all documents, materials, media and all other things on or in which the Confidential Information (or any part of it) may be recorded, contained, set out or referred to are kept secure and protected at all times fro...
	(ii) all persons employed by it and all entities to whom the Confidential Information (or any part of it) is disclosed comply with the conditions of confidentiality and security as provided for in clauses 1 to 6; and
	(iii) all persons employed by it and all entities to whom the Confidential Information (or any part of it) is disclosed do not do or omit to do anything which, if done or omitted to be done by the Tenderer, would be a breach of the Tenderer's obligati...


	2. The Tenderer acknowledges and agrees that within 7 days of receipt of:
	(a) a request from the Territory in writing, at any time; or
	(b) a notice from the Territory in writing stating that the Tenderer has been unsuccessful, except to the extent that the Tenderer is notified that compliance with this clause 2 (or any part of this clause 2) is not required,
	(c) subject to clause 3, as directed by the Territory:
	(i) return all copies of the Confidential Information (to the extent the Confidential Information is in a tangible form) to the Territory; or
	(ii) promptly destroy all copies of the Confidential Information (to the extent the Confidential Information is in a tangible form) and promptly provide the Territory with written certification that the Confidential Information (to the extent the Conf...

	(d) notify the Territory in writing of all Confidential Information (or any part of it) which the Tenderer knows or ought to know is beyond the Tenderer's possession, power, custody or control, giving full particulars (including the nature and extent ...

	3. Where required by law, the Tenderer may keep one copy of the Confidential Information for its records.
	4. The Tenderer acknowledges and agrees that:
	(a) the return or destruction of the Confidential Information does not affect the Tenderer's obligations under clauses 1 to 6; and
	(b) without limiting any other right or remedy of the Territory, if the Tenderer has failed to comply with the obligations in clauses 1 to 6, the Territory may (in its absolute discretion) do one or more of the following:
	(i) decide not to evaluate (or continue to evaluate) a Tender; or
	(ii) take the failure into account in assessing any future tender submitted by the Tenderer.


	5. Subject to clause 6, for the purposes of clauses 1 to 4, Confidential Information means:
	(a) the documents listed in Item 3 of the Schedule;
	(b) any document, drawing, information or communication (whether in written, oral or electronic form) given to the Tenderer by the Territory (or anyone on the Territory's behalf), whether or not owned by the Territory which is in any way connected wit...
	(i) by its nature is confidential; or
	(ii) the Tenderer knows or ought to know is confidential; and

	(c) everything recording, containing, setting out or making reference to the document, drawing, information or communication (whether in written, oral or electronic form) described in paragraph (b), including documents, notes, records, memoranda, mate...

	6. For the purposes of clauses 1 to 6, Confidential Information does not mean any document, drawing, information or communication (whether in written, oral or electronic form) given to the Tenderer by the Territory (or anyone on the Territory's behalf...
	(a) is in the possession of the Tenderer without restriction in relation to its disclosure or use before the date of its receipt from the Territory (or anyone on the Territory's behalf);
	(b) is in the public domain otherwise than due to a breach of clauses 1 to 6; or
	(c) has been independently developed or acquired by the Tenderer.

	7. The Tenderer will indemnify and keep indemnified the Territory, its employees and agents in the event of all claims, costs and expenses made against any of them in respect of injury, loss or any damage suffered by any person as a consequence of the...
	8. The Tenderer acknowledges the Territory may take legal proceedings against the Tenderer or third parties if there is actual, threatened or suspected breach of this Deed, including proceedings for an injunction to restrain such breach.
	9. If the Tenderer consists of more than one entity, the provisions of this deed jointly and severally bind, and apply to, each such entities.
	10. This deed is governed by the law of the Australian Capital Territory.
	1. Tenderer: ____________________________________________________[INSERT NAME AND ABN OF TENDERER BEFORE SIGNING]
	2. Project: Surgical Procedures, Interventional Radiology and Emergency (SPIRE) Centre under RFT No. 30064.400
	3. Confidential Information:
	(a) the following documents:
	(i) Request for Tender no. 30064.400 and all attachments

	(b) any other document or amendment to a document issued by the Territory to the Tenderer prior to the closing time and date of Tenders and which is expressly stated to be Confidential Information or an amendment to Confidential Information.
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