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Introduction/Scope of Audit

On 17 September 2007, the Government announced that a comprehensive audit of the
Queensland Ambulance Service (QAS) would be undertaken. This arose from concerns
about the pressures on the QAS associated with escalating demand for ambulance services
and the need to ensure that as many resources as possible were being directed to front line
service delivery.

The audit has been undertaken by a dedicated team of officers from Queensland Treasury,
the Department of the Premier and Cabinet and Queensland Health with the assistance of
staff from the Queensland Ambulance Service. PricewaterhouseCoopers were engaged to
provide specific economic modelling expertise on the factors driving ambulance demand and
financial advice on budget and resource allocation issues.

The Terms of Reference for the Audit were approved by the Premier, Treasurer and Minister
for Emergency Services and tabled in the Parliament on 9 October 2007. A full copy of the
Terms of Reference can be found at Appendix 1.

The following key areas have been the subject of examination under the Audit:
- Trends in the demand for ambulance services and the factors driving increasing

demand;
Budget and resource allocation including the level of corporate overhead,;
Workforce management systems;
Organisational effectiveness and the appropriateness of the current service delivery
model; and
Intersection with the health system more generally.

The Audit Team has focussed on gathering and analysing data on the overall efficiency and
effectiveness of the QAS and undertaking extensive research on different service delivery
models and funding arrangements both interstate and overseas.

The Audit Team has completed its task and this report outlines the findings and
recommendations of the Audit of the Queensland Ambulance Service.

The Audit Team wishes to acknowledge the efforts of staff in the Department of Emergency
Services, particularly the Queensland Ambulance Service, and Queensland Health in
providing detailed information and advice to support the Team’s work.



Overview of Key Findings
Chapter 1 - Demand Analysis

The QAS is operating in an environment of escalating demand for services and this is
placing considerable pressure on the organisation and its staff.

The growth in demand for ambulance services in recent years has been unprecedented and
the service is now responding to roughly 2000 incidents per day. The total number of
ambulance responses increased to 824,700 in 2006-07 and is expected to reach close to
900,000 in 2007-08. The graph below shows the steadily increasing demand on the QAS.

Figure 1: Ambulance Incidents and Responses — 2001-02 to 2006-07
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Source: QAS Data — data up to 2003-04 is sourced from the Ambulance Information Management System
(AIMS) and data from 2003-04 is sourced from the new Queensland Ambulance Case Reporting (QACIR)
system.

While other States are also experiencing increasing demand for services, the level of
demand is much higher in Queensland and is continuing to grow at rates faster than any
other jurisdiction. Queensland now provides almost the same number of ambulance
responses as Victoria and is only just behind New South Wales.

Factors Impacting on Demand

The Audit has spent considerable time examining the factors driving the increasing demand
for ambulance services in Queensland. It found it is not possible to identify one single major
contributing factor. Instead, there are a range of variables influencing the level of demand,
many of which are interrelated.

Demographic factors such as the State’s growing and ageing population are clearly playing a
key part. Queensland continues to have the fastest population growth of any State or
Territory with an average annual growth in excess of 85,000 per annum. While Queensland
has a relatively younger profile than other States, the population is ageing and older people
use more health services including ambulance services than younger people. The incidence
of chronic disease is also increasing placing demands on both health and ambulance
services.

However, there is a significant portion of ambulance demand growth which cannot be
accounted for by demographic and health related factors. Supply factors such as the wide
availability of ambulance services across the State, the lack of availability of alternative
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providers and the emergency dispatch system which is designed to respond with an
emergency ambulance regardless of the patient's condition, are also playing a role.

Another important factor in explaining demand in the Queensland context is the Community
Ambulance Cover levy which was introduced in 2003. As shown in the graph above, there

was a spike in demand for total incidents and responses the year the CAC was introduced.

While there was a change in reporting systems around this time, a similar spike in demand

occurred in the number of ambulance transports to public hospitals in that year as reported

separately by Queensland Health.

Regional Profile

The analysis shows that demand for ambulance services is greatest in the Brisbane and the
South East regions, which accounted for almost half of all ambulance incidents occurring in
Queensland in 2006-07 as follows:

Brisbane - 38%

South East - 20%

North Coast -14%

Northern - 7%

Central - 8%

Far Northern - 7%

South West - 6%

Emergency and Non-Emergency Growth

Code 1 and 2 emergency responses have shown the most growth increasing by an average
of 12.5% per annum (from 2001-02 to 2006-07) while non-emergency cases have declined
over the same period. This is likely to reflect crowding out of non-emergency cases by the
more urgent Code 1 and 2 cases rather than a decline in the community’s demand for non-
emergency services generally. Unlike Code 1 and 2 emergency ambulance responses, hon-
emergency Code 3 and 4 ambulance responses must be medically authorised. The Audit
found there may be a level of unmet need for Code 4 ambulance transports in particular.

The main cases found in Code 1 responses are breathing problems, chest pain, falls and the
general category of “sick person”. Growth in Code 1 responses is largely associated with
increasing numbers of breathing and chest pain problems. The category of “sick person”
makes up the largest proportion of Code 2 cases followed by falls and traumatic injuries.
Major drivers of growth in the Code 2 cases are falls and “sick” person cases.

Market Profiles

The audit has undertaken a detailed analysis of the different markets for ambulance services
and the behaviour of those markets in driving demand. Consumer driven demand through
calls to “000” has been the most significant factor in explaining the growth in ambulance
responses, increasing by 23% over the two year period 2004-05 to 2006-07. Demand from
Queensland Health for inter-facility transfers and discharges and other medical related
transports has also grown at around 13% over the same period with significant growth in the
Central, South West, North Coast and Brisbane regions. Private sector demand from private
hospitals and general practitioners has grown at a lesser rate of around 9% over the same
period.
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Dispatching and Reporting System

In assessing the demand for ambulance services, a number of measures are usually
employed including incidents (which are recorded when a call is made to the ambulance),
responses (which count the number of vehicles sent to an incident) and patients (which
count the actual number of patients treated and transported as well as those patients who
are treated but not transported).

Analysis of this data has been complicated by a change in reporting systems in QAS in
2003-04. Responses and incidents are now recorded out of the communications/dispatching
system linked to the new Queensland Ambulance Case Information Reporting (QACIR)
system while data on patients and transports is sourced from a different database fed by
new electronic ambulance reporting forms (eARFs). Previously, QAS used a paper based
system filled in by ambulance officers which aligned with its Ambulance Information
Management System (AIMs) from which incidents and responses were recorded.

The Audit has found there is an increasing gap between the number of responses, the
number of incidents and the actual number of patients recorded by QAS under the new
system and that responses in particular are not a reliable indicator of demand for services.
In 2006-07, there were an estimated 144,500 ambulance attendances, or 17% of ambulance
responses, that were not associated with any patients including cancellations, hoaxes,
multiple responses, back-ups and standbys.

The Audit found the policy of providing multiple responses to single incidents (as evidenced
by the increasing response to incident ratio) and the dispatching system which counts all
responses including those units which are redirected en route without actually arriving at an
incident or transporting a patient, are key factors contributing to increased response rates.

Chapter 2 - Demand Management Options

It is important to emphasise that there are no quick fixes to the demand challenges
confronting the ambulance service. However, it is clear that immediate action to address the
problem is required. Despite record budget increases, response times have been below the
68% target of Code 1 cases seen in less than 10 minutes for the last several months, and
are showing no signs of improvement.

The Audit has examined service delivery models in other jurisdictions and undertaken
extensive research on alternative approaches. Itis worth noting that other States which are
also coping with growing demand (but not as high as in Queensland) have already putin
place different strategies to manage demand and reduce pressure on services.

The Audit has considered a range of strategies, both short term as well as medium to longer
term. Essentially, there are three points along the ambulance health care continuum where
demand management strategies could be activated:

1) before the call is made to “0007;

2) after the call is made but before an ambulance is dispatched; and

3) after the ambulance has been dispatched but before the patient is transported to a
hospital emergency department.

Strategy 1 - Community Education Campaign
It would be expected that most people would call “000” only in potentially life-threatening

emergency situations. While the Audit found the majority of calls are genuine emergency
cases, people are also calling ambulances for relatively minor complaints. Around 15% of
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attendances do not result in a transport to hospital and of those who are transported to an
emergency department more than half are not ultimately admitted.

This suggests there is scope for a community education campaign to encourage people to
only call “000” in a genuine emergency. This approach was adopted in the United Kingdom
in response to escalating demand and was reported as reducing inappropriate usage from
23% to 21%. Concerns have been raised that such campaigns can have the unintended
effect of further stimulating demand for ambulance services. This could be a risk, especially
in the Queensland context of “free” access to services. On the other hand, the capacity for
further demand increases would be expected to be limited given the unprecedented growth
already experienced. Any public campaign could be accompanied by reminders to the
general public that it is an offence to make prank or hoax calls to the ambulance services
and penalties apply.

Strategy 2 - Improved Clinical Triaging and Referral Processes

The current ambulance dispatching system used by the QAS is based on an internationally
recognised standard and is employed in most Australian jurisdictions. The system is
designed, rightly so, to provide an emergency ambulance response as quickly as possible.
However, the problem is that even those patients with trivial complaints will be assigned an
emergency response. There is no capacity to offer an alternative service or even to refer to
QAS’s own non-emergency transport service.

To get around this problem, other jurisdictions have introduced a greater level of clinical
input into the assessment of “000” calls and alternative referral systems. New South Wales
uses a clinician in its Communication Centre to screen “000” calls, who can downgrade or
even cancel cases with referral to appropriate assistance. Victoria has recently introduced
an alternative referral process which is run by nurses and paramedics out of the ambulance
communications centre to refer lower acuity cases to other providers including general
practitioners, community health providers and other health transport providers.

Strategy 3 - Alternative Response Options and Treatment at Scene

Greater flexibility is also required in terms of the type of ambulance response that is
dispatched and the treatment provided. Currently, the QAS transports most patients it
attends to a public hospital emergency department. Additionally, it transports a higher
proportion to hospital than other ambulance services elsewhere. New South Wales, in
particular, is increasingly providing care and treatment at the patient’'s home, thus avoiding
unnecessary and expensive transport to a hospital emergency department. For this strategy
to be effective, the ambulance needs to adopt an expanded role for paramedics operating
out of single vehicles.

Price Signals
Price Signals for Consumers

The lack of a price signal at the point of accessing the service has clearly contributed to
demand pressures on the QAS. Should other strategies to reduce demand not be
successful, the Government may need to consider alternative funding strategies for the
QAS.

Under a co-payment model, a relatively modest contribution of $100 for emergency cases,
$50 for non-emergency case and $25 for attendance only could be introduced with a
corresponding reduction in the levy. Abolishing the levy altogether would result in user
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charges ranging from $320 to $888 for an emergency transport depending on whether these
were based on full cost recovery, or subsidised by the Government.

The Audit considers that any co-payment or user charge should be applied across all users
but with discounted rates for pensioners and concession card holders. A safety net could be
provided such that no-one would be expected to pay more than $500 per year on emergency
ambulance services under the co-payment model. This issue is discussed further in the
alternative funding strategies section of the report.

Price Signals for Other Purchasers

There is a need to provide greater price signals for other users of ambulance services. The
Inter-facility Transfer (IFT) agreement between Queensland Health and the QAS provides
the basis for full cost charging for ambulance transports used by Queensland Health. The
fact the budget is not devolved to those people making the decision to use the service is
inhibiting its ability to act as an effective demand management tool.

Other medical transports authorised by Queensland Health, including discharges, are not
covered by the IFT and are not subject to any price signals. Establishing a service level
agreement, transferring the budget for these services to Queensland Health, and devolving
the management of those budgets to clinicians would also assist in managing demand for
these services.

The Government may wish to consider implementation of these options either now or after
having had an opportunity to assess the impact of the demand management strategies and
changes to the service delivery system which have been identified.

An overview of an enhanced ambulance service delivery model with greater clinical triaging
and alternative referral paths is provided below.
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Figure 2: Proposed Enhanced Ambulance Service Delivery Model
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Chapter 3 - Budget and Resourcing

The QAS has enjoyed significant budget growth over the last several years. Since 2001-02,
the budget has increased by an average of 10.4% each year in excess of the growth in
general government outlays over the same period. Based on the latest available data,
expenditure on ambulance services in Queensland is now 18.5% higher than the national
average with expenditure of $81,505 per person compared with $68,765 nationally (Report
on Government Services, 2007).

General Budget Position

Despite the increasing demand for services, the QAS continues to maintain a positive
budget position. The QAS budget has been in surplus for a number of years with the level of
surplus continuing to increase each year from $1M in 2001-02 to a projected $5M in 2007-
08. The QAS deliberately plans for a surplus budget result which it then uses to fund capital
items.

Revenue Sources

The QAS derives the majority of its revenue from government sources, including around one
third of its revenue from the Community Ambulance Cover (CAC) levy. Prior to introduction
of the CAC levy, QAS received revenue from the subscription scheme and user charges.

The levy is collected via electricity accounts and is currently set at $98 per household.
Pensioners, concession and seniors card holders are exempt from payment of the levy. In
the year the levy was introduced it was estimated to raise around $99M replacing revenue
from the subscription scheme and transport charges for non-subscribers.

Since then, the levy has grown by around 4% per annum in line with movements in CPI and
growth in the number of electricity accounts. This falls short of the level of growth in QAS
expenditure of around 10.4% per annum with the resultant gap increasingly being met from
general government sources. The QAS also receives around 21% of its revenue from
various third parties and charges full cost recovery for patients not covered by the levy
including overseas clients. The QAS has generally under-estimated the amount of own-
source revenue which is contributing to it recording higher than estimated surplus budget
positions.

Expenditure and Resource Allocation
Staffing and Supplies & Services Costs

The majority of the QAS budget is spent on salaries and wages for staff with staffing costs
comprising roughly 70% of the total budget. Staffing costs have grown at an average of
8.7% per annum since 2001-02 reflecting increases in staffing numbers and increased
wages costs associated with enterprise bargaining outcomes and rising overtime costs.

Expenditure on supplies and services including motor vehicles expenses and equipment
purchases makes up around 22% of the overall QAS budget. This category of expenditure
has been increasing at a faster rate with average annual growth of around 11.5% per
annum. The Audit has been advised this is mainly attributable to rising fuel and oil prices
and vehicle maintenance costs, as well as additional spending on patient consumables
associated with increasing transports and demand. The rest of the budget is allocated to
depreciation, grants and subsidies and other miscellaneous expenses.
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Cost Allocation

For the purposes of public reporting, QAS breaks its expenditure on services down into two
sub-output categories as shown in State budget papers:
Ambulance response services (89% of the budget or $358.09M in 2007-08)
Ambulance community and business services (11% of the budget or $46.36M in
2007-08)

The Audit considers that the level of public reporting on the allocation of tax funded revenues
could be improved. In particular, the current level of reporting does not provide a sufficient
breakdown on the level of resources consumed for discrete services such as emergency
ambulance transports, non-emergency transports, and inter-hospital transfers.

Analysis of 2006-07 data on actual expenses used for internal reporting purposes shows a
similar overemphasis on ancillary services, as shown in Table 1 below.

Table 1: Cost Allocation by Service Type (2006-07)

Service Type Total Service Expense as a

Expense Proportion of

($'000) Total Expense
Other Operational 291,047 80.25%
Corporate Services 31,802 8.77%
Communication Centres 24,032 6.63%
Community & Baby Capsules Services 10,967 3.02%
Mining Contracts 3,027 0.83%
Sports/Special Events 1,696 0.47%
Other Commercial Contracts 126 0.03%
Total 362,697 100%

Source: Internal corporate service allocation data supplied by QAS
Corporate Overhead Costs

A key issue the Audit was asked to examine was the level of resourcing allocated to
corporate overheads in the QAS. This task has been complicated by variable reporting in
different forums about the level of overhead.

The table above shows that corporate services account for around 8.7% of the QAS’s total
expenditure, which is equivalent to QAS'’s share of the whole of the Department of
Emergency Services corporate service costs. These are roughly similar to the corporate
overhead costs for the Queensland Fire and Rescue Service which is also part of DES. Each
entity’s share of costs is calculated using an activity based costing methodology.

However, this does not take into account the level of corporate overhead in the QAS itself,
which is estimated to be around $20.6M in 2007-08. This comprises administrative,
management, marketing, human resource, ICT and other support staff. When both
overheads are considered, the total level of overhead for QAS in 2007-08 is estimated at
$58.7M which is 14.4% of the QAS budget for 2007-08.

The Audit considers that the level of corporate overhead in the QAS to be unreasonably high
particularly when compared with ambulance services in other States. ROGS data shows
that in 2005-06, Queensland had more than twice the level of corporate staff than New
South Wales, with 453 Queensland corporate staff compared with 218 in New South Wales.
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Sharing whole of departmental overhead costs is an inevitable feature of QAS being located
in DES and it would be difficult to argue that QAS should not contribute to the department’s
costs. At the same time, however, it would be expected that QAS’s own overheads would be
kept to a minimum if the majority of administrative functions are undertaken centrally.

Included in the number of corporate staff reported by Queensland in the ROGS report is staff
employed to provide ancillary community services such as baby capsule hire and community
education including first aid courses. While these services are strictly speaking not part of
corporate activities, they add to the overall costs of service provision in the QAS.

Ancillary services are estimated to cost around $12M (excluding the corporate services
allocation) in 2007-08. Some of the services are provided on a full cost recovery basis but
most are not. While there may be opportunities to increase revenue streams from these
services, it is questionable whether they are core business and in the case of community
education, there is likely to be overlap with Queensland Health activities on health
prevention and promotion. Ceasing to operate these ancillary services would result in direct
cost savings and the ability to direct more resources to front line emergency ambulance
care.

Average Cost of Services

While Queensland spends more per capita than other ambulance services, based on
standard efficiency measures of the costs of services, the Queensland Ambulance Service
performs well compared with other jurisdictions. In 2005-06, the QAS had an average cost
per ambulance response of $434 compared with the national average of $468 (this primarily
reflects the large growth in the number of responses). Comparing costs per patients shows
Queensland is still more efficient at $540 per patient compared with $575 nationally (ROGS
2007). This is largely as a result of the much higher level of activity being experienced in
Queensland which results in fixed costs being spread across more and more services,
thereby reducing the average unit cost.

Capital Costs

The capital budget has varied and there have been spikes in both equipment and capital
expenses in the past four years. The impact of these purchases could be limited through
forward expenditure planning and active asset management to ensure that expenditure is
smoothed over time rather than large purchases being made in an ad hoc fashion as assets
reach the end of their economic life.

Chapter 4 - Workforce Management Systems
Size and Composition of the Workforce

The QAS has the second largest ambulance workforce in the country with over 3,200 staff
employed across the State.

The number of QAS employees has grown by 20% since 2004 which is well above growth of
13% in the Queensland public service as a whole over the same period.

Based on 2005-06 data (the latest available for comparison purposes), Queensland has
more ambulance service personnel per person than any other State, with 76 salaried
ambulance personnel per 100,000 persons compared with 55 salaried ambulance personnel
per 100,000 persons nationally (ROGS 2007), a differential of 38%.
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The ambulance workforce is made up of a range of different groups including paramedics,
patient transport officers, communications staff, managers, and operational and support
personnel. The breakdown between ambulance operatives and other support staff is shown
in Table 2 below. It shows that Queensland has more corporate support personnel than any
other jurisdiction and more ambulance operatives than Victoria in absolute terms.

Table 2: Salaried Personnel 2005-06

Salaried personnel for ambulance services in 2005-06
Unit NSW Vic Qld WA SA Tas ACT NT Aust
/Ambulance operatives % 86.6 83.1 79.2 725 76.8 81.1 75.0 81.1 81.7
Ambulance operatives FTE 3,066 2,040 2,402 504 720 188 107 188 9,111
Operational support personnel FTE 257 152 178 72 81 28 14 28 797
Corporate support personnel FTE 218 263 453 118 136 16 22 16 1,243
Total salaried personnel FTE 3,541 2,455 3,033 695 937 232 143 232 11,152

Source: ROGS 2007

The majority of staff works in the Brisbane and South East regions. Volunteer staff or
honorary ambulance staff play an important role in supporting ambulance services in rural
and remote locations.

Most QAS staff work full-time and 96% of staff are permanent employees and the majority of
the workforce are aged between 30 and 49 years of age. The ambulance workforce
continues to be a male dominated profession, with women making up around 27% of the
total workforce.

Workforce Health Indicators

The QAS performs poorly on a range of key workforce indicators which suggests the
increasing demand for ambulance services is impacting adversely on staff.

QAS has the highest level of absenteeism and sick leave in the Queensland public sector.
Absenteeism has increased from 4.5% in 2003-04 to 5.1% in 2006-07, and is above the
public sector average of 3.7%. Staff are also performing more overtime. The costs and
level of overtime in the QAS has increased steadily from around $18.6M or 560,000 hours in
2003-04 to $28.3M or 678,500 hours in 2006-07.

Separation rates are another recognised indicator of workplace health. Based on 2006-07
data, QAS has relatively low separation rates: 3.9% compared with the Queensland public
sector average of 6.4%. However, separation rates have increased from 2.6% in 2003-04
and QAS now has higher rates than the Queensland Fire and Rescue Service (2.4%) and
the Queensland Police Service (3.4%) (OPSC, 2007).

While the workforce is clearly under pressure and dealing with increasing workloads, the
QAS is below the national average when it comes to labour force productivity. The QAS
produces around 246 ambulance responses per staff member compared with the national
average of 268 responses per staff. In terms of patient transports, the Australian average is
191 ambulance transports per staff member compared with 183 transports per staff member
in Queensland (ROGS, 2007).

Enterprise Bargaining Framework

Ambulance workforce terms and conditions are governed by an Enterprise Partnership
Agreement. By and large, the terms and conditions contained in the Agreement are
consistent with those found across the public sector. However, certain provisions were
identified as potentially inhibiting efficient and effective service provision in particular the
need for managers to provide three months notification of rosters to staff.
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QAS announced a proposed new rostering system during the course of the review in
response to concerns from the Liquor, Hospitality and Miscellaneous Union and staff about
the impact of the 10 hour shift based roster which had been introduced in 2005. In
particular, concerns had been raised about the level of overtime associated with the 10 hour
roster and associated staff fatigue and stress. The Audit has not been able to determine
whether the new roster will be able to alleviate these concerns in full, particularly if demand
for services continues at such high rates.

Training and Recruitment

An estimated 150 new ambulance officers are trained each year. The QAS is in the process
of introducing a new training program based on a Bachelor level degree. This may have
implications for supply of trained staff further down the track.

An additional 250 ambulance officers were funded in the 2007-08 budget. The QAS is on
track in terms of recruitment of additional staff. Itis also recruiting staff from overseas, in
particular the United Kingdom, to augment its workforce. Should demand for services
continue to rise at current rates, it is likely the services will need to increase the number of
staff recruited from outside Queensland.

Chapter 5 - Organisational Effectiveness and Service Delivery Model

The Queensland Ambulance Service has changed considerably over the last fifteen years
from a service delivery model based on 96 separate Queensland Ambulance Service
Transport Brigades to a single State wide ambulance service. The QAS is now the second
largest ambulance service in Australia and the fourth largest in the world.

QAS is part of the Department of Emergency Services. This is unlike most other interstate
ambulance services which are attached to, or part of, their respective health departments.
The Audit considers that in the longer term, QAS could be better located within the health

portfolio. This issue is dealt with in Chapter 7- Intersection with the Health System.

Range of Services

The QAS is generally considered to be a world leader in providing out-of-hospital emergency
care. It provides emergency treatment and transports, non-emergency transports, stand-by
at special events, inter-hospital transfers, casualty room services and co-ordination of multi-
casualty events. The QAS also provides a more extensive range of community and
business services than other ambulance services including community education (first aid
training and injury prevention); industry contracts; training and education; pre-hospital care
research and a baby capsule hire service.

Service Delivery Model

The QAS operates a regional based service delivery model with centralised administrative
and other corporate functions within the Department of Emergency Services. There are
seven regions and 284 service locations including seven communication centres. The
current service delivery model provides extensive coverage for the provision of ambulance
services across the State. However, there is evidence of under-utilisation especially in
smaller rural areas with over half of QAS’s response locations performing two or fewer
responses per day in 2006-07. To date, QAS has tended to focus on establishing additional
ambulance stations as a means of enhancing service delivery to the community. Alternative
approaches including the greater use of mobile ambulance resource units and co-location
with Queensland Health facilities should be considered.
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Head Office accounts for around 21% of the total budget of the QAS. It provides a range of
functions including strategic planning, education and training, community education, ICT
support and capital works management. While the Audit appreciates there are economies of
scale in consolidating these types of functions within one area, there would appear to be
scope to reduce the level of overheads within the QAS. This issue is discussed in detail in
Chapter 3 — Budget and Resourcing which deals directly with the level of corporate overhead
and the provision of ancillary services by QAS.

Legislative Framework

The QAS is established under the Ambulance Service Act 1991. The Act sets out its roles
and responsibilities and preserves the provision of ambulance services to the QAS as the
monopoly provider in the State.

The Audit has considered whether the current legislative restrictions on who can provide an
ambulance service are in the best interests of the community. Given the demand pressures
in the system, the Audit considers that the current provisions should be reviewed to ensure
they allow for an alternative triaging and referral process to be established for “000” calls and
for greater contestability in the provision of non-emergency transports. While the QAS had
developed a lower cost Patient Transport System for non-emergency transports and has
entered into arrangements with community providers, scope remains for other providers to
offer similar services to the community.

The Ambulance Service Act 1991 also establishes the membership, role and functions of the
Local Ambulance Committees which are made up of community representatives. These
committees play an important role in supporting their local ambulance services including
providing financial support.

Chapter 6 - Performance Assessment and Performance Management Systems

The QAS reports on a range of indicators, but these are limited in terms of measuring the
overall effectiveness of service delivery. When compared with services nationally, QAS
performs favourably on a range of indicators including response times, cardiac arrest
survival rates, costs of services and patient satisfaction (noting these are only available for
2005-06).

However, there is limited reporting in Queensland and elsewhere on quality service
measures. Apart from the out-of-hospital cardiac arrest rate, no other measure is available
to Government or the community which shows the impact of ambulance services on
preventable deaths or health outcomes for patients.

The Audit found the QAS has an effective internal monthly monitoring system in place under
which it regularly monitors financial, human resource, performance and other activity data
including response times. However, analysis of data seems to occur primarily at the central
level and greater ownership and accountability for results is required at the regional and
local level in order to drive improved performance.

Chapter 7 - Intersection with the Health System

While the QAS is situated outside the health portfolio, it forms an integral part of the health
system. Ambulances are the first point of contact for patients experiencing a health crisis

and are used to transport patients to hospital emergency departments, between hospitals,
and when patients are discharged out of hospital to other facilities or home.
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Opportunities to Refer Emergency Calls to 13 HEALTH

One of the key issues the Audit was requested to examine was the potential for “000” calls to
be transferred to 13 HEALTH, Queensland Health’s telephone health contact centre service,
which was set up in 2006.

The Audit has found there is potential to refer a number of low acuity calls to an alternative
provider, with 13 HEALTH being one alternative. The other is for QAS to establish its own
triaging within the QAS communications centre, based on the Victorian model. In Victoria’s
Metropolitan Ambulance Service, nurses and paramedics provide a secondary triage service
and the ambulance services contracts with a range of alternative providers, including general
practitioners and mental health services. It is estimated that up to 49,500 calls (per year) to
the QAS may be suitable for referral to an alternative provider. Savings associated with this
level of referral would be estimated at around $21M per annum, noting this is an upper level
estimate and it would very likely take considerable time before this level of calls or savings
could be realised.

On balance, the Audit considers that QAS should trial establishing a referral service within
the current communications “000” environment. While 13 HEALTH has the capacity to
provide secondary triaging of patients, it has not long been in operation and has limited
capacity to arrange for an alternative service to be provided to patients. Managing the
service within QAS would allow for this to be integrated with greater clinical input into triaging
at the point of call and clinical assessment of the types of cases that could appropriately be
referred. Atthe end of the trial, an assessment could be made as to whether it would be
feasible to transfer the service to 13 HEALTH. This issue is discussed further in Chapter 2 —
Demand Management Strategies.

Service Impacts of Increasing Demand

Generally, the Audit found that QAS and Queensland Heath have worked well together to
ensure that patients receive an integrated and coordinated emergency response. The
Queensland Emergency Medical System and the recently established Queensland Medical
Transport Board are both positive examples of collaboration across the agencies in this
regard.

However, with the steadily increasing demand for ambulance services, both organisations
are coming under increasing pressure. Problems with waiting times for non-emergency
transports for patients in hospital have emerged as emergency ambulance responses take
precedence over non-urgent cases, causing patient inconvenience and delays.

Ramping

Ramping at public hospitals is becoming a major issue of concern where patients are unable
to be handed over from ambulance staff to be triaged in hospital emergency departments.
However, the Audit found that the problem is not systemic and that certain hospitals are
better able to manage the flow of patients to reduce the potential for ramping, even in the
face of high levels of demand. Str