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Acknowledgement of Traditional Owners

Sunshine Coast Hospital and Health Service acknowledges and pays respects to the Traditional 

Custodians, the Gubbi Gubbi (Kabi Kabi) and Jinibara people, their Elders past, present and emerging 

on whose lands and waters we provide health services. 

Achieving sustainable health for Aboriginal people and Torres Strait Islander people in the Sunshine 

Coast and Gympie regions is a core responsibility and high priority for our health services, and is a 

guiding principle of our overarching strategy, Making Tracks toward closing the gap in health outcomes 

for Indigenous Queenslanders by 2033.



The Sunshine Coast Hospital and Health Service (SCHHS) provides health services to almost half a million people in the Sunshine Coast and Gympie regions. Our vision is health and wellbeing 

through exceptional care.

Since 2017, the SCHHS has gone through a period of rapid growth with the commissioning of the new Sunshine Coast University Hospital (SCUH), refurbishment of Caloundra Health Service 

(CHS) and the current redevelopment of Nambour General Hospital (NGH). However, our population is growing faster than the Queensland average, we have pockets of disadvantage and high 

burden of disease, and the demand for services is exceeding the population growth.

Like all health services, we must ensure our services are not only safe and effective but sustainable and we cannot achieve this without new and better ways of working. This Master Clinical 

Services Plan provides our service development roadmap for the next five years. It spells out our ambitions for SCUH to reach its full tertiary potential, so more care is provided closer to home; to 

ensure each of our facilities and services has a clear role in our network of services; to provide more care in non-hospital settings; and to deliver connected health services for our community.

This Plan has been developed during the COVID-19 pandemic and responding to the pandemic remains an immediate priority. This continues to cause a high degree of uncertainty with the risk 

that the impact on health services could escalate at short notice. Additionally, it appears to have affected the demand for urgent care across Australia and, in line with the Queensland Health 

Care4QLD strategy, improving access to urgent care across our network of hospitals is also an immediate priority. 

We know that successful implementation depends on detailed planning, feasible business cases (in some instances) and the necessary workforce, technology and infrastructure enablers. We also 

know that our partnerships and our responsive culture are critical success factors.

We want this Plan to be a living document and with the new Census data expected to be released in 2022, there is an opportunity to ensure the population and burden of disease data is updated 

and to undertake detailed services and infrastructure planning to ensure we are on the right path for the future.

We thank the staff, partners and consumers who contributed to shaping this plan and we look forward to working with you to achieve our vision.

Ms Sabrina Walsh, Board Chair Dr Peter Gillies, Health Service Chief Executive
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The Master Clinical Services Plan (MCSP) provides a strategic roadmap 

for the development of services for the Sunshine Coast Hospital and 

Health Service (SCHHS). 
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burden of disease, activity trends and patient flows, and identifies the 
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meet the community’s health needs. It also identifies where further 
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Over the next 10 years, population trends, service delivery models and 

the technology landscape will continue to change and the MCSP will need 

to evolve with it to ensure it remains fit for purpose for the SCHHS 

community. 

To implement the MCSP, the strategies identified in the plan will need to 

be further refined, and in some cases detailed business cases will be 

developed for consideration in annual Service Agreement and capital 

program negotiations with Queensland Health.
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Executive summary

Introduction

The Sunshine Coast Hospital and Health Service (SCHHS) Master Clinical Services Plan (MCSP) has been developed to understand the health care 

needs of the local community over the next 10 years, and how services will develop and evolve to meet those needs. The Plan focuses on the key 

priorities that need to be delivered over the next five years (FY22 to FY27), based on a 10-year view of the future health and infrastructure 

requirements (to FY32). 

The Sunshine Coast is one of the fastest growing regions in Queensland, with population growth of 2% per annum expected between now and 2032 

– this is above the average for Queensland. The significant investment in new housing developments, education, health and other infrastructure 

across the region is likely to continue to support that trend. 

While historically the growth in SCHHS has been in the ageing population (similar to the rest of the state), it is expected that the SCHHS will also 

experience significant growth in young families – this is key to understanding the types of services that are likely to experience significant growth 

over that 10 year period. 

In addition, there are variances in the burden of disease, socio-economic profile and risk factors across the SCHHS regions which inform our 

priorities.

The significant growth in population and burden of disease in some of our regions means that based on our current state, we will need additional 

capacity within our network of services to continue to meet the health needs of our community over the next 10 years. However, we have time to 

change that trajectory and explore how we best use the upcoming additional capacity at Nambour and SCUH, to deliver a networked service delivery 

approach and maximise our available resources. 

One of our greatest challenges will be to achieve this in the context of a global pandemic, which has and will continue to pose a significant disruption 

in our services, including additional requirements such as the vaccination program and management of COVID-19 positive patients.

Equally, this environment of disruption has highlighted how technology and other innovative models of care can be quickly scaled to have a material 

impact on the way health care is provided. 

The SCHHS will develop and expand on the use of these emerging technologies to deliver services in alternate settings and provide alternative 

pathways to patients to ensure that we continue to meet our communities’ growing health needs locally and utilise our existing hospitals and facilities 

to their fullest extent. The strategies outlined in the Plan are strongly linked to Queensland Health and the SCHHS strategic priorities, as well as 

responding to the identified service need from the demographic and burden of disease analysis. 

Figure 1: Process for the development of the MCSP
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3. Efficient and 

sustainable
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stakeholders 

• Consultation with 
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community partners

• Consultation with key 

Queensland Health 

stakeholders

• Population demographic

• Risk factors

• Burden of disease

• Activity trends

• Patient flows
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Executive summary – Operating context

Resident population profile Socio-economic status

Historical

Forecast

Gympie - Cooloola

82.4% 17.5%

Buderim

As a whole, the SCHHS is in line with Queensland in terms of socio-economic 

disadvantage – there is however significant variances within the SCHHS region. The 

Gympie – Cooloola and Nambour planning regions have significant socio-economic 

disadvantage

QLD 

+1.7%

QLD 

+1.6%

Source: QGSO Population DataSource: QGSO Population Data

Share of population in two most disadvantaged socioeconomic status quintiles (2016)

Source: SEIFA Disadvantage Index Data
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2
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1

+2.3%

+1.9%

The SCHHS is projected to experience above state average population growth. The 

Caloundra and Sunshine Coast Hinterland planning regions are projected to have 

the highest growth

Our young families Our ageing population

Over the next 10 years, the largest 

growth in over 60s will occur within 

the Sunshine Coast Hinterland

(3.5% p.a.) and the Caloundra

(4.2% p.a.) planning regions.

Based on the latest (2016) census, 

Sunshine Coast Hinterland 

(3.0% p.a.) and Caloundra (3.3% 

p.a.) planning regions will have the 

largest growth in young families 

(aged 0-39) over the next 10 years, 

noting that these are also the fastest 

growing regions of SCHHS. 

Noosa 

23.1%

Caloundra 

31.2%

Maroochy 

33.5%

Nambour 

41.1%

Noosa Hinterland

35.1%

SC Hinterland 

26.4%

Source: QGSO Population Data

Population age profile

vs

vs

8,994

(2016)

Aboriginal and Torres 

Strait Islander 

population

12,810

(2031)

Growth of 42% over 

15 years (2.4% per 

year) and faster than 

the rest of the 

SCHHS population
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Executive summary – Operating context

Risk factors

S
C

H
H

S
Q

L
D

283 per 

100,000

Admissions for 
stroke

240 per 

100,000

513 per 

100,000

Admissions for 

Ischaemic heart 
disease

448 per 

100,000

a12.5 per 

100

People with 

asthma

11.8 per 

100

4.2 per 

100

People with 
osteoporosis

3.8 per 

100a

a21.9 per 

100

People with mental 

health or behavioural 
problems

22.7 per 

100

18.2 per 100

20.7 per 100

People who consume 

two or more alcoholic 

drinks per day

S
C

H
H

S
Q

L
D

16.0 per 100

Current smokers aged 

over 18

16.0 per 100

13.3 per 100

People who have high 

or very high 

psychological distress 

(K10)

13.0 per 100

The whole SCHHS 

region has a higher daily 

alcohol consumption rate 

compared to the rest of 

Queensland. Other major 

risk factors are broadly in 

line with Queensland 

averages.

The Gympie – Cooloola and Nambour planning regions have significant burden of 

disease across all categories. The SCHHS as a whole have high burden of disease 

rates in these categories.

Burden of disease (admissions and chronic disease)

Service access

Table 2: SCHHS patients treated elsewhere - Top 10 SRGs by volume and Self Sufficiency % - FY19

Source: ACE Projection Data FY18/19 Base Year

Source: ACE Projection Data FY18/19 Base Year

Table 1: Top 10 SRGs by expected growth – SCHHS admissions 

SRG FY22 Separations FY32 Separations Actual Growth Annual growth rate (%)

Chemotherapy 16,204 43,881 27,677 8.0%

Haematology 6,012 14,772 8,760 7.2%

Immunology & Infections 3,487 7,925 4,438 6.5%

Endocrinology 2,341 4,964 2,623 6.0%

Rheumatology 2,583 5,468 2,885 5.9%

Neurology 7,944 16,694 8,750 5.9%

Ophthalmology 11,482 23,762 12,280 5.8%

Rehabilitation (non-acute) 17,679 36,366 18,687 5.7%

Respiratory Medicine 9,112 18,293 9,181 5.5%

Mental Health 8,217 15,734 7,517 5.1%

Other SRGs 159,511 255,223 95,712 3.7%

TOTAL 244,572 443,081 198,509 4.7%

SRG Outflows SS %

Cardiac Surgery 218 0%

Transplantation 27 0%

Maxillo-Facial Surgery 63 3%

Extensive Burns 40 55%

Thoracic Surgery 89 62%

Prolonged Ventilation 48 64%

Neurosurgery 498 65%

Head & Neck Surgery 57 74%

Haematological Surgery 50 80%

Vascular Surgery 176 80%
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Executive summary – Our priorities on a page

9

Service needs 

& issues

Priorities

Enabling 

plans

Response to COVID-19
Improve access to urgent 

care

Develop tertiary services 

capability

Optimise our network of 

services and facilities

Work with partners to 

better connect care

Population growth faster 

than Qld – especially in the 

southern part of the HHS

Pockets of socio-economic 

disadvantage

Burden of disease in line 

with Qld; except Gympie 

and Nambour

Increasing demand for our 

services – faster than 

population growth

Gap in infrastructure 

required to meet projected 

growth

Population growth faster 

than Qld – esp. in South

Pockets of socio-

economic disadvantage

Burden of disease in line 

with Qld; except Gympie & 

Nambour

Increasing demand for 

our services – faster than 

pop. growth

Gap in infrastructure 

required to meet projected 

growth

• Continue to undertake 

immediate, short and 

medium-term planning to 

ensure we are responsive, 

and aligned with statewide 

requirements

• Plan for the opening of 

additional, dedicated 

COVID-19 inpatients beds 

at SCUH, in line with the 

statewide response

• Identify and implement 

immediate opportunities to 

improve emergency 

department access and  

flow across all facilities

• Open an additional 

general medical ward at 

SCUH to improve patient 

flow from the emergency 

department (funded)

• Plan for, and deliver tertiary 

services (L6 CSCF) at 

SCUH for the SCHHS 

community:

• Cancer services

• Cardiac services

• Neurosurgery

• Embed requirements for L2 

Trauma Service.

• Grow clinical capability in:

• Paediatric services

• Maternity and neonatal 

services

• Operate NGH as a general 

hospital with a focus on 

planned care

• Operate Gympie as a ‘hybrid’ 

hospital with rural generalist 

and some specialist capability 

aligned with local burden of 

disease 

• Redevelop Gympie Hospital 

• Optimise the role of 

Glenbrook and Maleny 

Hospital in supporting HHS-

wide patient flow and step-

down services

• Expand care at home and 

non-hospital settings

• Develop SCHHS Health 

Equity Strategy

• Implement agreed local 

service priorities for mental 

health, alcohol and other 

drugs services

• Improve referral 

management and 

communication platform 

between GPs and 

specialists

• Develop and implement 

outpatient reform initiatives

• Encourage GP presence 

and uptake in population 

growth areas

• Review out of hospital 

services

Detailed Clinical Services 

Plan
Workforce Plan Infrastructure Plan Digital Plan Health Equity Strategy



P l a n n i n g  c o n t e x t

Since 2017, the Sunshine Coast Hospital and Health Service (SCHHS) has gone through a period of growth and transformation – with the commissioning of the new Sunshine 

Coast University Hospital (SCUH), refurbishment of Caloundra Health Service (CHS) and the redevelopment of Nambour General Hospital (NGH). 

In addition to this, the constantly evolving health sector with new advances in treatments and technology, combined with the broader fiscal environment reinforce the need for robust 

clinical services and infrastructure planning. 

It is in this context that the SCHHS embarked on the development of a Master Clinical Services Plan (MCSP) – with the aim of further understanding the future health needs of the 

community, designing a service system across the SCHHS that is safe, effective and efficient, and capitalises on the investment in services and infrastructure over the last five 

years. 

The plan brings together the summary of the key drivers of health demand and analysis of the current trends and patient flows to inform the development of the strategies. The 

evidence developed as part of this plan includes: 

Population demographic profile – understanding the population profile of the SCHHS across the various planning regions to identify the key areas of growth, where certain patient 

cohorts are expected to grow and the socio-economic profile of each planning region 

Risk factors – understanding through population rates the behaviours of the population that are associated with poor health and impact on demand for health services 

Burden of disease – developing a profile of the chronic disease and admission rates for key conditions across each planning region to support identification of service priorities 

Activity trends – identifying the historical and forecast activity trends for inpatient, outpatient and the emergency department activity to understand potential future pressure areas 

and requirements 

Patient flows – providing an understanding of the services for which SCHHS residents travel outside of the region to access care and inform the potential development or 

enhancement of services to meet the need locally. 

In addition to the evidence highlighted above, significant consultation was undertaken with key stakeholders across SCHHS to validate and/or contextualise the evidence developed 

as part of the MCSP planning process. This enabled the refinement of the strategies and discussion on the key enablers and considerations for implementation. With the new 

Census expected to be released in 2022, there is an opportunity to ensure the population and burden of disease data is updated to reflect any recent changes and ensure that the 

strategies identified in this plan remain the priorities for the SCHHS community. 



Detailed 

Clinical 

Services Plan

Digital Health 

Plan 
Infrastructure 

Plan

Workforce 

Plan

Health Equity 

Plan 

Planning context

Strategic alignment

The SCHHS MCSP aligns with our Strategic Plan, Queensland priorities and strategies and outlines how 

we will specifically work towards the Queensland Government agenda of a “Healthier Queensland”. It also 

builds upon and replaces the current SCHHS Health Service Plan 2012-2022.

It provides a clear direction on service development priorities to meet the current and future health needs 

of the Sunshine Coast community, based on what the evidence shows regarding future population growth, 

burden of disease and growth in health services.

To implement the MCSP, the strategies identified in the plan will need to be further refined, and in some 

cases detailed business cases will be developed for consideration in annual Service Agreement and 

capital program negotiations with Queensland Health.

NB: Whilst the MCSP identifies the a range of strategies that need to be reflected in annual operational 

plans, it is not intended to capture all ongoing service improvements.

Strategic Priorities 

The MCSP aligns with our six strategic priorities:

• Provide a network of health services that are responsive to the needs of our population/region.

• Strengthen and grow strategic and operational partnerships.

• Inspire a workplace where staff thrive and know they are valued.

• Leading and embedding an education and research culture. 

• Leveraging digital and technology advances in healthcare.

• Aboriginal and Torres Strait Islander health—making it everyone’s business.

Enabling plans.

Furthermore, the MCSP will be supported by a range of enabling plans that will complement and support 

delivery of the agreed service priorities are critical to enhancing service delivery on the Sunshine Coast 

(Figure 2).

Figure 2: Planning process and enabling plans

Sunshine Coast HHS - Master Clinical Services Plan

Document providing a strategic roadmap for the next five years that identifies the priorities 

and strategies to optimise and develop services.

Queensland Health 

Priorities                Funding and performance         Capital Program

SCHHS Strategic Plan SCHHS Service Agreement  
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O p e r a t i n g  c o n t e x t

This section provides an overview of:

• Current facilities and services 

• The demographic, burden of disease and health risk profile across 

the local regions, and

• Trends in the broader environment.



Operating context – Current services and facilities

Figure 3: SCHHS planning regions and facilitiesSCHHS services and facilities

The Sunshine Coast Hospital and Health Service (SCHHS) is the main provider of public health and hospital services to 

residents of the Sunshine Coast region. Services are provided over a large geographical area and a range of facilities - from a 

large tertiary hospital in Sunshine Coast University Hospital, to various smaller facilities across the region. 

Public hospital services are delivered through the following facilities:

• Sunshine Coast University Hospital (services up to CSCF Level 6)

• Nambour General Hospital (CSCF Level 3)

• Gympie Hospital (CSCF Level 3)

• Caloundra Health Service (CSCF Level 3)

• Maleny Soldiers Memorial Hospital (CSCF Level 2)

• Noosa Hospital (contracted to private provider).

In addition, the SCHHS operates a public residential aged care facility – Glenbrook Residential Aged Care Facility at 

Nambour; which also includes transition care and sub-acute mental health services.

The SCHHS also provides community health services and community mental health services through a range of stand alone 

facilities, including:

Overnight beds 889 Operating theatres 19

Sameday beds 143 *
Residential aged 

care beds 27

Transition care 

beds 17
Noosa Hospital 

overnight and 

sameday beds
22**

*   Includes bed alternatives 

** Beds are an estimate as contract with Noosa is based on purchasing a level of activity rather than beds

Finally, the SCHHS operates a number of staff accommodation premises in Maleny, Caloundra, Birtinya and Gympie. These 

are primarily on or adjacent to a hospital campus and assist the HHS comply with employee award obligations.

• School Dental at Caloundra, Maroochydore, Nambour

• Kawana Oral Health

• BreastScreen at Gympie, Maroochydore, Noosa

• Community Health Centres at Maroochydore, Nambour, Noosa

• Nambour Mental Health NGO -Griffin Place (house) 

• Currimundi Mental Health NGO (house) 

• Warana NDIS Nicklin Way (house) 

• Child and Youth and Family Health at Nambour

• Aboriginal and Torres Strait Islander Health at 

Waterfall Rd, Nambour

• Mountain Creek Community Care Unit

• Community Mental Health – Centenary Square 

Nambour

• Corporate and support services Sixth Av 

Maroochydore

• Parrearra tenanted (house).
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17% 31%52%

Operating context – Population demographic and key indicators

Local trends in our population

The SCHHS population is expected to grow significantly between 2016 and 

2031 – 36% in total, or 2.1% each year (slightly above the total Queensland 

population growth).

The age profile of the population is expected to change, with the population 

aged over 60 years expected to increase from 27% of the total SCHHS 

population in 2016, to 31% in 2031. This is higher than the Queensland 

proportion (25% in 2031).

By region within the SCHHS, there are significant growth corridors which will 

continue to drive demand for health services into the future:

• The Caloundra region – housing developments in Caloundra are 

contributing to population growth in the region with 3,500 lots built between 

October 2016 and April 2021, with 10-15 families moving into the 

development each week (Aura Emergency Services & Health Precinct, 

2021) 

• Beerwah East region – state government land release planned to deliver 

an estimated 20,000 dwellings to the region long term. The Queensland 

Government and Sunshine Coast Council have been working jointly to 

resolve planning to ensure its availability for urban development within the 

next decade.

• Gympie - Cooloola region – the majority of user group attendees identified 

the Gympie - Cooloola area as also having a number of developments 

occurring that do not appear to be reflected in latest available population 

projections.

ABS data indicates the COVID-19 pandemic has also resulted in significant 

interstate migration into Queensland, in particular to regions such as the 

Sunshine Coast. Population census timing has influenced population 

projections, and the latest Australian census in August 2021 will be available 

for analysis and incorporation in approximately 12 months time. 

407,6382016
People living in the SCHHS

36%
Population 

growth by 2031 
(2.1% p.a.)

18% 27%55%

0-14 years

(20% in QLD)

15-59 years

(60% in QLD)
60+ years

(20% in QLD)

Population Size

Population age

By 2031, it is expected there will be 173,926 adults aged of 60+ years 

in the SCHHS

This constitutes a 58% growth in adults aged of 60+ years between 

2016 and 2031 (3.1% pa)

2016

2031

In 2016, there was 109,747 adults aged of 60+ years in the SCHHS

554,7822031
People living in the SCHHS

Socioeconomic disadvantage

0% 50% 100%

Buderim

Gympie - Cooloola

Nambour

Noosa Hinterland

SCHHS Total

Q1

Q2

Q3

Q4

Q5

8.4%
of the Queensland population

8.9%
of the Queensland population

0-14 years

(18% in QLD)
15-59 years

(57% in QLD)
60+ years

(25% in QLD)

Planning region population growth

1.23%

3.61%

0.77%

1.60%
1.89%

0.90%

1.12%

3.17%

0

20,000

40,000

60,000

80,000

100,000

120,000

140,000

160,000

2016 2031

SEIFA Disadvantage Index quartiles by region
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Operating context – Population demographic and key indicators 

Local trends in our First Nations population

Over the next 15 years, the Aboriginal and Torres Strait Islander 

population of SCHHS is estimated to grow by almost 4,000 or 42% -

this is above total population for the SCHHS, as demonstrated by 

the fact the Aboriginal and Torres Strait Islander population is 

expected to increase as a share of the total SCHHS population. 

Population distribution for both male and female Aboriginal and 

Torres Strait Islander residents shows larger shares of the 

population in the younger age groups with small numbers in the 

older categories, clearly demonstrating the variance to the rest of 

the population. 

The three planning regions with the largest number of Aboriginal 

and Torres Strait Islander residents are (1) Gympie - Cooloola, (2) 

Caloundra and (3) Nambour. 

Figure 4: Aboriginal and Torres Strait Islander population by age group 
and gender, 2016 

8,9942016
People living in the SCHHS

42%
Population 

growth by 2031 
(2.4% p.a.)

Population Size

12,8102031
People living in the SCHHS

2.2%
of the SCHHS population

2.3%
of the SCHHS population

Planning region population – Aboriginal and Torres 

Strait Islander (2016)

0 500 1,000 1,500 2,000 2,500

Gympie - Cooloola

Caloundra

Nambour

Buderim

Sunshine Coast Hinterland

Maroochy

Noosa Hinterland

Noosa

Population
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Operating context – Burden of disease (prevalence of chronic diseases)

Higher than Queensland

Average (+ 5%)

In line with Queensland 

Average (+/- 5%)

Lower than Queensland 

average (- 5%)

Local trends in our population –Burden of disease

• Gympie - Cooloola has a higher prevalence rate across all chronic 

diseases compared to both the SCHHS and Queensland.

• Osteoporosis and arthritis are common in the SCHHS with the 

majority of the regions being higher than Queensland. This is likely 

due to the older population in the Sunshine Coast. 

• The rate of diabetes is lower in SCHHS than in Queensland – with 

the exception of Gympie - Cooloola.

Prevalence of Chronic Diseases – Age Standardised Rate (ASR) per 100 (modelled estimates)

Planning region

Estimated 

number of 

people with 

diabetes 

mellitus

Estimated 

number of 

people with 

mental and 

behavioural 

problems

Estimated 

number of 

people with 

heart, stroke 

and vascular 

disease

Estimated 

number of 

people with 

asthma

Estimated 

number of 

people with 

chronic 

obstructive 

pulmonary 

disease

Estimated 

number of 

people with 

arthritis

Estimated 

number of 

people with 

osteoporosis

Buderim 3.2 20.2 4.5 11.9 3.0 14.2 4.4

Caloundra 3.6 20.3 4.6 12.1 3.2 14.6 3.8

Gympie-Cooloola 5.0 25.9 4.8 14.6 3.9 14.9 4.3

Maroochy 3.7 23.0 4.0 12.0 3.3 13.1 4.1

Nambour 3.4 23.3 4.3 13.8 3.8 13.7 4.3

Noosa 3.2 20.0 3.9 11.8 2.9 12.6 3.9

Noosa Hinterland 3.3 21.9 4.2 11.5 3.5 12.5 4.6

Sunshine Coast 

Hinterland
3.4 20.4 3.9 11.8 3.2 13.5 4.5

SCHHS Total 3.7 21.9 4.3 12.5 3.3 13.8 4.2

Queensland 4.7 22.7 4.7 11.8 3.5 13.9 3.8

Table 3: Prevalence of chronic diseases relative to SCHHS and Queensland

Source: PHIDU
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Local trends in our population –Burden of disease

• Gympie - Cooloola, Maroochy and Nambour face significantly 

higher admission rates for most principal diagnosis than both the 

SCHHS and Queensland. There is a particularly high rate of heart 

disease in Gympie - Cooloola and Nambour; approximately double 

the Queensland average.

• Admissions for strokes and heart disease is high across the 

SCHHS, yet prevalence for these diseases is low relative to 

Queensland (refer to Table 3).

Admissions by Principal Diagnosis – ASR per 100,000 (modelled estimates)

Planning region
Admissions for 

diabetes

Admissions for 

mental health 

related 

conditions

Admissions for 

ischaemic heart 

disease

Admissions for 

stroke

Admissions for 

respiratory 

system 

diseases

Admissions 

for Chronic 

Obstructive 

Pulmonary 

Disease 

(COPD)

Admissions for 

musculoskeletal 

system and 

connective tissue 

diseases

Admissions 

for chronic 

kidney 

disease

Buderim 134.3 942.5 328.6 251.6 1,785.2 161.6 823.2 235.3

Caloundra 161.6 870.1 414.8 264.3 2,120.9 245.6 982.8 189.7

Gympie - Cooloola 381.7 1,142.9 870.9 385.2 2,586.6 374.3 1,164.8 233.4

Maroochy 151.6 1,241.0 469.1 290.2 1,949.4 290.6 963.0 277.6

Nambour 219.8 1,713.0 920.8 386.4 3,455.8 502.5 1382.0 236.7

Noosa 36.6 529.1 278.7 163.1 729.5 89.0 382.1 57.5

Noosa Hinterland 136.3 954.0 530.0 394.0 1,543.0 283.8 766.1 159.3

Sunshine Coast 

Hinterland
131.7 820.3 351.3 258.2 1,599.1 229.4 725.4 162.1

SCHHS Total 196.5 980.3 513.7 282.5 1,950.6 258.4 891.2 193.0

Queensland 186.9 1,014.7 448.7 240.3 1,881.8 313.9 1,012.5 177.1

Table 4: Prevalence of chronic diseases relative to SCHHS and Queensland (2016)

Source: PHIDU

Operating context – Burden of disease (admission by principal diagnosis)

Higher than Queensland

Average (+ 5%)

In line with Queensland 

Average (+/- 5%)

Lower than Queensland 

average (- 5%)
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Operating context – Risk factors

Risk factors – ASR per 100 population (modelled estimates)

Planning region

Estimated 

number of 

people aged 18 

years and over 

who were 

current 

smokers

Estimated number 

of people aged 18 

years and over 

who consumed 

more than two 

standard alcoholic 

drinks per day on 

average

Estimated number of 

people aged 18 

years and over with 

high or very high 

psychological 

distress, based on 

the Kessler 10 Scale 

(K10)

Estimated 

number of 

people aged 

18 years and 

over who had 

high blood 

pressure 

Estimated 

number of males 

aged 18 years and 

over who were 

overweight (but 

not obese) 

Estimated 

number of 

people aged 

18 years and 

over who were 

obese

Buderim 13.7 20.6 12.2 23.6 41.9 28.6

Caloundra 15.9 21.5 12.6 23.6 42.4 27.7

Gympie - Cooloola 20.0 20.2 15.8 23.8 39.6 35.0

Maroochy 17.4 21.9 12.6 23.7 40.8 29.8

Nambour 15.5 18.4 14.4 23.4 40.6 28.3

Noosa 15.5 22.4 12.3 23.0 43.6 23.8

Noosa Hinterland 12.7 19.2 13.3 23.0 40.9 27.2

Sunshine Coast Hinterland 13.9 19.6 13.4 23.4 41.6 32.7

SCHHS Total 16.0 20.7 13.3 23.5 41.5 29.4

Queensland 16.0 18.2 13.0 23.1 40.7 32.7

Local trends in our population –Risk factors

• Overall, the risk factors for the SCHHS are broadly in line with that 

of the state – a key exception is in relation to adults who consume 

more than two standard alcoholic drinks per day, where SCHHS 

has a higher rate compared to that Statewide

• The Gympie - Cooloola region appears to have the highest rates for 

the majority of the risk factors. 

Table 5: Key risk factors relative to SCHHS and Queensland (2016)

Source: PHIDU

Higher than Queensland

Average (+ 5%)

In line with Queensland 

Average (+/- 5%)

Lower than Queensland 

average (- 5%)
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Operating context – Impact of COVID and pressures on urgent care

Impact of COVID on SCHHS

As a result of the COVID pandemic, significant pressures have 

been placed on staff across the SCHHS to ensure a coordinated 

response, with competing demands and often requiring responses 

in short timeframes. Table 6 identifies some of the impacts that 

result from the COVID requirements on the emergency department, 

hospital capacity and the workforce – all of this provides an 

indication of the level of disruption that is currently being 

experienced by the system and the ongoing needs of the response 

to the pandemic. 

Pressures on access to urgent care

In addition, since the height of the pandemic, there has been 

significant increases in emergency department presentations for 

SCHHS, above population growth over that period. In particular, the 

15 to 64 years age group has experienced growth of three to four 

times the population growth over the same time period (Figure 5). 

There is therefore a need to focus on ensuring the availability and 

timeliness of urgent care for the local population. 

Emergency 

Department.
Hospital Capacity. Workforce.

C
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V
ID

 P
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D
e
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a
n

d

• COVID testing

• Mental health

• Respiratory system 

diseases (including 

the flu)

• Short term: Patients 

avoiding EDs

• Longer term: Patients 

avoiding EDs-> Late 

care

• Elective Surgery 

cancellations (initially)

• Elective Surgery 

cancellation catch up

• Respiratory system 

diseases (including 

the flu)

• Short term: Patients 

avoiding Emergency 

Care

• Longer term: Patients 

avoiding Emergency 

Care -> Late care

• Public Hospital 

Workforce re-directed 

to COVID response 

activities 

S
u

p
p

ly

• Isolation requirements 

(reduced general 

patient capacity)

• Isolation requirements 

(reduced general 

patient capacity)

• COVID-19 safety 

protocols

• Available workers 

employed in COVID 

response activities 

(such as vaccination)

• Utilisation of sick 

leave (backfill) and 

accumulated annual 

leave (backfill)

• Key skilled workforce 

vacancies (migration)

Table 6: Impact of COVID on Hospitals Figure 5: Growth in ED presentation against population for SCHHS 

(2019 to 2021)

0.0% 2.0% 4.0% 6.0% 8.0%

0–4  

05–14

15-54

55-64

65-74

75+

Population growth ED Presentations
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Operating context – Trends and environmental context

Mega trends impacting the health care sector

Healthcare as a sector has experienced significant disruption over the last couple of years. In the last 

year, particularly, there has been further acceleration of change through COVID 19 with significant 

changes in the way care is provided and accessed by consumers. These changes are important 

considerations when planning for the future of health service delivery for the SCHHS and its community. 

Key considerations in the development of this plan and its strategies include:

• Demand increase exceeding population growth across the system – the burden of disease and 

health care utilisation continues to grow at a pace that is above population growth. This pace of growth 

is unsustainable from both the perspective of the funding required, but also the growth in the workforce 

to deliver that activity. Strategies must therefore seek to influence the demand curve to improve 

sustainability.

• Changing consumer expectations – there has been a significant increase in the involvement of a 

consumer in their care in recent years. This includes the expectation of on-demand services, access in 

alternative settings and with limited to no waiting time. Consumer preferences have also changed, with 

consumers happy to use technology from the comfort of their home to receive access to their care.

• Increased financial constraints – while there have been improvements in the cost per unit of activity 

over the last few years, the overall rate of growth in health care spending has been unsustainable. 

There is therefore a need to consider the broader financial impact on not just the local area but the 

health care system as a whole. 

• Optimisation of current assets – there is a strong focus on ensuring that existing infrastructure 

assets are optimised in order to delay or stage significant capital investment and also align with the 

changing consumer expectations of being able to access care outside of the hospital setting. 

• Evolving digital landscape – new technologies are now available at a fraction of the cost, enabling 

the development of new models of care and delivery of care in alternative settings. This means 

developing both the protocols, training and processes for the service models, as well as the software 

and security consideration that comes with it.

• Urbanisation – Increased population density presents an opportunity to provide care closer to home 

and via different modalities 

• Climate Change – Impact of the health system on the environment should be considered. Where 

there are opportunities to provide care in ways that minimise environmental impact without 

compromising patient safety (e.g. Telehealth) such options should be expediently adopted. 

• Chronic Care and Mental Health – Patients presenting with these conditions contribute significantly 

to the demand for health services and are frequently re-admitted after treatment. Alternative models of 

care offer potential solutions that improve patient outcomes while reducing strain on the health system.

The SCHHS has the opportunity to leverage these trends to optimise its current services, transform the 

way that health care is provided within SCHHS and grow key priority services to meet the needs of the 

community. 
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Operating context – Trends and environmental context

The health care landscape has experienced significant changes over the last 

18 months – this transformation is expected to continue and therefore needs 

to be a key factor in understanding potential changes to service delivery 

across the SCHHS over the next ten years. 

Consumer preferences

In response to increasing cost pressure and changing consumer 

preferences, health care providers are introducing alternative care delivery 

and operational models, such as shifting the spectrum of care from hospitals 

to lower-cost settings. Examples of alternative care options are:

• Greater focus on the delivery of value of outcome based care models 

through alliance contracting or development of bundle payments.

• Home Care, which using technology and monitoring, provides treatment 

with reduced costs and improved patient satisfaction. 

• Telehealth which allows patients with less convenient access to health 

care services to receive care closer to home.

Automation and digital platforms

Repetitive tasks for both clinical and non clinical workforce could be 

considered for automated and/or outsourced options. The organisation will 

shift to virtual interactions within teams and with the consumers, through the 

use of improved technology and other tools to become increasingly 

independent of geography, enabling greater access to skilled and 

specialised practitioners.

Organisational Enablers

Care Setting 

Type of Offerings

Homemaker & Personal 

Services
DME Products 

& Services
Patient Support Medication Delivery

Remote Patient 

Monitoring
Telehealth Home Infusion

Disease Mgmt. & Care 

Coordination

Timely Intervention

Technology, Infrastructure & Data Automation & AI Workforce operating at top of 

license

Palliative Care Hospice Home Health Home

Figure 6: Trends and Environmental Context – Palliative Care Example
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Operating context – Trends and environmental context

Various factors are shaping the future of the delivery of health services and 

the nature of work in healthcare. This is creating a demand for new service 

models which enable the workforce to deliver services based on patient and 

consumer needs and expectations. 

Consumers

Consumer experiences in other industries combined with the lead-on effects 

of the COVID-19 pandemic mean that the demand for digital on-demand, 

accessibility and connectivity in health care is growing. This requires a 

secure digital transformation to a virtual health platform, as consumers 

expect access to health care anytime and anywhere. Enterprises must adapt 

the care journey to take place outside the traditional care setting and 

modalities. 

Delivery

The delivery of healthcare will come from various interaction points between 

provider and consumer such as:

• Community

• Virtual

• Home

• Workplaces or schools

• Hospitals & overnight care

• Clinics & same day care

• Retail Stores

• Wearables

• Remote monitoring

• Testing and contact tracing

• Screenings

• Precise diagnostics

Monitoring, Sensing & 
Diagnostics

• Prescriptive and predictive analysis

• Precision medicine/ therapeutic 
mapping

• Incentive programs

• Population health analytics and 
composite risk

• Push notification alerts

Insights and Behavioural 
Nudges

• Workshops

• Self-service instructional courses

• Condition-based programs

• Digital therapeutic and apps

• Lookup/finance management tools

Education, Counselling & 
Advocacy

• Primary, acute and post-acute care

• Care management

• EHR/EMR and integration

• Pharmaceuticals

• Telemedicine/Telepsych

Intervention & Treatment

Figure 7: Consumer wellbeing

Figure 8: Future health state delivery models

Social

                         
                     

Mental

Financial 

Emotional

Spiritual

Physical

Cognitive

22



Operating context – External factors

Figure 9: Factors influencing future SCHHS operating environment

Develop mutual 
understanding between 
health care organisations 
within a region of the 
priority burden of disease 

LANAs

Evolution of funding 
towards population 
based allocation to 

support equity of 
funding 

QGNI

Managing disruptions 
related to COVID-19 
and quarantine 
requirements

COVID-19

Develop specific 
strategies aimed at 

improving health 
outcomes for 

Aboriginal and Torres 
Strait Islander people

Health Equity Strategy

04 01

03 02

Changes in operating environment

In 2020, the Australian Government released a new National Agreement on Closing the Gap which was 

developed in genuine partnership between the Australian Governments and Aboriginal and Torres Strait 

Islander peak organisations. The objective of the National Agreement on Closing the Gap (the National 

Agreement) is to enable Aboriginal and Torres Strait Islander people and governments to work together to 

overcome the inequality experienced by Aboriginal and Torres Strait Islander people, and achieve life 

outcomes equal to all Australians. Central to the new National Agreement are four priority reforms that 

commit governments to change the way they work with Aboriginal and Torres Strait Islander people.

The Closing the Gap Agreement highlights the importance of developing relationships between 

government organisations and Aboriginal and Torres Strait Islander people/organisations/businesses to 

enhance the quality and cultural safety of mainstream service delivery. 

In addition, there are significant changes in the funding and legislative requirements of Hospital and 

Health Services (HHSs) that will need to be taken into consideration as they are introduced and align the 

priorities to these areas. At the time of writing this plan, the main areas in development include:

• Management of COVID-19 pandemic – over the next few years, there will be a continued 

requirement to manage outbreaks related to COVID-19 and support quarantine efforts as the 

population is being vaccinated.

• Introduction of the Queensland Geographic Needs Index (QGNI) – the QGNI is a top down 

identification of the relative per capita level of funding received for a specific geographical location. 

The aim of the QGNI is to provide an indication of where areas are relatively under funded based on 

the demographic profile of that specific region to increase level of equity of funding across the state.  

• Development of Local Area Needs Assessments (LANAs) – to support greater integration across 

the system, there will be a need for PHNs and HHSs to develop in partnership a local area needs 

assessment that identifies the burden of disease for a region to support identification of common 

strategies to improve health outcomes. 

• Development of a Health Equity Strategy – in line with the newly introduced regulation, HHSs will 

have to develop a Health Equity Strategy that identifies strategies to support closing the gap and 

improve health outcomes for Aboriginal and Torres Strait Islander people.
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Activity and capacity forecasts
It is forecast that the SCHHS will have significant growth in activity over 

the next 10 years, across all types of activity.

The commissioning of additional capacity at Nambour and SCUH 

provides the SCHHS with an opportunity to meet expected demand over 

the next five years. The modelling shows that without strategies to 

reduce the demand for in-hospital care, the built capacity will be reached 

between 2027/28. With the appropriate strategies, capacity will not be 

reached until 2029/30.

It will be important to validate these forecasts in the next few years when 

the new census data is available and the impact of the demand reduction 

strategies have been evaluated.
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Figure 10: SCHHS separations and ALOS by year

Table 7: Top 10 SRGs by expected growth – SCHHS admissions 

Actual

Historical and projected inpatient activity profile

Over the next ten years, from FY22 to FY32, SCHHS is expected to 

experience a significant increase in activity expected of 4.7% per 

year, according to the Department of Health (DoH), Acute Care 

Estimates(ACE) projections. At the same time, the DoH modelling 

assumes a reduction in the ALOS of patients of 0.7% per year over 

that 10 year period. 

Under the DoH baseline projections, services that are expected to 

have the largest growth at SCHHS are outlined in Table 7.

Over the past three years, the SCHHS has seen a minor reduction in 

inpatient separations (-0.3% annually) – this period includes the 

impact of COVID-19 where there was a reduction in elective activity 

during those two financial years. During that time, there was an 

increase in the average length of stay (ALOS) of patients through a 

small increase in the number of bed days. Activity data shows 

however, a return to normal (if not, higher) levels of activity in FY21.

The higher than population growth trends is expected to occur for 

Aboriginal and Torres Strait Islander admissions over the next 10 

years. This is expected to follow a similar trend to that of SCHHS 

total admissions growth over the next 10 years. 

Projection

- 0.5%

(- 0.3% CAGR)

+ 56.1% (+ 4.7% CAGR)

+ 2.4%

(+ 1.2% ⃰ CAGR)

- 7.2% (- 0.7% CAGR)

Source: DSS Activity Data and Department of Health ACE projections

Source: DSS Activity Data and Department of Health ACE projections   ⃰   CAGR – Compound Annual Growth Rate

SRG FY22 Separations FY32 Separations Actual Growth Annual growth rate (%)

Aboriginal and 

Torres Strait Islander
Total

Aboriginal and 

Torres Strait Islander
Total

Aboriginal and Torres 

Strait Islander
Total

Aboriginal and Torres 

Strait Islander
Total

Chemotherapy 151 16,204 258 43,881 107 27,677 5.5% 8.0%

Haematology 76 6,012 142 14,772 66 8,760 6.4% 7.2%

Immunology & Infections 115 3,487 170 7,925 56 4,438 4.0% 6.5%

Endocrinology 73 2,341 104 4,964 31 2,623 3.6% 6.0%

Rheumatology 49 2,583 82 5,468 34 2,885 5.4% 5.9%

Neurology 209 7,944 315 16,694 106 8,750 4.2% 5.9%

Ophthalmology 74 11,482 135 23,762 61 12,280 6.2% 5.8%

Rehabilitation (non-acute) 23 17,679 32 36,366 9 18,687 3.5% 5.7%

Respiratory Medicine 266 9,112 398 18,293 133 9,181 4.1% 5.5%

Mental Health 187 8,217 282 15,734 94 7,517 4.2% 5.1%

Other SRGs 3,736 159,511 5,187 255,223 1,452 95,712 3.3% 3.7%

TOTAL 4,959 244,572 7,106 443,081 2,148 198,509 3.7% 4.7%
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24%

Actual Projection

Activity profile – Outpatients

Historical and projected outpatient profile

Outpatient activity has seen annual growth of 11.7% between 2019 

and 2021, significantly above population growth. Over this same 

period, Occasions of Service (OoS) delivered through telehealth 

grew from 16% to 24%. This is as a result of the COVID-19 

pandemic requiring a significant change in service delivery to ensure 

access was maintained. 

Total OoS growth under the DoH baseline projections between FY22 

and FY32 is projected to grow at a rate of 4.5% annually, continuing 

the above population growth trend. 

Similarly to telehealth, there has been an improvement in the new to 

review ratio over the last three years. While the new to review ratio 

will vary significantly by specialty, a number of jurisdictions such as 

the NHS target a new to review ratio of 1:2, demonstrating there is an 

opportunity to review specialties and processes to ensure there is a 

transition path back to primary care where appropriate. 
Figure 11 SCHHS occasions of service by year

* Excludes services forecast through individual methodologies such as endoscopy, 

chemotherapy and renal dialysis

16% 24%

Telehealth services

New to review patients

1:3.5

2020

1:2.7

20212019

1:3.5

SCHHS has seen a reduction in the new to review ratio 
since 2020

Share of telehealth OoS’s increased by 8% in 

2020 compared to 2019. 

Table 8: Top 10 Tier II Clinics* by expected growth under baseline

Tier 2 Clinic 2022 OoS 2032 OoS
Actual 

Growth

2022 to 2032 

CAGR

40.28 Midwifery and Maternity 39,573 58,571 18,998 3.1%

20.44 Infectious Diseases 27,433 42,326 14,892 3.4%

40.09 Physiotherapy 13,803 27,568 13,764 5.5%

40.16 Orthoptics 10,288 22,506 12,219 6.2%

20.29 Orthopaedics 27,854 39,786 11,932 2.8%

20.17 Ophthalmology 15,958 27,477 11,520 4.3%

30.08 Clinical Measurement 10,229 18,981 8,752 4.9%

20.10 Haematology 13,413 21,134 7,720 3.6%

40.58 Hospital Avoidance 

Programs
14,852 22,151 7,299 3.1%

40.07 Pre-Admission and Pre-

Anaesthesia
16,046 22,614 6,568 2.7%

Other tier II clinics 306,103 465,039 158,936 3.3%

Total 495,552 768,152 272,600 4.5%

Source: DSS Activity Data and Department of Health ACE projections

Key outpatient performance indicators
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+ 3.3 %

+ 4.0 %
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Annual Growth (FY21 – FY32)

Activity profile – Emergency department

Historical and projected emergency department profile

The Minor Injury and Illness Clinic (MIIC) at Caloundra recorded a 

31.7% increase in overall activity between FY19 and FY21, due 

primarily to the use of the facility as a COVID-19 testing facility and 

increased demand for Category 4 and Category 5 services which the 

facility specialises in.

Excluding Caloundra, total emergency department (ED) presentations 

have increased by 5.2% p.a. between 2019 and 2021 across the 

SCHHS. Under the DoH baseline projections, presentations are 

projected to grow by 3.9% per year on average between FY22 and 

FY32.

Across the SCHHS, all triage categories have increased over the last 

three years. During this time, Category 2 and 3 ED presentations have 

increased at the fastest rate, at 9.1% and 5.6% p.a. respectively. 

Noosa public emergency department activity is not included in 

projections due to the reporting and contractual arrangements with the 

private provider. Therefore it has been omitted from Figure 12. In FY21 

Noosa recorded approximately 21,149 presentations. The distribution of 

Noosa presentations by triage is historically consistent with 

presentations across the rest of the HHS. However, FY19 – FY20 saw 

a marked decline in high-medium complexity ED presentations at 

Noosa with Category 1 Cases declining by 35.5% p.a.(60 to 25), 

Category 2 declining by 3.0% p.a. (2,218 to 1,587) and Category 3 

declining by 5.6%p.a. (6,347 to 4,301). Meanwhile lower complexity 

Category 4 and 5 cases increased by 7.6% and 40.7% p.a. with the 

increase in Category 5 cases driven by the HHS utilising the ED 

information system to support COVID-19 vaccinations. 

Figure 12: SCHHS emergency department presentations by triage category by year – excluding Noosa

Source: DSS Activity Data and Department of Health ACE Projections

1 + 1.2%

2 + 9.1%

3 + 5.6%

4 + 2.3%

5 + 1.3%

SCHHS triage category compound annual Growth 

(FY19 – FY21) (Excluding Caloundra and Noosa)
Sunshine Coast University 

Hospital
+ 6.5% (10,491)

Nambour General Hospital + 5.0% (3,490)

Gympie Hospital + 2.9% (1,833)

Caloundra Health Service – MIIC + 31.7% (10,693)

Maleny Hospital - 0.7% (-57)

Increase in presentations by SCHHS facility (FY19 – FY21)
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Activity profile – Patient flows

What services are our residents accessing 

elsewhere

While at a total level, the SCHHS is highly self sufficient, meaning 

that few local residents have to travel outside of the local area to 

access care, there are a couple of areas where the service is either 

not provided or only lower complexity service is provided. 

Adults

For Adult services, there are specialties for which there is both a low 

level of self sufficiency and high occurrence (greater than 200) of 

residents travelling, including Cardiac Surgery and Neurosurgery. 

Table 9 shows the number of residents travelling for care, providing 

an indication of the size of the potential service and/or reverse flows. 

Paediatrics

For Paediatric services, the majority of the more specialist surgical 

services are currently not provided at SCUH, with some medical 

specialties provided locally at SCUH. 

Table 10 shows the number of residents travelling for care, providing 

an indication of the size of the potential reverse flows. 

Table 9: SRGs from lowest self-sufficiency and associated outflows –

Adults (FY19)

Table 10: SRGs from lowest self-sufficiency and associated outflows 

– Children (FY19)

SRG Outflows SS %

Cardiac Surgery 7 0%

Interventional Cardiology 14 0%

Maxillo-Facial Surgery 9 0%

Obstetrics 0 0%

Other Non-Acute 1 0%

Palliative (non-acute) 9 0%

Rehabilitation (non-acute) 17 0%

Renal Dialysis 0 0%

Transplantation 1 0%

Diagnostic GI Endoscopy 93 8%

Haematological Surgery 4 20%

Vascular Surgery 11 21%

Medical Oncology 14 22%

Upper GIT Surgery 3 25%

Chemotherapy 99 27%

Prolonged Ventilation (+/- Tracheostomy) 3 40%

Extensive Burns 27 45%

Colorectal Surgery 11 45%

Head & Neck Surgery 8 50%

Plastic & Reconstructive Surgery 39 52%

Ophthalmology 39 59%

Renal Medicine 8 67%

Urology 62 67%

Neurology 93 74%

Cardiology 10 77%

Thoracic Surgery 22 80%

Haematology 23 81%

Rheumatology 27 83%

Dentistry 40 83%

Endocrinology 30 85%

SRG Outflows SS %

Cardiac Surgery 218 0%

Transplantation 27 0%

Maxillo-Facial Surgery 63 3%

Extensive Burns 40 55%

Thoracic Surgery 89 62%

Prolonged Ventilation 48 64%

Neurosurgery 498 65%

Head & Neck Surgery 57 74%

Haematological Surgery 50 80%

Vascular Surgery 176 80%

Dentistry 64 84%

Ear, Nose & Throat 274 84%

Ophthalmology 544 85%

Plastic & Rec Surg 255 86%

Breast Surgery 52 86%

Drug & Alcohol 203 88%

Medical Oncology 207 88%

Rehabilitation (non-acute) 151 89%

Upper GIT Surgery 92 89%

Dermatology 56 89%

Mental Health 230 90%

Haematology 331 91%

Interventional Cardiology 127 92%

Endocrinology 135 92%

Orthopaedics 541 92%

Chemotherapy 761 92%

Non Subspecialty Surgery 473 93%

Other Non-Acute 31 93%

Gynaecology 203 93%

Neurology 431 93%
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Infrastructure profile 

29

Built capacity 2017 to 2023

Table 11 shows base and current bed capacity for each facility and future 

bed capacity at completion of Nambour redevelopment in 2023.

Table 11: Facility Bed Profile

Nambour Hospital redevelopment – the NGH redevelopment will 

increase the capacity at the hospital from 137 currently to 255 beds in the 

second quarter of calendar year 2023. As part of that increase in capacity, 

there will be additional capacity across medicine, surgery, mental health, 

subacute and the emergency department. 

Table 12 shows the additional capacity under development at Nambour.

Facility 
2017 

Capacity 

2021 

Capacity

2023 

Capacity

Caloundra Health Service 31 43 43

Gympie Hospital 90 90 90

Maleny Hospital 24 24 24

Sunshine Coast University 

Hospital 
602 738 738

Nambour General Hospital 137 137 255

Total Beds 884 1,032 1,150

Table 12: Changes in built capacity under the Nambour General 

Hospital Redevelopment

Service
2017 

Capacity

2023 

Capacity

Additional 

beds

General Medicine 24 44 20

General Surgery 19 52 33

Mental Health 24 44 20

Rehabilitation / ARC 24 40 16

ED SSU 8 8 0

MAPU 12 12 0

Surgical Decision Unit 0 6 6

Subtotal Overnight 111 206 95

Chemotherapy / DUIT 10 10 0

Renal Dialysis 8 12 4

Same Day Surgery 8 12 4

Same Day Rehab 0 15 15

Subtotal Same Day 26 49 23

Total Beds 137 255 118

Other

Emergency Department 25 31 6

Artist impression NGH Emergency Entrance

Artist impression NGH – Main Entry and Triage
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Infrastructure demand estimates

Estimated service demand vs built capacity 

The commissioning of additional capacity for Nambour and SCUH 

provides the SCHHS with an opportunity to meet expected demand 

over the next five years. In addition, it is anticipated that 

improvements in service delivery will further reduce the expected 

demand in the SCHHS and therefore delay the expected point where 

capacity is reached by a further two years (FY28/29). 

This provides the SCHHS with time to trial new models of care and 

hospital alternatives and importantly evaluate the impact of these 

strategies in preparation for any future infrastructure considerations, 

which based on current sets of population and activity projections will 

be within the 10 year horizon of this plan. The outcomes of improved 

performance that were identified, as they relate to addressing the 

critical gap in infrastructure if nothing changes include:

• Improvements in average length of stay for certain specialties 

resulting in approximately 33 bed equivalent improvement across 

the SCHHS through ongoing model of care changes, and 

optimising the network of services and facilities

• Improvements related to shift to same-day surgery of 

approximately 11 beds based on peer benchmarks

• Expanded HiTH services with an identified minimum additional 

opportunity of 11 beds – additional models to be explored include 

virtual hospital models to increase scale. 

Figure 13 illustrates the impact of these strategies on the demand for 

infrastructure – with additional physical capacity not required until 

2029/30 (compared to 2027/28 under the no-change scenario).
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Base capacity NGH Redevelopment capacity SCUH Stage 3 capacity Demand Demand post strategies

Figure 13: Estimated demand vs capacity for SCHHS out to FY32 – with potential improvements

Base year 2021/22 2022/23 2026/27 2031/32

Base capacity* 884 884 884 884 884

NGH Redevelopment capacity 118 118 118

SCUH Stage 3 capacity 136 136 136 136

CHS redevelopment capacity 12 12 12 12

Total Capacity 884 1,032 1,150 1,150 1,150

Demand 762 940 974 1,110 1,305 

Demand post strategies 762 896 928 1,055 1,236 

Remaining bed gap -210 -83 98 

Source: ACE 2018/19 base with 2016 population

*Includes acute, subacute, mental health and ICU bed capacity



O u r  p r i o r i t i e s

Recognising the significant, rapid and ongoing 

changes in the health care system, and the 

evidence on our community’s health needs, the 

MCSP sets out to clearly address three key issues 

(1) What services should be provided by SCHHS 

to meet community needs, (2) Where should those 

services be provided, to ensure the most efficient, 

safe network of facilities and (3) How should those 

services be delivered, considering the impact of 

new and emerging models of care, technology and 

treatments.

In determining the priorities, this Plan aims not only 

to respond to the future health needs but also to 

ensure sustainability through:

• Strategies that aim to have an impact on the 

rising demand for health care by working in 

partnership with primary care and other 

stakeholders to better manage the demand for 

acute services, and

• Strategies that seek to leverage technology and 

changing models to provide health care in other 

settings or virtually, thereby maximising our use 

of existing (and planned) infrastructure; whilst 

taking advantage of technology and other 

factors to provide more consumer-focused care.

Our priorities and strategies are aligned to a set of 

key guiding principles.



Guiding Principles

The principles listed below are an agreed framework against which proposed changes to clinical services have

been ranked, ensuring alignment with the broader intentions of the SCHHS.

1. Safety and Quality

The delivery of safe care will be a priority for the SCHHS and ensuring there is adherence and consideration of

the National Safety and Quality Health Service Standards. In addition, the planning and introduction of new

services will consider volume requirements and ensure there is access to the right training and governance.

2. Appropriate

Appropriate refers to both providing the right service for the community, as well as ensuring the right provider, the

right setting and at the right time to support the delivery of equitable health services as close to home as

possible. This will consider how, where and by whom the service is provided across the health system, of which

SCHHS is one component.

3. Efficient and Sustainable

Services will be developed and delivered in an efficient, sustainable way that considers activity volume,

workforce and accreditation to ensure continuity for our community. In addition, how we develop and deliver

services will consider the impact on the broader health system to limit duplication and waste in service delivery.

4. Evidence-based models of care

Evidence-based and clinically appropriate models, including using technology will be prioritised for the delivery of

growth across services and enabling care to be provided with the patient at the centre.

5. Networked services

Services will be delivered through a networked approach, ensuring maximised use of our services, workforce and

facilities, and greater integration through partnerships with other health service providers across the Sunshine

Coast.

6. Strategic Alignment

Our efforts will align with the delivery of Statewide plans and policies and ensure that our own Strategic Plan

guides the development of our 10 year roadmap.
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Our priorities

Introduction

As highlighted earlier in this Plan, the key issues facing the SCHHS include:

• Population growth in the SCHHS area will be faster than Queensland – especially in the southern part of the SCHHS

• There are pockets of significant social and economic disadvantage – particularly around Nambour and Gympie - Cooloola

• While the burden of disease is broadly in line with Queensland as a whole, Gympie - Cooloola and Nambour have higher rates of chronic disease and hospitalisation, and risk factors that lead to poorer health 

• The demand for our health services is growing faster than population growth

• As a result, an infrastructure gap is forecast in the future but the timing and size of this gap is dependent on the success of strategies to reduce hospitalisation (e.g. better treatment of chronic health conditions) and 

the use of hospital alternatives (e.g. hospital in the home)

In addition to the above there are a number of immediate priorities as a result of the significant pressures being experienced by the health system arising from the COVID-19 pandemic, including:

• Planning and responding to the COVID-19 pandemic, and

• Improving access to urgent care services.

We have structured our strategies around five key themes: 

1. Responding to COVID-19

2. Improving access to urgent care

3. Developing tertiary services capability

4. Optimising our network of services and facilities

5. Better connecting care across the health system.
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Our priorities – summary 
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Service needs 

& issues

Priorities

Enabling 

plans

Response to COVID-19
Improve access to urgent 

care

Develop tertiary services 

capability

Optimise our network of 

services and facilities

Work with partners to 

better connect care

Population growth faster 

than Qld – especially in the 

southern part of the HHS

Pockets of socio-economic 

disadvantage

Burden of disease in line 

with Qld; except Gympie 

and Nambour

Increasing demand for our 

services – faster than 

population growth

Gap in infrastructure 

required to meet projected 

growth

Population growth faster 

than Qld – esp. in South

Pockets of socio-

economic disadvantage

Burden of disease in line 

with Qld; except Gympie & 

Nambour

Increasing demand for 

our services – faster than 

pop. growth

Gap in infrastructure 

required to meet projected 

growth

• Continue to undertake 

immediate, short and 

medium-term planning to 

ensure we are responsive, 

and aligned with statewide 

requirements

• Plan for the opening of 

additional, dedicated 

COVID-19 inpatients beds 

at SCUH, in line with the 

statewide response

• Identify and implement 

immediate opportunities to 

improve emergency 

department access and 

flow across all facilities

• Open an additional 

general medical ward at 

SCUH to improve patient 

flow from the emergency 

department (funded)

• Plan for, and deliver tertiary 

services (L6 CSCF) at 

SCUH for the SCHHS 

community:

• Cancer services

• Cardiac services

• Neurosurgery

• Embed requirements for L2 

Trauma Service.

• Grow clinical capability in:

• Paediatric services

• Maternity and neonatal 

services

• Operate NGH as a general 

hospital with a focus on 

planned care 

• Operate Gympie as a ‘hybrid’ 

hospital with rural generalist 

and some specialist capability 

aligned with local burden of 

disease 

• Redevelop Gympie Hospital 

• Optimise the role of 

Glenbrook and Maleny 

Hospital in supporting HHS-

wide patient flow and step-

down services

• Expand care at home and 

non-hospital settings

• Develop SCHHS Health 

Equity Strategy

• Implement agreed local 

service priorities for mental 

health, alcohol and other 

drugs services

• Improve referral 

management and 

communication platform 

between GPs and 

specialists

• Develop and implement 

outpatient reform initiatives

• Encourage GP presence 

and uptake in population 

growth areas

• Review out of hospital 

services

Detailed Clinical Services 

Plan
Workforce Plan Infrastructure Plan Digital Plan Health Equity Strategy



Response to COVID-19

Strategy 1: Continue to plan for, and respond to the COVID-19 

pandemic

Description

• Continue to undertake immediate, short and medium-term planning to ensure our 

response to the COVID-19 pandemic is effective, and aligned with statewide 

requirements

• Plan for the opening of additional, dedicated COVID-19 inpatient beds at SCUH in line 

with the statewide response to management of COVID-19 patients.

Background / rationale

Our response to the COVID-19 pandemic is expected to continue for some time – at least 

in the medium-term; with a desire for us to have a more proactive planning approach in 

conjunction with the Department of Health and other stakeholders.

The COVID-19 response for all HHSs will include the treatment of COVID-19 patients in 

dedicated, compliant wards in our acute hospitals; as well as the ongoing vaccination 

program.

SCHHS has recently been requested by the Department of Health to plan for the opening 

of an additional, dedicated COVID-19 ward at SCUH which will be possible with the 

commissioning of Stage 3 capacity, and a number of related moves within the hospital.

Supporting evidence

Planning and opening of additional capacity will be undertaken in line with statewide 

guidance and requirements.

OptimiseImmediate Transform GrowOptimise
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Improve access to urgent care

Strategy 2a: Improve urgent care access and flow across all facilities 

Description

2a: Identify and implement immediate opportunities to improve emergency department access and flow 

across all SCHHS facilities.

Background / rationale

The health system across Queensland – and nationally – has experienced significant demand pressures for 

urgent care, particularly in emergency departments, as communities emerged from COVID-19 related 

lockdowns. The volume of activity has – generally – far exceeded the rates of presentation compared to the 

period prior to COVID-19.

The Department of Health has requested HHSs focus on improving access to urgent care – particularly 

through emergency department avoidance, emergency department and hospital patient flow initiatives and 

other measures.

Supporting evidence

Figure 15 shows the significant increase in emergency department presentations across all SCHHS facilities, 

and the projected rate of growth – with that increase in demand expected to continue, particularly for higher 

acuity triage categories.

Figure 15: SCHHS emergency department presentations by triage category by year (excluding Noosa)

Optimise Transform GrowOptimise

Strategy 2b: Open a new 32-bed general medical ward at SCUH in 2021/22.

Description

2b: Open an additional 32-bed general medical ward at SCUH to improve patient flow from the emergency 

department.

Background / rationale

To support the focus on improved access to urgent care, and facilitate patient flow from the emergency 

department, SCHHS has been provided operational funding to open a new 32-bed general medical ward at 

SCUH in 2021/22. 

Funding has also been provided to enhance capacity across the emergency departments of SCUH, NGH 

(pathology services) and Gympie Hospital.
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Develop tertiary services capability in support of system demand

Strategy 3: Develop tertiary services at SCUH – summary 

Description

In line with the state wide service capability matrix (2026), the SCHHS will plan for the introduction of key 

CSCF Level 6 services, including:

• Cancer Services (Acute Leukemia and surgical oncology)

• Cardiothoracic Surgery

• Neurosurgery.

As part of the planning process, business cases will be developed for each service to assess:

• Patient flow – the patient cohort that will be impacted as a result of the introduction of the service 

needs to be clearly articulated 

• Associated revenue (funding) shift – negotiations will need to occur between the current service 

provider (primarily MNHHS, but also WBHHS), SCHHS and Queensland Health to agree the funding 

and activity to be re-directed in line with the identified patient cohort 

• Workforce impact – identification of the workforce uplift and skill mix required to support the service

• Support service impact – requirement based on model of care from support services and inclusion of 

matching investment 

• Infrastructure impact – clearly identify the infrastructure requirement and at which site that will inform 

development of the commissioning / operational planning process.

Background / rationale

Overall, the SCHHS has a high level of self sufficiency, with the majority of local residents accessing care 

within the SCHHS boundaries. There are however a number of areas where patients are travelling outside 

of the HHS for access to care. 

The majority of these services are highly specialised services for which there is often limited specialist 

workforce, and/or specialist infrastructure required.

However, current SCHHS resident outflows (to other HHSs) and projected demand for those services, 

indicates the need to develop tertiary services locally at SCUH. This is consistent with the original plan for 

SCUH, and is supported by statewide service planning directions.

Supporting evidence

SRG
Sunshine 

Coast
Metro North Other HHS SS %

Ophthalmology 2,998 433 106 85%

Neurosurgery 916 376 122 65%

Ear Nose & Throat 1,444 188 88 84%

Plastic & Reconstructive Surgery 1,562 181 73 86%

Cardiac Surgery 0 210 9 0%

Vascular Surgery 725 150 25 81%

Thoracic Surgery 143 82 6 62%

Dentistry 322 41 23 83%

Maxillo-Facial Surgery 2 58 3 3%

Head & Neck Surgery 161 49 6 75%

Breast Surgery 333 37 16 86%

Haematological Surgery 197 33 17 80%

Prolonged Ventilation (+/- Tracheostomy) 84 42 6 64%

Extensive Burns 50 37 3 56%

Transplantation 0 6 21 0%

Table 13: SCHHS adult resident outflows - ranked in descending order by number of separations leaving 

the HHS (FY21)

Source: DSS Activity Data

• Further detail on projected activity for key services is outlined on the following pages.
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Develop tertiary services capability in support of system demand

Strategy 3a: Develop CSCF Level 6 cancer care services at SCUH 

Description

Develop CSCF Level 6 cancer care services, in line with the Statewide Capability Matrix (2026).

Background / rationale

The SCHHS currently provides CSCF Level 5 cancer care services – this means that most treatment and 

a number of sub-specialties are provided locally. There are however a number of treatments that are 

currently not provided within the SCHHS, resulting in patients having to travel to metro HHSs for 

treatment. The intensity and longer term nature of the treatments means that these residents often have to 

be displaced from their families and support networks for a period of time. Consultation at SCHHS 

identified that within the current workforce, there is the skill and knowledge to look at developing some of 

these additional services. 

The model of care for the acute leukemia service has been developed with some planning having already 

been undertaken, including a business case. Key to the delivery of the service are in the negotiations for 

the transfer of the funding for these patients from the current treating HHS to SCHHS to support the 

identified uplift in workforce required to deliver the service. In addition, the Statewide Capability Matrix 

(2026) has identified the SCHHS would go from a level 5 CSCF to a level 6 CSCF, which would have 

some reverse flows of both activity and funding that would need to be negotiated and a model of care 

developed. 

Table 15 shows the share of inpatient separations being treated within the SCHHS and outflow to other 

HHSs for SCHHS patients across the three activity types. There will also be a requirement to increase 

physical infrastructure at SCUH to provide the treatment requirements for this new patient cohort. Staffing 

included in the business case is to enable the staffing and coverage of this additional infrastructure. 

Supporting Evidence

SRG Total Separations Locally Treated Self Sufficiency Target (Level 5) 

Chemotherapy 10,128 9,281 91.60% 94.20%

Haematology 3,642 3,293 90.40% 91.00%

Medical Oncology 1,633 1,413 86.50% 84.00%

Source: DSS Activity Data & DoH Acute Care Estimate

Source: DSS Activity Data

Table 14: Cancer Care self sufficiency (FY20)

Table 15: SCHHS residents accessing services elsewhere (FY20)

Historical Forecast CAGR

SRG FY20 FY22 FY27 FY32 FY20-22 FY22-32

Chemotherapy 10,842 15,487 21,859 26,750 20% 6%

Haematology 3,586 6,166 9,071 12,294 31% 7%

Medical Oncology 2,060 1,845 2,236 2,676 -5% 4%

Total 16,488 23,498 33,166 41,720 19% 6%

Table 16: SCHHS residents projected cancer care demand

Source: DSS Activity Data & ACE Projection Data

Optimise Transform

SRG CHQ MN MS WB Other Total

Chemotherapy 127 555 85 13 113 893

Haematology 78 232 38 2 11 361

Medical Oncology 32 98 22 2 19 173

Sunshine Coast 237 885 145 17 143 1,427
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Develop tertiary services capability in support of system demand Optimise Transform GrowImmediate
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Strategy 3b: Develop CSCF Level 6 cardiac surgery services at SCUH

Description

Develop CSCF Level 6 cardiac surgery services at SCUH, in line with the Statewide Capability Matrix 

(2026).

Background / rationale

Currently, all Sunshine Coast residents requiring cardiac surgery in a public hospital travel to Brisbane for 

treatment, primarily at The Prince Charles Hospital (TPCH) in Metro North HHS (MNHHS). As the 

population grows, demand increases, and SCHHS works towards providing CSCF Level 6 tertiary 

services, the introduction of cardiac surgery will reduce the need for patients to travel to access this critical 

service.

Activity data shows 209 public patients travelled to MNHHS in FY19 for cardiac surgery; while this number 

is projected to increase to 261 by FY27, and 278 by FY32. 

There is also the potential SCUH to provide services for residents of Wide Bay HHS (WBHHS), which 

equates to approximately an additional 100 public patients per year (noting some flows would still occur to 

MNHHS). This is in addition to the SCHHS patient volumes identified in Table 17.

This is also aligned with statewide service planning directions that support the planning of tertiary (CSCF 

Level 6) services at SCUH; and will also support with increasing demand pressures on MNHHS and other 

Brisbane facilities. 

The 2019 review did not recommend the commencement of cardiac services. However the population 

growth and the potential to provide cardiac surgical services to the Wide Bay population suggests that this 

service may now be feasible. Subject to expert advice confirming this, a business case to establish a 

cardiac surgical service will be progressed.

Supporting Evidence

Table 17: SCHHS resident projected demand for Cardiac Surgery

Source: ACE Projection Data

Table 18: Wide Bay HHS resident historical activity for cardiac surgery, by place of treatment

HHS of Treatment FY19 FY20 FY21* 

W
B

H
H

S
 P

a
ti

e
n

ts

Children’s Health Queensland 4 2 9

Gold Coast 4

Metro North 174 171 119

Metro South 4 5 5

Townsville 1

Total 186 179 133

Source: Historical Inpatient Data*FY21 to March ONLY

HHS of Treatment FY19 FY22 FY27 FY32

P
ri

v
a
te

Gold Coast Private 2 1 1 1 

Metro North Private 150 167 201 245 

Metro South Private 1 1 1 1 

Sunshine Coast Private 97 76 86 98 

Townsville Private 1 0 1 1 

Private Total 251 244 290 346

P
u

b
li

c

Children's Health Queensland 3 3 4 4 

Metro North 209 239 261 278 

Metro South 6 12 16 21 

Townsville 0 0 0 

Public Total 218 255 280 304

Combined Total 469 499 570 649



Develop tertiary services capability in support of system demand

Strategy 3c: Develop Level 6 CSCF neurosurgery services at SCUH

Description

Develop CSCF Level 6 neurosurgery services at SCUH, in line with the Statewide Capability Matrix 

(2026).

Background / rationale

Currently, all Sunshine Coast residents requiring complex neurosurgery (primarily craniotomy and spinal 

procedures) in a public hospital are treated at MNHHS. As the population grows, demand increases, and 

SCHHS works towards providing CSCF Level 6 tertiary services, the introduction of neurosurgery will 

reduce the need for patients to travel to access this critical service.

Activity data shows 379 public patients travelled to MNHHS in FY19 for neurosurgery; while this number is 

projected to increase to 404 by FY27, and 411 by FY32. 

This is also aligned with statewide service planning directions that support the planning of tertiary (CSCF 

Level 6) services at SCUH; and will also support with increasing demand pressures on MNHHS and other 

Brisbane facilities. 

Neurosurgery in particular, is a key service required to provide high level, complex trauma services.

Neurosurgery services should be developed considering partnership / joint arrangements with the private 

sector; will require updated business cases with a detailed assessment of the ability to use existing 

workforce and resources as part of the development of new services; and will require discussions and 

negotiations with both the Department of Health and MNHHS with regard to reverse flow for both activity 

and funding

Supporting Evidence

Table 20: Wide Bay HHS resident historical activity for neurosurgery, by place of treatment

Source: Historical Inpatient Data*FY21 to March ONLY

HHS of Treatment FY19 FY20 FY21*

W
B

H
H

S
 P

a
ti

e
n

ts

Central Queensland 6 3 3

Darling Downs 2 2 4

Gold Coast 4 3 1

Mater Public Hospitals 52 35 16

Metro North 234 268 172

Metro South 17 13 15

West Moreton 1

Wide Bay 748 803 481

Total 1,064 1,127 692

Table 19: SCHHS resident projected demand for Neurosurgery

HHS of Treatment FY19 FY22 FY27 FY32

P
ri

v
a
te

Gold Coast Private 21 21 24 27

Metro North Private 245 243 280 321

Metro South Private 138 126 147 169

Sunshine Coast Private 697 714 845 986

Other Private 1 1 1 1

Private Total 1,102 1,105 1,297 1,503

P
u

b
li

c

Childrens Health Queensland 52 51 54 56

Mater Public Hospitals 40 34 28 21

Metro North 379 386 404 411

Metro South 32 35 39 40

Sunshine Coast 1,336 1,681 2,247 2,827

Other Public 26 35 44 53

Public Total 1,865 2,223 2,815 3,408

Combined Total 2,967 3,328 4,112 4,911

Optimise Transform GrowImmediate
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Develop tertiary services capability in support of system demand

Strategy 3d: Develop Level 2 Trauma services at SCUH

Description

SCHHS should implement the supporting services (workforce, policies, processes) required to embed and 

maintain a Level 2 Trauma Service at SCUH. 

Background / rationale

SCUH is currently classified by Retrieval Services Queensland as a 'Regional Trauma Service' (rather 

than a Major Trauma Service); with complex trauma patients transferred directly to MNHHS or Metro 

South (MSHHS).

The status and verification of trauma services is also closely linked to the availability of tertiary services -

in particular neurosurgery. 

The development of CSCF Level 6 tertiary services will ensure the ability of SCUH to continue to provide 

high level, trauma services in the future.

Supporting Evidence

In addition, the Royal Australian College of Surgeons (RACS), who provide 'verification' of trauma 

services, outline the requirements of different levels of trauma services to ensure safe, quality care.

For Level 2 trauma services (aligned to the RACS verification), there are a number of supporting or 

enabling functions that are required to meet verification requirements - in particular, these include a 

Director of Trauma position, appropriate policies and procedures, data collection and trauma registry 

support. 

In line with the development of tertiary services at SCUH, the enhancement of trauma services should 

also be progressed to ensure SCUH maintains its ability to support the local community, and the statewide 

network of trauma services in providing high level, trauma care.

+100%

+43%

Figure 16: Trend in trauma presentations to and out of SCHHS

Transform Grow

2017 2020
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Supporting Evidence

Develop tertiary services capability in support of system demand

Strategy 3e: Develop capability of paediatric services at SCUH

Definition

Grow capability in medical and surgical paediatric services at SCUH to CSCF Level 5, in line with the 

Statewide Capability Matrix (2026).

Background / rationale

SCHHS currently provides paediatric services at SCUH and Gympie Hospitals, with SCUH providing Level 

4 medical and surgical services. 

Over the next ten years, it is expected that SCHHS resident demand for paediatric services will increase by 

3.6% per year. This is supported by the significant population growth being experienced across the 

SCHHS, particularly in Caloundra, where the growth is primarily in young families. In FY19, 14% of SCHHS 

paediatric patients travelled to QCH for treatment.

As services develop further at SCHHS, and Children's Health Queensland (CHQ) supports the 

development of paediatric service capability in other HHSs, SCHHS will increase the clinical capability of 

paediatric services to provide Level 5 CSCF medical and surgical services.

This will mean less patients will need to travel to Queensland Children's Hospital for care. These services 

should be planned and developed in partnership with CHQ.

Data and consultation identified in the first instance, a number of medical areas of focus, including 

expanding general paediatrics, subspecialty capability in cardiology, respiratory (including sleep studies 

and support to manage cystic fibrosis patients locally), gastroenterology and paediatric radiology services. 

In the longer term, it was identified that the SCHHS would then plan for the introduction of expanded 

paediatric surgery services locally to achieve the CSCF Level 5 requirements – this will require the 

introduction of a local dedicated paediatric surgical team and will therefore need to be undertaken in 

collaboration with CHQ. 

Table 22: FY19 SCHHS Resident Paediatric Patient by Place of Treatment

Source: ACE Projection Data 2018/19 Base Year

Group FY19 FY22 FY27 FY32 CAGR 

Medical 5,211 6,106 7,508 8,727 4.0%

MH 240 256 278 302 1.8%

Subacute 27 51 54 57 5.9%

Surgical 4,219 4,886 5,701 6,517 3.4%

W&F 1,105 1,279 1,430 1,558 2.7%

Total 10,802 12,578 14,971 17,161 3.6%

Source: ACE Projection Data 2018/19 Base Year

Table 21: SCHHS Resident Paediatric demand FY19-FY32

Background / rationale (cont.)

Many of these services will be developed / supported by specialists at CHQ, and can also be undertaken 

virtually.

Detailed planning and a business cases will also need to consider the range of support services, 

infrastructure and education and training requirements for workforce.

Optimise Grow

Group SC CHQ MN Other Self Sufficiency 

Medical 4,454 659 42 48 86%

MH 211 14 5 5 90%

Subacute 0 27 0 0 0%

Surgical 3,602 491 62 62 85%

W&F 969 36 51 49 88%

Total 9,236 1,227 160 164 86%
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Supporting Evidence

Develop tertiary services capability in support of system demand

Strategy 3f: Develop capability of maternity and neonatal services at SCUH

Definition

Grow capability in maternity and neonatal services at SCUH to Level 5 CSCF in line with the Statewide 

Capability Matrix (2026).

Background / rationale

Maternity services (identified in Table 23 at the SRG-level) are offered within SCHHS at SCUH and 

Gympie – with the specialised services only provided at SCUH. Gynaecology services are also provided at 

Nambour and some activity at Noosa. The majority of activity generated within the SCHHS is treated at 

SCUH (88.0%), Gympie (6.6%), Nambour (3.0%) and Noosa (2.3%). 

Over the next decade it is projected that maternity services demanded by SCHHS residents will increase 

by 5.0% per year on average. This is driven by an increase in population within the region that is 

comprised heavily of young families, especially in areas such as Caloundra and Sunshine Coast 

Hinterland. 

In FY19 approximately 4.4% of the total maternity activity for SCHHS residents was provided outside of the 

HHS. The majority of this activity was treated at MNHHS at the Royal Brisbane and Women's Hospital and 

Caboolture and Mater Public at the Mater Mothers Hospital Public. 

Currently, the SCHHS is formally categorised as a CSCF level 4 for both maternity and neonate services, 

which allows for the planned care of women at 32 weeks gestation or more and cases where birth weight is 

1,500g or more. A CSCF Level 5 service would allow for women at 29 weeks gestation or cases where 

birth weight is 1,000g or more. 

Table 24: FY19 SCHHS Resident Maternity services by Place of Treatment

Source: ACE Projection Data 2018/19 Base Year

Source: ACE Projection Data 2018/19 Base Year

Table 23 SCHHS Resident Maternity services, actual and projected FY19-FY32

Optimise Grow

SRG FY19 FY22 FY27 FY32 CAGR

Obstetrics 8,011 10,448 13,854 15,763 5.3%

Gynaecology 3,013 3,736 4,587 5,471 4.7%

Qualified Neonate 1,077 1,248 1,397 1,522 2.7%

Total 12,101 15,432 19,837 22,757 5.0%

HHS of Treatment Obstetrics Gynaecology Qualified Neonate Total

Sunshine Coast 7,825 2,808 938 11,571

Metro North 129 131 51 311

Mater Public Hospitals 28 21 43 92

Childrens Health Queensland 3 34 37

Metro South 4 22 1 27

Darling Downs 13 9 2 24

Gold Coast 4 12 2 18

Wide Bay 4 3 5 12

Central Queensland 2 2 4

Mackay 1 2 3

West Moreton 1 1 2

Total 8,011 3,013 1,077 12,101

Immediate
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Strategy 4: Overview

This priority aims to optimise our network of services and facilities by ensuring that each facility not only has a clear identity and role, but also operates as part of a broader network. 

Optimising our network of facilities and services is essential to allow SCUH is to develop it’s tertiary potential; to ensure our community gets the right service in the right place, including care at home and in non-

hospital settings; and to maximise the use of our built capacity.

Our strategies are summarised below.

Operate Nambour as a General Hospital with a focus on planned care

Nambour will continue to operate a 24/7 ED (at CSCF Level 3) with general medical and surgical inpatient capacity (at CSCF Level 3). In addition, Nambour Hospital will focus on the delivery of planned care activity 

for the SCHHS, as well as mental health and sub-acute services will also continue to be provided at Nambour. 

Operate Gympie as a ‘hybrid’ hospital with rural generalist and some specialist capability 

Gympie Hospital will continue to operate under a ‘hybrid model’, with services provided through a combination of rural genera lists, and specialist capability in some areas. Services where self-sufficiency levels are 

below the CSCF target for a Level 3 facility will be uplifted to ensure that they are operating at full capacity, servicing a greater share of local patients and reducing need for transfers to SCUH. 

Redevelop Gympie Hospital

Undertake the planning for the development of Gympie Hospital to meet future demand and allow for contemporary models of care

Optimise the role of Glenbrook and Maleny Hospital in supporting HHS-wide patient flow and step-down services

Ensure Glenbrook and Maleny can are better utilised to support whole-of-HHS step-down services. 

Expand care at home and non-hospital settings

Progress opportunities to provide more care at home and non-hospital settings by expanding the scope of HiTH and developing patient-centred virtual care models.

Optimise our network of facilities and services OptimiseImmediate Transform GrowOptimise
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Strategy 4a: Operate Nambour as a General Hospital with a focus on planned care

Description

Nambour will continue to operate a 24/7 Emergency Department (ED) (at CSCF Level 3) with general medical and surgical inpatient capacity (at CSCF Level 3). In addition, Nambour Hospital will focus on the 

delivery of planned care activity for the HHS, as well as mental health and sub-acute services will also continue to be provided at Nambour. 

Planning for the commencement of additional services at Nambour following the completion of the redevelopment, should consider the mix of beds at Nambour Hospital in the context of improving access to urgent 

care, the changes to bed mix at SCUH to accommodate dedicated COVID-19 beds, and providing capacity for SCUH to grow tertiary services.

Background / rationale 

The Nambour ED provides a valuable service for the local community and is integral to the broader SCHHS’s emergency service. 

Nambour currently caters for approximately 20% of the total ED activity across the HHS, a volume that would not be able to be absorbed by SCUH. Patterns of presentation between day and night in terms of triage 

category is consistent indicating the local reliance on the service. This is outlined in Figure 15 on page 36 of this plan. 

With the ED being maintained, it is therefore necessary to ensure appropriate access to inpatient capacity to support emergency patients.

In addition, Nambour provides a range of mental health services that are regularly accessed by mental health consumers. Stakeholders identified the critical relationship between mental health and ED services at 

Nambour to ensure appropriate access and referral to mental health and support services. 

Operational funding was recently provided for SCHHS to commission additional services at Nambour Hospital following completion of the redevelopment. Planning to operationalise this should consider the most 

appropriate bed mix across the HHS, given recent changes at SCUH to support COVID-19 requirements. This should also consider appropriate clinical support services to reduce the need to transfer to SCUH where 

avoidable.

Supporting evidence

There is evidence to support the separation of emergency and elective activity to improve flow and reduce cancellations and re-bookings. This separation will need to be appropriately considered in the 

commissioning of the Nambour Hospital redevelopment to facilitate the transition to this service profile. 

Consultation also identified that the layout of the endoscopy suites and theatres at Nambour Hospital are well suited to the development of a planned care service model. Typical activity that would be suitable (such 

as that undertaken at the STARS facility) includes ear, nose and throat, general surgery, ophthalmology, orthopaedics and urology. 

In addition, Nambour has one of the fastest growing populations, with a high burden of disease justifying the ongoing presence – and increased services following completion of the redevelopment – of ED and 

inpatient services in Nambour. This data is evident in Section 1 of the MCSP.

Source: ED Presentations Data FY21



Optimise our network of facilities and services

Strategy 4b: Operate Gympie as a ‘hybrid’ hospital with rural generalist and 

some specialist capability

Description

Gympie Hospital will continue to operate under a ‘hybrid model’, with services provided through a 

combination of rural generalists, and specialist capability in some areas. Services where self-sufficiency 

levels are below the CSCF target for a Level 3 facility will be uplifted to ensure that they are operating at 

full capacity, servicing a greater share of local patients and reducing need for transfers to SCUH. 

Background / rationale

The operating model for Gympie Hospital needs to take into consideration the size and scope of the 

facility and the alignment with the local catchment needs. Stakeholders noted that Gympie Hospital would 

be best operated with a mix of rural generalist services, with some specialist workforce (based at Gympie) 

in critical services that align with patient needs, and other considerations such as college accreditation 

and training requirements.

This model is broadly supported by the Queensland Rural and Remote Health Service Framework, which 

states a “District Hospital” should provide CSCF Level 3 services and serve a population of a minimum of 

4,000 residents – Gympie is significantly above this and therefore warrants to be more than just a rural 

generalist hospital.

Key specialist services including obstetrics and gynaecology, renal, stroke / neurology, palliative care, ED. 

These services broadly align with the burden of disease in the Gympie region and services that have high 

patient transfers to SCUH, and will allow for more patients to be seen locally.

In addition, paediatrics is best delivered through a rural generalist model at Gympie, primarily due to 

college training requirements, which requires registrars to be overseen by a consultant physically on-site 

(as confirmed through consultation).

Supporting Evidence

Table 25: Gympie services that are below ESRG level self-sufficiency target

Source: ACE Projection Data 2018/19 Base Year

SRG
Gympie patients 

treated anywhere

Gympie patients 

treated in Gympie
Self-sufficiency %

Ophthalmology 411 11 3%

Neurology 229 135 59%

Cardiology 165 98 59%

Plastic & Reconstructive Surgery 165 97 59%

Gastroenterology 163 77 47%

Medical Oncology 119 36 30%

Orthopaedics 110 48 44%

Renal Medicine 103 24 23%

Respiratory Medicine 94 65 69%

Gynaecology 86 48 56%

Rheumatology 77 40 52%

Endocrinology 76 43 57%

Non Subspecialty Medicine 46 28 61%

Immunology & Infections 45 40 89%

Non Subspecialty Surgery 39 17 44%

Drug & Alcohol 31 24 77%

Colorectal Surgery 18 7 39%

Dermatology 15 9 60%

Dentistry 8 4 50%

Ear, Nose & Throat 5 2 40%

Optimise GrowImmediate
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Supporting Evidence

Optimise our network of facilities and services

Strategy 4c: Redevelop Gympie Hospital

Description

Undertake the planning for the development of Gympie Hospital to meet future demand and allow for contemporary models of care.

Background/Rationale

The existing Gympie Hospital infrastructure creates significant clinical and operational challenges, with services spread across multiple,

poorly connected, multi-aged buildings. The fragmented operation of the facility is exacerbated by the steep topography of the site, and

the inherent forms and structural constraints of the aged buildings.

Whilst ongoing minor capital works are undertaken at the site to maintain safety standards, there is a need to move away from

incremental capital works in favour of a broader investment in the site. This would allow the hospital to be digital ready, meet

contemporary design standards and requirements, and enable the introduction of energy efficient design that would support longer-term

environmental and operational sustainability of the asset.

Analysis of health service demand data and the application of statewide planning benchmarks highlight a need to future proof the

facility, expanding capacity and providing a contemporary facility that aligns with the population need over the longer term.

This analysis, coupled with building infrastructure assessments demonstrates key issues to be:

• The growth in service demand over the next ten years is expected to outstrip population growth in the region with physical bed 

capacity anticipated to be exceeded by demand by 2031/32

• A vulnerable population with a range of complex health needs

• The age and configuration of current built infrastructure does not support contemporary models of care and would be difficult to

adapt due to physical constraints.

Optimise Transform
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Optimise our network of facilities and services

Strategy 4d: Optimise the role of Glenbrook and Maleny Hospital in supporting 

HHS-wide patient flow and step-down services

Description

Ensure Glenbrook and Maleny are better utilised to support whole-of-HHS step-down services.

Background / rationale

Glenbrook's core function currently is the provision of Residential Aged Care services, as well as 

Transition Care Places (TCP). Both of these services are primarily Commonwealth Government funded. 

Both key services at Glenbrook (Residential Aged Care and TCP) are currently underutilised, as outlined 

in Table 26. Consultation identified a number of potential drivers for this, including eligibility criteria, 

flexibility across the two models of care within Glenbrook, and referral and transfer processes.

Maleny is small rural facility that provides a range of services up to a CSCF Level 2 capability and a 24/7 

Emergency Department. Stakeholder consultations identified opportunities to improve the utilisation of 

Maleny, through clarifying its role and improving and streamlining referral pathways.

Table 26: Bed utilisation at Glenbrook hospital (2019 and 2020)

2019 2020

Available
Bed equivalent 

(utilised)
Available

Bed equivalent 

(utilised)

Transition Care Program (TCP) 18 14.3 18 12.3

Residential Aged Care Places 27 16.7 27 21.7

Total 45 31 45 34

Source: SCHHS bed utilisation / activity data

Optimise Transform Grow

Supporting Evidence
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Strategy 4e: Expand care at home and non-hospital settings

Description

Progress opportunities to provide more care at home and non-hospital settings by expanding the scope of 

Hospital in the Home (HiTH) and developing patient-centred virtual care models.

Background / rationale

Hospital level care can now safety be provided in non-hospital settings (e.g. in homes or residential aged care 

facilities) for patients that meet specific clinical and non-clinical criteria. 

The virtual hospital model allows doctors and nurses to provide remote care through a range of technologies 

including remote monitoring devices. Treating patients in their home can improve responsiveness to patients with 

special or cultural needs and also provides support for carers. There has been a shift to virtual care models during 

the pandemic and there is an opportunity now to embed virtual care into health services.

The SCHHS currently has a contract with a private provider for the provision of HiTH services, up to the 

equivalent of 36 HiTH beds. Prior to COVID, there was an opportunity to improve utilisation of the available beds 

(with utilisation at between 20 to 30 beds), while more recent data shows an increase, with average occupancy of 

35 HiTH beds for FY21. 

With the demand on inpatient services continuing to increase, HiTH is an appropriate and growing model of care 

that should be better utilised. As such, SCHHS will review the current commercial agreement to potentially 

expand the scope of services available, as well as internal referral process to ensure maximum utilisation of the 

available service.

The SCHHS will develop virtual care models for consideration in the annual service agreement and budget 

negotiations and participate in statewide initiatives and business cases should those opportunities arise.

Table 27: Missed opportunity in current DRG set

Five performance for in scope HiTH DRGs HiTH Seps
HiTH 

Bedday
HiTH Bed

Missed 

Seps

Missed 

beddays

Missed 

beds

Cellulitis, Minor Complexity 295 1,611 4.4 109 595 1.6

Cellulitis, Major Complexity 121 938 2.6 96 744 2.0

Kidney and Urinary Tract Infections, Major Complexity 51 271 0.7 167 887 2.4

Kidney and Urinary Tract Infections, Minor Complexity 32 99 0.3 278 864 2.4

Heart Failure and Shock, Minor Complexity 23 168 0.5 118 863 2.4

Total 522 3,087 8.5 768 3,953 10.8

Source: SCHHS HiTH performance report (FY21)
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Supporting evidence

Table 27 identifies up to an additional 10 beds equivalent that could be provided through HiTH. 

This is a limited scope of DRGs – peer benchmarks suggest SCHHS could shift an additional 

11 beds into HiTH. 

A meta-analysis of HiTH research in 2012 concluded that HiTH reduced mortality, readmission 

rates and cost, and improved patient and carer satisfaction.

A meta-analysis of ‘hospital in the home: Med J Aust 2012; 197 (9): 512-519.



Better connect care across the system in collaboration with our partners

Strategy 5: Overview

The Community expects accessible and integrated health services, and consumer representatives report that accessing and navigating health services is often difficult and frustrating. Connecting care is an ongoing 

challenge for health providers given the funding and policy settings in the Australian healthcare system. The challenges include health providers with differing roles and ways of working; services with different funding or 

payment models; and improving, but still immature, information integration.

Meeting the needs of the SCHHS community (and avoiding unnecessary hospital care), depends on health services and professionals working together, to ensure that people can access the right level of service at the 

right time, including access to General Practitioners and other primary care providers.

We will continue to strengthen our partnership with the Central Queensland, Wide Bay and Sunshine Coast PHN to ensure that services across the primary, secondary and acute spectrum are as seamless as possible for 

our consumers and patients.

Connected, or integrated care, has benefits for everyone but is especially important for people with complex health needs (e.g. chronic diseases), people with mental health conditions and for Aboriginal and Torres Strait 

Islander people.  

The SCHHS will work in partnership with the PHN and NGOs, to ensure that community services, mental health, and services specifically targeting Aboriginal and Torres Strait Islander people, meet the needs of the 

growing population.  

The priorities in this Plan are to:

• Develop a Health Equity Strategy in partnership with local Aboriginal and Torres Strait Islander people

• Continue to strengthen mental health, alcohol and other drugs services

• Improve the communication and referral management between GPs and SCHHS hospitals and outpatient services

• Develop and implement outpatient reform initiatives

• Encourage GP presence and uptake in population growth areas

• Review out of hospital services with a view to ensuring there is alignment with the acute services to improve flow. This will include identifying potential service duplication and gaps in partnership with other health care 

providers to minimise avoidable hospital admissions

Optimise Transform Grow
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Strategy 5a: Develop SCHHS Health Equity Strategy

Description

SCHHS will develop a Health Equity Strategy in partnership with local Aboriginal and Torres Strait 

Islander people.

Background / rationale

The Queensland Parliament passed the Health Legislation Amendment Act 2020 in August 2020 

requiring each Hospital and Health Service to develop a local strategy to achieve health equity in 

partnership with Aboriginal and Torres Strait Islander people, and to appoint one or more Aboriginal and 

Torres Strait Islander persons as board members.

The Health Equity Framework will require the development of strategies in partnership with the local 

Aboriginal and Torres Strait Islander communities and primary care sector with the aim of improving 

health care outcomes for Aboriginal and Torres Strait Islander peoples.

The Health Equity Strategy sits within the policy context of the National Agreement on Closing the Gap 

2020 which aims to overcome the inequality in life outcomes experienced by Aboriginal and Torres Strait 

Islander people compared to all Australians. 

The health equity strategy will identify and track a number of actions to be delivered across the following 

key priority areas as identified in the legislation:

• Actively eliminating racial discrimination and institutional racism within the service

• Increasing access to healthcare services

• Influencing the social, cultural and economic determinants of health

• Delivering sustainable, culturally safe and responsive healthcare services

• Working with Aboriginal and Torres Strait Islander peoples, communities and organisations to design, 

deliver, monitor and review health services. 

Immediate
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Strategy 5b: Implement agreed local service priorities for mental health, alcohol 

and other drugs services

Description

Implement the agreed local service priorities for mental health, alcohol and other drugs services in line 

with the new statewide mental health, alcohol and other drugs plan (expected to be released in 2021).

Background / rationale

Effective mental health services are essential for the wellbeing of individuals, carers, families, and the 

community. Contemporary mental health services are oriented towards recovery and provide integrated 

care across community, specialist mental health and general health services.

Supporting Evidence

While at the SCHHS level, the burden of disease related to mental health is in line with Queensland, there 

are a number of regions above the state average, including Gympie and Nambour.



Strategy 5c: Improve referral management and communication platform between 

GPs and Specialists

Description

Develop the referral management and communication platform between GPs and specialists as part of the 

statewide non-admitted reform. 

Background/Rationale

Demand for public hospital outpatient services has increased significantly across Queensland in recent 

years; with outpatient activity at SCHHS increasing by 25% between 2019 and 2021, and projected to 

increase by 4% per year between 2019 and 2031 - significantly more than population growth.

In addition to increasing demand, inappropriate referrals, patients who could be better managed or 

supported by primary health care, and significant numbers of review appointments impact on waiting times 

and capacity to accommodate this significant growth.

Queensland Health is implementing a suite of statewide initiatives to improve the referral process, 

including referral criteria (Clinical Prioritisation Criteria); improved communication platforms and tools to 

support primary health care providers to provide care to their patients. In addition to this, there are a 

number of opportunities to provide outpatient services away from hospital campuses closer to where 

people live and through enhanced telehealth.

Specifically, SCHHS will play an active role in implementation of the statewide non-admitted reforms 

related to:

• Development of communications platform between GPs and Specialists

• Development of central intake platform for community health services

• Development of patient dashboard

In addition, SCHHS will work to increase provision of outpatients by telehealth, and identify opportunities 

to deliver outpatient clinics in alternative settings (such as the Maroochydore Health Hub).

Better connect care across the system in collaboration with our partners

Source: QGSO Population Projections, DSS Activity Data & DoH Acute Care Estimate

2019 actual activity 2031 activity growth 

aligned to population 

2031 above population 

growth

2031 total activity 

projection

Figure 17: SCHHS activity growth (2019 – 2031)

Strategy 5d: Develop and implement outpatient reform initiatives

Description

Develop and implement outpatient reform initiatives – in line with statewide directions – including more 

appropriate referral criteria, improved access to specialist advice for GPs, and Rapid Access Clinics to 

reduce the need for transfer to ED or admission

Background/Rationale

Refer to Strategy 5c.

Supporting evidence

Outpatient reform is important to manage the significant growth in demand experienced recently; and that 

projected to be experienced between now and 2031.In addition to the data presented in the Activity 

Section of the MCSP, Figure 17 shows the extent to which outpatient activity is expected to grow at levels 

above population growth. 

Optimise Transform GrowImmediate
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Background / rationale (cont.)

SCHHS should consider partnership arrangements, including infrastructure arrangements to appropriately 

encourage primary care providers into the area – to avoid SCHHS owned / provided service reliance to fill 

the gap. 

Supporting evidence

Refer to Case Study 1 in Appendix A.

Better connect care across the system in collaboration with our partners

Strategy 5e: Encourage GP presence and uptake in population growth areas

Description

The SCHHS will engage with the PHN and primary health care providers to encourage GP and other 

primary care services presence and uptake in population growth areas.

Background / rationale

While at the SCHHS level (2.1% CAGR), the rate of population growth is approximately in line with the 

rest of Queensland (1.7% CAGR),there are pockets that are projected to experience rapid population 

growth between now and 2031. These growing population centres will require a range of services, 

including health care. 

The two highest growth population centres within the SCHHS are Caloundra and Sunshine Coast 

Hinterland. Large residential developments, such as Aura in Caloundra (and extending into the Sunshine 

Coast Hinterland planning region), are contributing to population growth in the region with 3,500 lots built 

between October 2016 and April 2021, with 10-15 families moving into the development each week (Aura 

Emergency Services & Health Precinct, 2021).

Similarly, in Gympie-Cooloola, the population is expected to grow by 0.8% annually; with a similar story re 

new housing developments driving growth. Furthermore, stakeholder consultations identified this growth 

has been accelerated during the COVID-19 pandemic, as more people move interstate to regions such as 

the Sunshine Coast.

The absence of adequate primary health care services results in people accessing public hospital 

services, further increasing pressure on SCHHS facilities.
Source: ABS Population Statistics and Health Workforce Data

Table 28: Availability of GPs by planning region – GPs per 100,000 people

SA3 2014 2015 2016 2017 2018 2019
CAGR 

2014 - 2019

Buderim 129 136 141 143 123 138 1.4%

Caloundra 149 148 150 169 167 175 3.3%

Maroochy 152 146 151 151 158 160 1.0%

Nambour 144 136 133 128 128 119 -3.8%

Noosa 210 188 207 205 200 211 0.1%

Noosa Hinterland 99 112 98 105 107 88 -2.4%

Sunshine Coast Hinterland 83 90 93 97 95 118 7.2%

Gympie – Cooloola 88 95 94 92 91 101 2.9%

Total HHS 134 133 136 140 138 145 1.6%

Optimise TransformImmediate
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Strategy 5f: Review out of hospital services

Description

Review out of hospital services with a view to ensuring there is alignment with the acute services to improve flow. This will include identifying potential service duplication and gaps in partnership with other health 

care providers to minimise avoidable hospital admissions.

Background / rationale

As the health and human services sector has evolved recently - including significant policy and program shifts such as My Aged Care and the NDIS - as well as programs funded through the PHN; it is timely to 

ensure SCHHS community-based health services do not duplicate other existing services, and focus on areas of core responsibility for the HHS. 

This will include consideration of how community services can best support flow into and out of hospital within SCHHS; and also contribute to hospital avoidance and substitution. It is also critical that this is done in 

partnership and collaboration with the PHN, and other community providers. Key focus areas for this strategy will be the chronic disease and ageing related conditions of the community, where there is evidence to 

suggest an integrated approach to service delivery reduces the need for hospitalisations. 

This is particularly relevant for services focussed on Older Persons, with anecdotal evidence suggesting a more integrated, consolidated team of Older Persons community health services would improve access and 

sustainability of these services across the SCHHS.

Supporting Evidence

Refer to Case Studies 2 and 3 in Appendix A.
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E n a b l e r s

This Plan is a master plan, a strategic 

roadmap, and delivery depends on a 

number of enablers and, most 

importantly positive and purposeful 

relationships with staff, consumers, 

service and community partners, and 

Queensland Health.



Enablers

Introduction

This Plan is a master plan, a strategic roadmap, and delivery depends on a number of enablers and, most 

importantly positive and purposeful relationships with staff, consumers, service and community partners, 

and Queensland Health.

Service Strategies and Plans

Specific plans and strategies including but not limited to Mental Health, Research and Education, 

Consumer and Community Engagement.

Detailed clinical services planning

Detailed clinical services planning will be undertaken after the new census data is available and the 

impact of new models of care have been evaluated to inform longer term infrastructure planning.

Infrastructure planning

In line with the proposed changes in service configurations at each site, a review of the required 

infrastructure needs to be undertaken as part of the operational planning component of the delivery of the 

strategies. 

The key service related priorities outlined in the MCSP should inform future infrastructure priorities for the 

SCHHS, which will need to be subject to standard, ongoing infrastructure planning processes as 

determined by the Department of Health and SCHHS. This includes consideration within future Strategic 

Asset Management Plans for the SCHHS, and bids for infrastructure project funding in line with the 

Investment Management Framework.

Funding

The significant year on year growth under the current activity based funding model is not sustainable – as 

funding growth is reduced and demand for services continues to grow, there will be a need to continuously 

improve the efficiency of services, as well as undertake the prioritisation of the allocation of the funding 

growth. As alternative funding avenues are explored, SCHHS will seek to engage with the Department of 

Health as part of the implementation planning, as there is likely to be appetite for investment in alternative 

models of care with appropriate consideration given to funding outside of the traditional funding model.

Digital / technology 

The SCHHS has developed a Digital Health Strategy that has a number of focus areas, including (1) 

move towards an integrated digital platform across SCHHS facilities and services (2) develop the 

platforms and tools to support timely clinical and business intelligence (3) enable greater communication 

across different health care providers within the region and (4) promote embedding technology to 

transform health care. 

Partnerships

As a part of the drive to improve health services and service planning, the SCHHS will build strong links 

with both existing and new partners across the health ecosystem. This will include the active participation 

in the development of the Local Area Needs Assessment (LANA) plan that will provide an holistic view of 

the population and the common priorities across organisations. 

To better integrate service planning and delivery, the SCHHS should actively engage with:

• The local Primary Health Network (PHN), GPs, NDIA and NGOs

• The Department of Health (DoH), Metro North HHS, Wide Bay HHS, and Children’s Health 

Queensland with regard to agreeing reverse flow for both activity and funding of identified services

• Private sector health providers 

• Queensland Ambulance Service. 

Workforce planning

A SCHHS-wide workforce plan needs to be developed based on the requirements of new models of care. 

This workforce plan will focus on developing an understanding of the future workforce requirement, as 

well as identifying the current risks and challenges for service delivery, including the training and teaching 

considerations to improve workforce sustainability over time.

Research and Innovation

The SCHHS will develop a culture of research and innovation in partnership with universities that identify 

strategies to support model of care design and measure outcomes for patients. These strategies should 

be used to demonstrate benefits and guide limited investment towards interventions that have the most 

positive impact for the community. 
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O u r  f i v e - y e a r  r o a d m a p

There is a significant program of work to be delivered over the next five 

years. Whilst some priorities and strategies are already underway 

(responding to COVID-19 and improving access to urgent care), and 

some are funded (e.g. expansion of Nambour General Hospital), other 

strategies will be considered through the annual budget, operational 

and capital planning cycle and Service Agreement negotiations with 

Queensland Health.



Our five year roadmap
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This roadmap provides high level view of the work over the coming years. 

Key milestones

COVID19 
Response

Urgent Care 
access

Tertiary services

Network of 
services and 
facilities

Connecting     
Care

2021 203120272026202520242022 2023

Local implementation and uptake

Statewide and local planning for the connecting care initiatives

Commissioning of additional ward, 
Vaccination program and Testing

Service improvement design and implementation

Model of care / service delivery model and configuration – planning and design Implementation and evaluation of impact

Planning for Gympie Hospital  infrastructure development 

NGH commissioning

Estimated timeframe where 
demand will be above capacity 

Detailed Clinical 
Services Plan refresh

Census data 
refresh

Develop business cases

Commencement based on approval (flows, funding, workforce)
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Glossary
Acronym Definition

ACE Acute Care Estimates

ALOS Average Length of Stay

ASR Age Standardised Rate

CAGR Compound Annual Growth Rate

CHQ Children's Health Queensland

CHS Caloundra Health Service

CSCF Clinical Services Capability Framework

DRG Diagnosis Related Group

DSS Decision Support System

ED Emergency Department

GH Gympie Hospital

HHS Hospital and Health Service 

MCSP Master Clinical Services Plan

MNHHS Metro North Hospital and Health Service

MSHHS Metro South Hospital and Health Service 

OoS Occasions of Service

NGH Nambour General Hospital

QCH Queensland Children’s Hospital 

SCHHS Sunshine Coast Hospital and Health Service 

SCUH Sunshine Coast University Hospital

SRG Service Related Group

WAU Weighted Activity Unit

WBHHS Wide Bay Hospital and Health Service 60
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Appendix A – Case Studies

Case Study 2 – Community Health Partnership - American Hospital Association (2021)

The American Hospital Association outlined steps for hospitals and community-based organisations to successfully work together for community health improvement. This paper detailed 

that health care providers, public health agencies, and community-based organisations need to effectively coordinate their efforts together to move toward healthier communities. The steps 

identified between the primary healthcare and community-based organisation are:

1. Establish a shared trust, agree on a vision, and distinguish roles.

2. Understand and establish shared ideals, priorities and resources.

3. Identify target population, determine shared goals, create scope and purpose.

4. Develop a plan which outlines specific responsibilities, costs and performance measures

5. Determine strategies for longevity. Report on program results, adapting to ongoing strategic plan.

Case Study 3 – Reduce high-cost institutional placements (2012)

Camden and Islington NHS Foundation Trust and One Housing Group launched a strategic partnership in September 2012 to provide comprehensive and integrated services to people with 

complex needs who are usually placed away from their host borough. Their first collaboration is a new service providing 15 high-quality, self-contained, supported housing flats for service 

users with a high level of need. The partnership model was designed to reduce costs, increase staffing flexibility and provide a much more effective alternative to hospital and care 

placements for these vulnerable service users. 62

Case Study 1 – Morayfield Health Hub

The Health Hub Doctors Morayfield aims to includes both primary and specialist ambulatory care services and acute services that are intended to complement & support the existing health 

services in the local area. Various allied medical services are available by GP referral in the same centre. Currently, over 20 tenants provide key health services in the Morayfield Health Hub.

Between 2016 and 2031, The Morayfield SA2 region is expected to see the fourth highest population growth of over 500 Queensland SA2 regions; at an annual growth rate of 7.8%. 




