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ABSTRACT

• Academic teaching hospitals and their networks can best 
serve patients and other stakeholders by achieving critical 
mass and scope of clinical services, teaching and research.

• Successful hospital reconfigurations are associated with a 
convincing case and majority clinician buy-in.

• The inscrutable political decision to relocate services away 
from a major teaching hospital campus and into a merged 
Queensland Children’s Hospital was determined without 
broad stakeholder consultation or a transparent and 
accountable business case.

• This compromised process poses a significant and enduring 
risk to patient care and Queensland’s paediatric, perinatal, 
adolescent and obstetric academic teaching hospital 
services.

• As the proposed major stakeholder in Australia’s public 
hospitals and medical workforce training, the federal 
government should review this decision using an effective 
methodology incorporating relevant criteria.

• National guidelines are needed to ensure best practice in the 
future planning and auditing of major health care projects.

• The medical profession is responsible for ensuring that health 
care policy complies with reliable evidence and good 
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 ss the world, the best health systems have academic

alth science centres at their heart.1 Australia’s academic
ching hospitals play a vital role in advancing health care

by combining research, service delivery and education.2 Australian
governments can ensure this by investing in new academic
hospital infrastructure to best meet the needs of patients and the
public.

The McKinsey  report on tertiary paediatric services  for Ireland
noted that providing a critical mass of subspecialist care at a single

is the most
 patients, and
condary serv-
nto paediatric
ation of serv-
l over consid-
elation is not

necessarily consistent,5 and the magnitude of the relationship
varies for individual procedures and conditions.6 In 2008, the
Garling inquiry recommended consideration of a single merged
quaternary and tertiary children’s hospital in New South Wales.7

NSW Health subsequently proposed retaining Sydney’s two major
paediatric teaching hospitals within a merged organisational
structure.8

Aiming to improve health care performance and outcomes, the
federal government has committed to system-wide reform, includ-
ing increased transparency and accountability.9 Clinicians have a
duty to engage in creating “the right organisational environment”,
despite this being “one of the most difficult challenges they face in
the modern era”.10 A culture of secrecy, professional protectionism,
defensiveness, and deference to authority is central to major
failures. Preventing future failures depends on cultural as much as
structural change in health care systems and organisations.11

Case study

On 29 March 2006, the Mellis report on paediatric cardiac services
in Queensland recommended that the then three providers of
Brisbane’s fragmented tertiary paediatric services — Royal Chil-
dren’s Hospital (RCH) on the University of Queensland’s Herston
campus, Mater Children’s Hospital (MCH) and the Prince Charles
Hospital’s paediatric cardiac surgery service — be merged to form
a single new hospital.12 It proposed that the new facility be
situated next to a major adult teaching hospital providing all
medical and surgical specialties, and close to a major obstetric
unit. In practice, only the RCH and MCH sites met these co-
location criteria. The report called for the ideal site to be deter-
mined by a local committee of key Queensland stakeholders,
engaging “as many stakeholders as possible to ensure their buy-in”
and with “a fully credible, transparent plan”.

On 30 March 2006, following the tabling of the Mellis report,
the Queensland Premier informed Parliament: “We will never close
the Mater Children’s Hospital. It would be over my dead body. We
will never do it. Let us get that on the record right now.”13 A one-
hour debate followed, in which the government used its numbers
to carry a motion to this effect.13 There was no parliamentary

review of the decision, due to the absence of an upper house in the
Queensland Parliament.14

In line with the Mellis report, a Queensland Health paediatric
cardiac services taskforce was formed to consider a “service
delivery model that would ensure that the children of Queensland
receive the optimal standard of paediatric cardiac care” and “how a
preferred model might be implemented and its implications for
tertiary paediatric services as a whole”.15 The criteria used by the
taskforce in evaluating potential sites for a single tertiary facility
did not include teaching and research considerations, reflecting
the concern that “the importance of research and its supporting
frameworks have dropped below the bureaucratic radar”.16

The taskforce report of 6 August 2006 recommended a single
tertiary hospital co-located with established adult and maternity
services.15 The two sites considered suitable were the Herston
campus (RCH and the Royal Brisbane and Women’s Hospital) and
the Mater site (MCH and Mater Adult, Mothers’ and Private
hospitals). The report noted that the RCH was already an estab-
lished centre of excellence, with “proven capacity to attract and
train specialist staff based on its medical school (University of
Queensland), research capacity [Queensland Institute of Medical
Research], clinical rotations and nature of the services it provides”.
It also observed that the Mater attracted clinical expertise because
it offered private hospital facilities to specialists on the same site as
their public service commitment.
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The taskforce report included brief statements on construction
feasibility and costs, but these were neither attributed nor refer-
enced, and called for “further detailed analysis of sites and budget
implications”. The report recognised that “further service planning
and the development of a robust business case is essential to
determine the actual capital and recurrent costs associated with the
building of a new children’s hospital in Queensland”, and that the
planning should involve “extensive consultation and collaboration
with other stakeholders, parents and patients”. It did not acknowl-
edge the government’s decision of 30 March 2006.

Three weeks after the release of the report, and without apparent
compliance with the Mellis and taskforce recommendations, the
Premier announced that a $760 million hospital, the Queensland
Children’s Hospital (QCH), “the largest and most advanced chil-
dren’s hospital in Australia”, would open on the Mater Hospital
campus by 2011, and be managed in conjunction with Mater
Health Services.17 The announcement claimed the decision was
based on “exhaustive investigation and review by doctors”, and
cited the role of co-located private facilities in helping to attract
clinical specialists. The need to create a research capability was
flagged as part of the development.

The Queensland Branch of the Australian Medical Association
(AMA Queensland) responded with a media release, stating that
the QCH site selection “should be based on good health policy,
with clinician input” and ultimately  represent “the best possible
option for Queensland’s sickest children”.18 The Paediatric Society
of Queensland surveyed its members shortly after the announce-
ment, receiving 87 responses. Of these, 16% indicated they had
been consulted before the announcement and 86% called for more
consultation. Of the 97% who supported a single tertiary hospital,
60% wanted this at the existing RCH site, 17% at the Mater, and
23% were undecided (Stephen Withers, Paediatrician and Clinical
Geneticist, Gold Coast Paediatrics, personal communication).

In July 2008, an external review commissioned by the QCH
project team highlighted concerns that the benefits of creating the
QCH had not been clearly defined or benchmarked, and that there
had been questionable decision making with no clear governance
structure.19 The implicit risks to patients and the future of tertiary
paediatric services in Queensland led AMA Queensland to request
a joint forum with Queensland Health, which occurred on 6
September 2008.20 The 137 predominantly medical attendees
ranked the alternative sites. The Herston site was superior for 10 of
the 14 “service quality components”. The Mater site rated higher
for three out of the five location components, such as cost and
construction, although the non-availability of expert data for the
Herston site limited some of these evaluations.

On 14 September 2008, the government confirmed its ongoing
commitment to the Mater site, expressing the need to “maintain
momentum”, and claiming construction and geographic site
advantages as well as additional costs and delays if the site were to
be changed.21 The Premier referred to “very fruitful discussions”
with the Prime Minister to obtain federal government funding for a
research facility at the Mater site. This did not materialise in the
2009 federal budget, although $55 million was allocated to the
Queensland Institute for Medical Research on the Herston cam-
pus.22 Subsequently, the 2009 Queensland budget allocated $80
million for a research institute and $1.2 billion for the QCH.23

AMA Queensland Branch Council responded to the forum
outcome and subsequent government announcement with the
following policy statement:

That the AMA Queensland Branch Council acknowledges the
strength of a major tertiary/quaternary paediatric hospital in
Brisbane providing the children of Queensland with compre-
hensive surgical and medical services with a well resourced
research and teaching focus, operating within a well coordi-
nated state-wide paediatric, maternity and neonatal plan. The
site for this facility must be chosen using a process that is
evidence-based, open and transparent. It would be ideal to have
it as part of a women’s and children’s facility.24

In June 2009, the Queensland Auditor-General reported funda-
mental weaknesses in current practices.25 These included “incon-
sistent use of frameworks and guidance material”, “no clear linkage
between service plans” and the failure of most plans to identify the
funding allocation process and resourcing implications. The report
did not specifically address the QCH project, despite a prior
request from AMA Queensland.26

Discussion

The 2005 Davies inquiry into incidents in Queensland’s public
hospitals identified a culture of concealment that “started at the
top with successive governments misusing the Freedom of Infor-
mation Act 1992 to enable potentially embarrassing information to
be concealed from the public”.27 In response, the Editor of the MJA
called for changes to Queensland’s health structures to make them
open, transparent and, “most importantly, connected to local
communities and to clinicians empowered to make decisions
about health care delivery”.28

In 2005, an independent review of Queensland’s hospital sys-
tems (the Forster report) called for significant reform and improve-
ment in many areas, including the planning of Queensland
Health’s capital works.29 It noted funding pressures caused by poor
project budget definition, a lack of transparency surrounding
decision making for the allocation of capital funds, and failure to
receive best value for money. Recommendation 11.4 stated:

Queensland Health [should] base all future decisions regarding
the location of health facilities on a transparent, patient focused
process that ensures wide community and stakeholder involve-
ment together with relevant advice from technical experts. All
decisions should be supported by full documentation, to enable
independent review and ensure accountability and probity of
decisions.

It would be appropriate that the Queensland Auditor-General
have regard to asset planning and infrastructure decisions in
undertaking the annual audit of Queensland Health.29

The Forster, Mellis and taskforce reports all recommended
facilitated workshops as an effective way of helping stakeholders
ensure transparency, document rationale, and develop a shared
understanding through the evaluation process.

In 2008, a Commerce Queensland submission on Australia’s
future infrastructure requirements stated that “there needs to be an
open and transparent process for Government infrastructure
investment”.30 A submission by the Australian Council of Trade
Unions also called for Australia to secure the quality and quantity
of physical and social infrastructure it sorely needs in ways that are
transparent, accountable and of real long-term value to citizens
and government.31

The literature on hospital mergers shows that as many as 75%
are unsuccessful when issues surrounding corporate culture are
ignored, while successful mergers are characterised by critical
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elements that include clear goals, a convincing case, and the way
the process itself is managed and communicated.32 A major review
of UK National Health Service (NHS) mergers noted that impor-
tant drivers that are not stated publicly have implications for the
process and impact of mergers.33 Drucker has argued the necessity
for alternatives where there is the high possibility of a wrong
decision.34

The World Health Organization has noted that when health
ministries fail to protect the public interest, stewardship is sub-
verted, trusteeship is abandoned, and institutional corruption sets
in.35 The WHO further identifies the need for information and
reliable evidence “to build a constituency of public support for
health policy, and thus a defence against incompetent or corrupt
practice by interest groups in the health system”.

The UK NHS Independent Reconfiguration Panel (IRP) was
established in 2003 to advise the Secretary of State for Health on
contested proposals for health service change. The IRP operates in
a wholly independent and transparent manner and to date all of its
recommendations in every report have been accepted. Its second
report36 identifies that engagement with local stakeholders from
the outset, with an obligation to take appropriate account of the
views that emerge, is a highly desirable and effective means of
smoothing the future path for reconfiguring services. Public
involvement and consultation is also a legal requirement under
section 242 of the National Health Service Act 2006 (UK). The IRP
cautions that pressure to make a quick decision should be resisted.

Six of the 16 full IRP reviews have been about the reconfigura-
tion of maternity, obstetric and/or paediatric services. The IRP has
noted the inadequate assessment of the wider implications of
moving paediatric services from a hospital. It has twice rejected
proposals in which emphasis on clinical staffing requirements has
been given precedence over patient access and choice, and has
instead recommended exploring innovative solutions to staffing
needs and training. The IRP experience is that “reconfiguring
services, and in particular relocating them, is not always the right
answer”.

Australia would seemingly benefit from a system that allows
independent review of contentious public health care reconfigura-
tions, particularly where there is an apparent absence of due
diligence and the risk to stakeholders may be significant and
enduring. In the QCH case in particular, a hasty and inscrutable
political process that ignored and effectively negated key expert
recommendations has created a critical need for review. The
absence of proper evaluation of alternatives is a denial of the
opportunity to obtain the best outcomes for all those who might
benefit from this significant investment (Box).

As the proposed major funder of public hospitals, the federal
government should immediately commission a review of the QCH
decision, engaging all key stakeholders in genuine and transparent
consultation. The review should be guided by those factors that
will deliver optimal ongoing patient outcomes based on excellence
in clinical service, teaching and research,37 and critically examine
financial and all other drivers (stated and unstated) in the initial
decision. For, as Socrates noted: “Wealth does not bring about
excellence, but excellence makes wealth and everything else good
for people, both individually and collectively.”38 This case study is
a reminder that the medical profession must ensure that health
policy complies with reliable evidence and good practice.
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