
EXECUTIVE 
CLINICAL 

LEADERSHIP 
PROGRAM 

Cohort 19 Graduate 
POSTERS 



Orthopaedic Venous Thromboembolism (VTE) 
Prophylaxis Improvement Project

Aim Statement: 
• In 6 months, 100% of all admitted orthopaedic patients 

in the orthopaedic ward will receive appropriate VTE 
prophylaxis

Background
• Major orthopaedic surgery is associated with a very high 

risk of post-operative VTE
• Despite the awareness of the risks of VTE to admitted 

hospital patients and the presence of strategies to 
reduce this risk, rates of thromboprophylaxis are not 
ideal

Team members
Project Team  
• Abdullah Omari – Project leader
• John Rooney – Head of Orthopaedic Department
• Nicola Jackson - VTE CNC
• Phoebe Huestis - NUM Orthopaedics
• Vascular Medicine Registrar
• Levina Saad/Catalina Bahamon Rivera  -

Orthopaedic CNE 
• Paula Evangelista - VTE Clinical Lead
• Emma Pauley - Orthopaedic Physio
• Aarthmi Jeyachandran - Pharmacist
• Katherine Paulette - Ortho Care Coordinator
• Anthony Grabs – Executive sponsor

Prof Abdullah Omari Executive Clinical Director | Head of Vascular Medicine Department | Senior Staff Specialist                   
St. Vincent’s Hospital, Sydney aomari@stvincents.com.au                            (02) 8382 6634                          ECLP Cohort 18

Results

Sustain change and dissemination
Sustain change
• Standardisation

• Orthopaedic patients admitted to the orthopaedic ward
• Standardised and validated approach to VTE prophylaxis 

• Documentation
• Risk assessment in the notes
• SIBR documentation regarding VTE prophylaxis

• Measurement  
• Ongoing audit of patients 

• Training
• VTE prophylaxis part of the orthopaedic JMO orientation
• VTE orientation for nursing staff on ward

Dissemination
• ACI Innovation Exchange 
• 2018 SVHA Innovation and Excellence Awards

Link to National Standard
• Upcoming  Venous Thromboembolism Prevention Clinical Care 

Standard (being finalised)
• https://www.safetyandquality.gov.au/our-work/clinical-care-

standards/venous-thromboembolism-prevention-clinical-care-
standard/

Literature review
• Prevention of Venous Thromboembolism - NSW Health 

www1.health.nsw.gov.au/pds/ActivePDSDocuments/PD2014_032.p
df

• Kearon et al. Antithrombotic Therapy for VTE Disease: CHEST 
Guideline and Expert Panel Report. Chest: 2016; 49,2: 315-352

• http://www.cec.health.nsw.gov.au/patient-safety-programs/adult-
patient-safety/vte-prevention

Results continued Discussion and Outcomes:
• The stretch goal of 100% was not achieved

• Improved appropriate VTE prophylaxis
• Initial rate was 71.4% increasing to 75% at the end of the study 

mainly in chemical prophylaxis

• Improved VTE risk assessment:
• Initial rates of risk assessment only 6.1%
• Almost four-fold increase by end of the study to 21.8%

• Stakeholder knowledge
• Improved knowledge of orthopaedic staff

• No excessive chemical prophylaxis or bleeding 

• Proportion of orthopaedic patients on the orthopaedic ward was 
reduced during the study due to ward amalgamation 
• Adverse effect on study results 
• heterogenous patient group and differing nurse expertise
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Outcome measure: 
Appropriate VTE prophylaxis

Appropriate mechanical VTE prophylaxis

Process measures:
Appropriate pharmacological VTE prophylaxis

Process measures:
Knowledge

Balancing  measures:
Excessive pharmacological VTE prophylaxis
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Research engagement, barriers and needs 
of a large, rural public health organisation

Aim Statement: To survey Northern NSW Local
Health District staff for their thoughts and
experience on research activity, and the barriers
and enablers to engaging and conducting
research in the District.

Background
There is a clear directive in Australia to embed
research in health services as evidenced by:
• McKeon Review
• NHMRC recognition of Advanced Health

Research & Translations Centres and Centres
for Innovation in Regional Health

The objective is to better co-locate research to
where it’s likely to be translated

A key aspect to embedding high quality research
is Research Capacity Building (RCB) across four
structural levels & six principles (Figure 1).

Guidance Team
• Dr David Hutton, Executive Director,

Clinical Governance, Northern NSW LHD
• Northern NSW LHD Research Strategic

Advisory Committee
Project Team

• Dr Alex Stephens

Dr Alex Stephens, Director of Research, Northern NSW LHD, Alexandre.Stephens@health.nsw.gov.au, 0417 282 725,  ECLP Cohort 19

Key findings
• Considerable proportion of respondents

engaged in research
• Strong interest in doing more research
• Research engagement associated with

education level
• Major barriers were protected time and

funding
• Strong interest in further education

Future directions
• Strategic investment in support and 

resources
• Focus on further education
• Provide research training opportunities

Survey Results
Percentage engaged in research (Figure 2)
• 31.2% of respondents engaged in research
• Varied significantly by role and education
• Respondents with research related degrees 

displayed highest levels of engagement

Type of research engaged in (Figure 3)
• Quality activity projects led the way – 72%
• Staff also engaged in multiple types of 

research – ~25% 
OF NOTE (data not shown)
• >75% of staff engaged in research indicated 

they wanted to do more
• >50% of staff not engaged in research 

indicated they wanted to do some research

Why embed research?

It is widely accepted that embedding research in
health systems has many benefits, including:

• Advancing knowledge of health and disease
• Identifying novel treatments and models of care
• Improving patient health outcomes and

reducing mortality
• Building a culture of quality and excellence
• Reducing low-value care (waste) and adverse

events
• Promoting more rapid uptake of new evidence

and therapies
• Driving a culture of evidence-informed practice
• Providing a sense of contribution to improved

care for other/future patients by clinicians and
patients

Research barriers (Figure 4)
• Lack of time and lack of funding flagged as the

leading barriers
• Research Ethics and Governance, and Culture

and Leadership regarded as the smallest
barriers

Research training opportunities (Figure 5)
>60% of respondents expressed interest in:
• Research Methods
• Data collection tools & management
• Study opportunities

Interest in further education (Figure 6)
• Marked interest in further education
• Varied by age and current education
• Majority interested in further education

including a research component
• Steady rises in “no interest” with increasing age

and years experience

Research idea
Before embarking on RCB, measurements
must be made to:
• Describe current levels of research skills,

knowledge and activity
• Identify the perceived barriers, enablers

and motivational/cultural elements towards
engagement in high quality research

Main project activity
• Conduct a comprehensive research

capacity audit survey of Northern NSWLHD

Figure 1: Research Capacity Building Framework. Adapted from Cooke, J. A framework to 
evaluate research capacity building in health care. BMC Fam. Pract. 6, 44 (2005)

Figure 2: Percentage engaged in research by role, education, age and years experience.

Figure 3: Types of research engaged in.

Figure 4: Research barriers.

Figure 5: Research training opportunities.

Figure 6: Interest in further education.



Improving drug allergy management 
in SWSLHD 

Aim Statement:  
Within 6 months all patients attending the immunology out patient 
service will have their past adverse drug reactions identified and 
documented 

Background 
Adverse drug reactions (ADR) are commonly self reported however many are 
not clinically significant. For example, only 5% of those who report a history of 
penicillin allergy are truly allergic on testing. A poorly documented history of ADR 
can result in many clinical consequences including 1.suboptimal drug selection 
2. increased admission times 3.  increased cost of health care 4.recurrent ADR. 
Documentation of ADRs is not centralised. Recently, Liverpool hospital has 
moved to an electronic medical record (eMR) where ADRs can be documented 
in a easily accessible location,. This project aims to improve utilisation of this 
aspect of the eMR to improve identification and management of drug allergies. 
 

 
 
 

Team members 
Sponsor 
•  Dr Alan McDougall –  
 
 Project Team   
•  Dr Alisa Kane (Project lead)  
•  Dr Louise Evans (Head of department) 
•  Dr Catherine Toong (Clinical Immunologist) 
•  Dr Ari Murad (Clinical Immunologist) 
•  Dr Sameer Mallik (Immunology advanced trainee) 
•  Velma Parkinson (HIV CNC) 
•  Mahes Kannevolo (Allergy CNS) 
•  Eugenia Fiakos (Pharmacist) 

 
 
 
 
 
 
 
  

Place other Logo 
Here ie: facility 

Logo 

Alisa Kane   Clinical Immunologist, Liverpool Hospital 
    Email: alisa.kane@health.nsw.gov.au                            Phone: 8738 8371                    ECLP Cohort 19 

Discussion 
Drug allergy management is complex requiring clear and accessible record 
keeping to determine whether the reaction was an allergic reaction, another 
type of reaction such as an intolerance or a side effect as this has clinical 
implications for future use of the drug. eMR may be a good vehicle to 
centralise the documentation of such reactions for future use. This original 
aim of this project was to improve the management of  drug allergy from 
identification, documentation +/- testing. Currently our drug allergy testing 
clinic has a waiting list of >18months. Preliminary results looking at improving 
drug allergy identification and documentation are shown. This showed an 
increase in documentation with the implementation of simple interventions. In 
order to improve the stretch goal, improvement of other drivers will need to be 
met. While some are relatively simple, others such as increasing resources 
will be more challenging to achieve. A specific challenge of this project was 
enacting behavioural change when the outcomes (ie preventing ADR, 
improving cost savings through appropriate use of antibiotics) are not 
immediately seen by the participants. 

Results 

Future directions 
Current activities in progress to hold the gains include preparation of protocols 
with pharmacy input for the management of drug allergy and liaising with ward 
nursing staff and pharmacy for spreading eMR allergy documentation for when 
electronic prescribing is introduced. The main hurdle of  increasing resourcing 
is also being explored with possible use of pharmacy infrastructure and 
industry links to outsource dilutions of testing drugs. 

Link to National Standard or Strategic 
Imperative 
1. Governance for safety and quality in health service 
organisations 
2. Healthcare associated infections 
3. Medication safety 

Literature review  
1.  Macy E, Contreras R. Health care use and serious infection prevalence associated with penicillin "allergy" in 
hospitalized patients: A cohort study. J Allergy Clin Immunol. 2014;133(3):790-6. 
2.  Liew WK, Williamson E, Tang ML. Anaphylaxis fatalities and admissions in Australia. J Allergy Clin 
Immunol. 2009;123(2):434-42. 
3.  Mullins RJ, Wainstein BK, Barnes EH, Liew WK, Campbell DE. Increases in anaphylaxis fatalities in 
Australia from 1997 to 2013. Clin Exp Allergy. 2016;46(8):1099-110. 
4.   Trubiano, J. A., Chen, C., Cheng, A. C., Grayson, M. L., Slavin, M. A., Thursky, K. A., National 
Antimicrobial Prescribing Survey (NAPS). (2016). Antimicrobial allergy “labels” drive inappropriate antimicrobial 
prescribing: lessons for stewardship. The Journal of Antimicrobial Chemotherapy, 71(6), 1715–1722. http://doi.org/
10.1093/jac/dkw008 

 
 
 
 

 
 
 

PDSA 1  

PDSA 2 
 
 
 

PDSA Cycle 3  
 
 
 

 

 
 
 
 
 

 
 
 
 
 
 
  

Education of medical staff regarding 
Management of drug allergy,  
and the importance of ADR 
documentation 
 

Learning to use the eMR allergy  
documentation function 
 

Documenting allergies outside of 
clinic time  
e.g, when reviewing letters 

Figure 1. Rates of ADRs in patients seen in OPD clinics increased 
EMR was audited for 1 month prior to and after each subsequent PDSA change 
cycle for documentation of ADRs i 

Figure 2. Antibiotics are the most common ADRs 

Figure 3. Rates of ADR symptom documentation increased following PDSA interventions 
 

Figure 4. The rates of ADR with complete documentation in the eMR i.e. 
documentation of ADR that included implicated drug and details of 
clinical symptoms increased 
 

Figure 5. The rates of drug allergy histories that were taken but not documented 
in the eMR. This may be explained by increased rates of drug allergy 
identification 



Nurse – Patient Clinical Handover 
Engagement Huddle

Aim Statement: 
By October 2018, 80% of Ward 1 East patients 
and nursing staff will be engaged in a daily shift 
to shift clinical handover huddle together at the 
bedside.
Background to problem worth solving 
Over a number of years ward 1 East shift to shift 
clinical handover evaluations highlighted that 
nursing staff were not consistently engaging 
patients at the bedside .

Team members
Sponsor
• Jennie Barry, Director of Nursing and Support 

Services 
Sydney and Sydney Eye Hospital 
South East Sydney Area Health Service 

Project Team 
• Team Leaders – Ann Hodge & Louise Dunne
• 1East -Jin Li NUM , Charms Carabana CNE, 

Clerical staff
• QI Advisor – Maria Jessing (CGU SESLHD)
• Consumer – 1 East Patients

Place LHD Logo 
Here

Place other Logo 
ie: facility Logo

Authors : Ann Hodge Email: ann.hodge@Health.nsw.gov.au    Position: NM Operational Nurse Support                                            Phone  93827111 
Louise Dunne Email: Louise.Dunne@Health.nsw.gov.au Position: Patient Access Coordinator                      ECLP Cohort 19

Plans to sustain change
 Highlight clinical handover related IIMS in daily team safety huddle
 Continuously feedback of patient experiences, focusing on great experience related 

to bedside clinical handover
 Team celebration with positive Standard 6 audits results
 Consolidate practice on 1EAST, then  spread to other inpatient wards
 Scripted patient centred question could be used in transfer of care between 

departments
 Handover accountability of project to 1 East Nursing Leadership team with continuing 

support

Results – small sample at this stage, 
the  project in PDSA cycles solution 
implementations.  

Plans to spread /share change
 Submit to the ACI Innovation Exchange
 Submission to the SESLHD Improvement Innovation Awards 2019
 Implementation to other clinical unit within SSEH

Link to National Standard or Strategic 
Imperative
NSQHS Standard 1: Governance for Safety and Quality in 
Health Service Organisations
NSQHS Standard 2: Partnering with Consumers
NSQHS Standard 6: Clinical Handover
SESLHD Journey to Excellence Strategy 2018 -2021

Visual flag that bedside handover is in 
progress - PDSA Cycle 1      
Act
Repeat cycle number of times
in smaller numbers of rooms instead 
of whole ward with different
Nursing staff . 

Study
Varied  results while being
observed. Some staff were
prompted to use the visual flags
by being observed. No staff survey 

at this stage of study. Staff were 
interrupting each other , ignoring flags.

Reduce length Central Handover- PDSA 
Cycle 2

Clerk to log phone calls and messages 
during handover- PDSA Cycle 3

Average Central Handover time- 40 minutes 
before project PDSA cycles began

Plan
Visual of flags for 
the during 
handover.
Reduction of 
interruptions
2 staff members
Observation audit, 
staff survey 

Do
Use visual flags 
on WOWs during 
handover
Observation audit

Act
Repeat 2 more times, 
ensure clerk priority to 
remain at desk during 
handover.

Do

Plan
Messages logged during 
handover.
Clerk
Audit message log 
observe for interruptions.

Use message log for 1 
week.
Audit log 

Study
Ward clerk not at desk 
during handover at 
times. 
One interruption after 
message taken.

Plan
Develop the team  
Ways of Working
Start on time.
15 min timeframe
Nursing staff 
Log of handover 
times over a week
Staff survey

Do
Use Ways of 
Working
Document handover 
log 1 week

Study
Handover started 
on time.
50% were 15 
minutes and under 
duration
NUM on ADO .

Act
Repeat cycle twice 
more and include in 
log a reason why the 
handover went over 
15 mins.

68%

42%

Yes No

Bedside Clinical Handover-Visual Flag %

Overall Outcome of Project:
The project is in progress and the journey continues for 

patient safety.Patient survey 
• 100 % want the nursing staff to introduce 

themselves

• 87% would like to be asked about their 
needs/concerns/questions

• 100% would like their treatment plan 
discussed with them  at handover

• 75% would like to be included in the  
nursing shift to shift handover



http://
Development of a Consultation-Liaison 

Psychiatry Service at the Long Bay Hospital

Aim Statement: Achieve 100% referral 
completion for consultation-liaison 
psychiatry cases by December 2018

Background to problem worth solving: 
Confusion regarding the psychiatry 
consultation-liaison model of service for the 
Medical Surgical Unit, Long Bay Hospital.

Team members

Team Leader – Dr Antonio Simonelli
Mr Jonathan Lapitan – Clinical Nurse 
Educator
Ms Fiona Wright- NUM of Medical Surgical 
Unit
Mr Ben Woodruff- NUM of Mental Health 
Unit
A number of consumers were interviewed for the purpose 
of the service review.

Place LHD Logo 
Here

Dr Antonio Simonelli    Staff Specialist Psychiatrist  antonio.simonelli@justicehealth.nsw.gov.au 02 9700 3262    ECLP Cohort 19

Plans to sustain change
The changes being introduced are intended to persist. 
However, they could easily be overlooked. In order to 
ensure the changes are sustainable, a few measures will 
be put in place:
- Regular meetings between MSU & MHU staff
- Regular training and refresher sessions for all staff
- Inclusion of consultation notes onto electronic patient 

information system JHES.

Results
Outcome measures

Pre and Post- Change Staff 
Questionnaires consistently showed a 
change in attitudes and perception of the 
CL Service.

Prior to the project, staff (N. 20) 
consistently reported that mental health 
issues were not being adequately 
addressed for medical-surgical (MSU) 
patients. 6 months into the project, staff 
(N.18), consistently reported that mental 
health issues for MSU patients were 
being addressed and adequately 
supported.

Plans to spread /share change
Done: 
Submitted to ACI Innovation Exchange
Planned:
Present at Justice Health Grand Rounds
Present at NSW Health Annual Custodial Health Conference
.

Link to National Standard or Strategic 
Imperative
NHQHS Standard 1: Clinical Governance standard
NHQHS Standard 2: Partnering with Consumers standard
NHQHS Standard 5: Comprehensive Care standard
NHQHS Standard 6: Communicating for Safety standard.

Literature review :
1. Sharrock J, Happell B. The Role of the Psychiatric Consultation-Liaison Nurse in the 

General Australian Journal of Advance Nursing. 2000;Vol 18, No.1.
2. Smith GC, Clarke DM, Herrman HE. Establishing a Consultation-Liaison Psychiatry 

clinical database in a Australian General Hospital. General Hospital Psychiatry, 1993; 
159(4): 243-53.

3. Chen KY, Evans R, :arkins S. Why are hospital doctors not referring to Consultation-
Liaison Psychiatry?- a systematic review.  BMC Psychiatry, 2016; 16: 390

4. Handrinos D, Theologus E, Salzburg M. Service Use in Consultation-Liaison 
Psychiatry: guidelines  for baseline staffing. Australasian Psychiatry, 2011. 19(3) 254-
258.

5. Wand A, Sharma S, Carpenter L. Development of an operational manual for 
consultation-liaison psychiatry service. Australasian Psychiatry. First Published 19 
Feb 2018.

Change concept 1 - PDSA 
Cycle 
Use Tracking Board

Change concept 2 - PDSA 
Cycle 
Weekly meetings

Change concept 3 - PDSA 
Cycle 
Referral forms

Results continued

Process measures  continued 

Number of CL Psych Referrals from Nov 17 – Jun 18

Discussion
The introduction of systematised process measures 
around CL Psychiatry referrals at the Long Bay Hospital 
has proven to be beneficial and welcome. The MSU staff 
are feeling more supported and confident with their care of 
medical patients. Mental Health Staff are feeling needed 
and appreciated for what they have to offer.  All the while, 
patients are receiving more holistic and safer care. The 
service is still in its infancy, so processes are being tested 
and reviewed.

Overall Outcome of Project:
At this point, it appears the stretch goal is 
being achieved.

Cost saving 
This is yet to be formally investigated. Anecdotally, it 
appears there may be fewer patients being sent out 
to emergency departments following episodes of self-
harm because the risk is being identified earlier and 
measures have been put in place.

mailto:antonio.simonelli@justicehealth.nsw.gov.au


Ensuring safe discharge for patients 
undergoing Endoscopy

Aim Statement: 
By October 2018 all elective patients admitted 
under a Gastroenterologist who have an 
anaesthetic will have an escort home

Background to problem worth solving:
In a 9 month period in 2017 102 patients admitted 
to DPC did not have an escort home. This impacts 
on the patient, DPC and hospital.
Press Ganey patient experience results revealed 
that when asked about “Information you received 
before surgery”  the unit was in the lowest 
percentile when benchmarked against 462 sites.

Team members
• Senior staff specialist Department of 

Gastroenterology and Hepatology
• Stream Manager - Surgical Stream
• Nurse Manager of Interventional Services

Project Team  
• Team Leader 
• QI Advisor 
• Consumer 
• CNE DPC
• NUM DPC
• RN DPC
• Anesthetist

Place LHD Logo 
Here

Place other Logo 
Here ie: facility Logo

Author:     Charlotte Birchall             Position: Manager PSQU SVHN                     Email: charlotte.Birchall@svha.org.au
Phone:      0405323240                    ECLP Cohort 19

Plans to sustain change:

1. Funding to secure pre-admission role in DPC
2. Development of a checklist in the EMR for pre-admission processes
3. Develop use of “Real time patient experience” surveying to improve 

patient experience
4. Implement across other patient groups in DPC
5. Continue training of staff to ensure consistency of message
6. Further involvement of the consumer in working with patients in DPC

Plans to spread /share change:

Enter into the SVHA Innovation and Excellence Awards 2019
Enter into external Quality awards:
 NSW Health Awards 2019
 Australian Catholic Awards 2019

Link to National Standard or Strategic Imperative 
• Standard 2
• SVHN Patient Safety and Quality Plan 2016- 2020

Literature review 
Adler, D.G.(2015).’Consent, common adverse events, and post-adverse event 
actions in endoscopy” Gastrointestinal Endoscopy Clinics of North America 
25(1):1-8
Armstrong, D.et al. (2012). Canadian Association of Gastroenterology consensus 
guidelines on safety and Quality indicators in Endoscopy” Canadian Journal of 
Gastroenterology 26(1):17-31
Mitty,R.D.and M.Wild (2008). ‘The pre and post procedure assessment of patients 
undergoing sedation for gastrointestinal endoscopy.” Gastrointestinal Endoscopy 
Clinics of North America 18(4);62640, vii
Anonymous (2007). “Providing transportation home after a procedure” 
Gastroenterology Nursing 30 (1): 51-52
Huber, D. (2007) “Discharge Instructions.” Gastroenterology Nursing 30 (6): 451-
452
Lazzaroni, M. and G.Bianchi Porro (2005). “Preparation, premedication, and 
surveillance.” Endoscopy 37(2);101-109



Looking After the Outliers 

Aim Statement: 

To open a mixed medical ward by April 2018 
at 60% occupancy.
Background to problem worth solving: 
Patients admitted to non specialty wards are at risk of 
increased length of stay and sub optimal nursing care due 
to lack of experience and knowledge with presenting 
medical condition. Patients comment on potential failings 
in communication, medical staff availability, nurses 
knowledge and resources available, each of which may 
contribute to unsafe care

Team members
• Sponsor/s 

• Danielle Levis: DoNM
• Rola Tawbe: DDONM
• Luke Elias: Business Analyst

• Project Team  
• Team Leader – Cheryl Trudinger
• Whole of Hospital Advisor – Leah Dawkins

Team Members:
• Anna Lam
• Leanne Watson
• Maria Gedalanga
• Aileen Tadiaman
• B27

Cheryl Trudinger: Divisional Nurse Manager – Acute Medicine Blacktown Mt Druitt Hospitals
E: Cheryl.Trudinger@health.nsw.gov.au     PH: 0428 738 100                                                   ECLP Cohort 19

Plans to sustain change
1. Standardisation – the project has developed a robust ‘Ward 

Readiness Checklist’ which can be and will be used to open 
future wards including the ‘Winter Ward’

2. Documentation – Proven through the project that 
documentation of process requires centralisation.

3. Measurement – Plan to review data on ALoS monthly and 
monitor trends. Staff survey to be conducted again at 6 
months and then 12 months and commence patient survey.

4. Training – ongoing education planned to ensure processes 
such as e-PJB Rounds continue and the team continues to 
develop.

Results
Outcome measures
Pre intervention  Average Length of Stay (ALoS) for the 
combined 7 specialties located in new ward.

Process measures

Plans to spread /share change
Lessons learnt will be shared –
Ward Readiness checklist;
Recruitment processes

Link to WSLHD Better West Strategic 
Priorities:
• Patient Experience Matters
• Exceptional People
• Spending wisely
Literature review 
Goulding,L ;Adamson,J; Watt,I; & Wright,J, 2013, Lost in Hospital: a 
qualitative interview study that explores the perceptions of NHS inpatients 
who spent time on clinically inappropriate hospital wards. Health 
Expectations, 18, pp.982 – 994.
Asplund,K; Gustafson,Y; Jacobsson, C; Bucht,G; Wahlin,A; Peterson,J; 
Blom,J; & Angquist,K, 2000, Geriatric-Based Versus General Wards for Older 
Acute Medical Patients: A Randomized Comparison of Outcomes and Use of 
Resources. Journal of American Geriatrics Society, 48, pp 1381 - 1388

Results continued…
Process measures  continued

Balancing  measures

Discussion
B27 opened for admissions on May 7th 2018 at 60% capacity following a 2
week commissioning period. 7 specialties are located in the 16 bed ward:
Renal; Toxicology; Infectious Diseases; Drug & Alcohol; Endocrinology;
Rheumatology; & Immunology.
The leadership of the ward comes through the Nursing Unit Manager and
the multidisciplinary team who are all engaged in driving the ward
forward.
The nursing team pulled from the existing nursing team at Blacktown
Hospital have blended well and are beginning to work through the early
teething problems of a new team. The ward is supported by the hospitals
CNE’s to provide education on the new specialties with plans to employ a
Permanent Part Time CNE.

Overall Outcome of Project:

• The mixed medical ward (B27) opened May 7 2018.
• The ward was at the planned 16 beds capacity within 4 

weeks of opening.
• A NUM has been appointed and is beginning to develop the 

nursing team
• The multidisciplinary e-PJB rounds are being driven by the 

NUM with coaching from Whole of Hospital consultant.
• Education of staff is structured and planned due to number of 

specialties to be covered with an unexpected focus on 
peritoneal dialysis due to patient cohort.

• Yet to determine ALoS improvement

Pre intervention 
discharge times 
of patient's.



NSW Ambulance Authorised Palliative Care Plans
Do they facilitate care that is in line with the 

patient’s wishes?

Aim Statement: 
Within one year all patients in South Western Sydney 
Local Health District (SWSLHD) Liverpool Sector who 
have an Authorised Palliative  Care Plan (APCP) who 
require the services of NSW Ambulance (NSW A) 
paramedics are treated  in accordance with  their APCP.

Background to problem worth solving 
NSW A  APCPs have been used  since 2012. This project 
aimed to describe the utilisation & efficacy of APCPs & 
identify opportunities to strengthen their ability to meet the 
increasing demand for out of hospital Palliative and End of 
Life Care.

Executive Sponsors
• Graeme Malone, Director, Clinical Systems Integration
• Michelle Shiel Manager, Low Acuity Care NSW Ambulance
• Ken Hampson, Director, Clinical Governance, SWSLHD

Project Team  
Team Leader – Colleen Carter Coordinator Palliative & End of Life 
Care
Janeane Harlum, Service Manager, Palliative Care, SWSLHD
Dr Jennifer Wiltshire, Staff Specialist Palliative Care SWSLHD
Tom Patton, Educator, NSW Ambulance SWS Zone
Carin Lewis/Aaron Casey, HRM NSW Ambulance SWS Zone
Charmaine O’Connor CNC Palliative Care Liverpool Hospital
Kerrie Womsley, CNC, Palliative Care, Liverpool Community
Naomi Ellis, Coordinator, End of Life Care, Liverpool Hospital
Anne Harley,  Project Officer, SWSPHN

Colleen Carter Coordinator Palliative & End of Life Care NSW Ambulance Colleen.Carter@health.nsw.gov.au         ECLP Cohort 19

Plans to sustain change
Further education and online training packages to support the 
changes that have been implemented.
Undertake projects with other LHDs to identify more areas for 
improvement and to  disseminate information about APCPs 
and the changes already implemented.

Results
During the period December 2017 to June 2018, 27 patients 
had APCPs completed by their treating clinicians including 
their GPs.
Five (18.5%) of these patients called Triple Zero (000) for 
support during this time. 
Four patients were still alive at the end of the study.
One patient called Triple Zero (000) 4 times,
twice for falls &  not requiring transport, 
One for high INR requiring admission at GP’s authority and 
the final time for dyspnoea.
Two patients called twice, and the care plans were followed, 
not requiring transport to hospital.
One call was for Verification of Death, also indicated on the 
care plan.

The demographic data was completed on APCPs well, 
although contact information for “Person Responsible” 
could have been better to facilitate improved communication 
between paramedics and contact people.

The After Hours Service number was documented on three 
APCPs. This number has been added to the current 
Protocols to facilitate more timely communication between 
paramedics and Specialist Palliative Care Services.
An area of opportunity lies with improved engagement with 
Primary Health Providers mainly GPs, as the Community 
Palliative Care Service was connected to this project

Plans to spread /share change
Present at CAA Conference Auckland New Zealand August 
2018 to increase awareness of the ACPs
Present at Palliative Care NSW State Conference Kiama
November 2018 to promote this initiative and increase 
service providers knowledge of ACPs.
Expand to include other Specialist Palliative Care Services
Submitted to the ACI Exchange
Planning to review the efficacy of the ACPs in the Paediatric 
population.

Method
• Engaging with specialist services & primary providers 

to undertake a review of paramedics current levels of 
compliance with documented APCPs.

• Introduce measures to increase compliance to 100% 
for patients with APCPs who call Triple Zero (000) for 
an ambulance

• Colleen partnered with SWSLHD Palliative Care to 
increase the compliance with APCPs.

• The Driver Diagram depicts the steps undertaken and 
guides future direction to increase uptake of 7 
compliance with APCPs.

Change concept 1 - PDSA Cycle
• Focus groups x 3 to review APCP template 

and endorsement process 
• Provide education to Specialist Palliative 

Care Staff - Medical, Nursing and Allied 
Health.

• Review ACP to include suggested changes
• Updated template reviewed by user 

groups.

Further Change Concepts
1. Centralised process to ensure access to 

Palliative Care advice & support - Complete
2. Palliative Care education for paramedics who 

man the Clinical Advice Line - Planned
3. PEPA education for Regional Paramedic 

Educators - Complete
4. Improve paramedic awareness of role of 

Coordinator P&EOL Care and contact 
process – Complete

5. Increase Paramedic access to external 
education resources and training – Now 
incorporated into all training sessions

6. Improve Paramedic s ability to support 
patients by reviewing & updating relevant 
protocols – Complete

7. Identify Paramedic Palliative Care 
Champions – Future planning

8. Provision of Electronic devices to enable 
paramedics access to ACP information prior 
to patient contact – On hold

9. Update Fact Sheets and make them 
available – Underway

10. Present at  PHN CPD events & other 
opportunities to improve knowledge & 
awareness of APCPs –Underway

11. NSWA to regularly attend LHD End of Ife 
Committee Meetings – Underway

12. Explore opportunities to develop M&M 
Process between LHD & NSWA –Future 
planning.

Overall Outcome of Project:  
This initial phase of the project has achieved the stretch 
goal.
Future plans may include closer liaison with Primary 
Providers (GPs) and Specialist Services to promote earlier 
identification of  patients when an APCP may be 
appropriate. 
Continued education through the Primary Health Networks 
can only improve for Palliative Care patient’s access to a 
program that has been developed to respect their 
preferences and support their families and carers.
Full implementation of the change ideas, identified in the 
Driver Diagram, would address some of the opportunities 
within this program.

Link to National Standards
Palliative Care Australia National Standards 5th Edition
• http://palliativecare.org.au/standards

National Consensus Statement
• https://www.safetyandquality.gov.au/publications/national-

consensus-statement-essential-elements-for-safe-high-
quality-end-of-life-care/

ACHS 2nd Edition
• https://www.achs.org.au/programs-services/nsqhs-standards-

2nd-edition/

.
$ Cost saving
No cost analysis was undertaken during this project 
but may be considered in the future. Of the patients 
included in this project 52% died at home and 
another 2 patients died in their RACF (technically 
their home) in total 56.5%. The national average for 
home deaths is 14%.  It is well established that care 
at home is much more efficient than admission in an 
acute bed.

http://palliativecare.org.au/standards
https://www.safetyandquality.gov.au/publications/national-consensus-statement-essential-elements-for-safe-high-quality-end-of-life-care/
https://www.achs.org.au/programs-services/nsqhs-standards-2nd-edition/


Improving patient care by learning the 
lessons together

Aim Statement 
By the 30 July 2018 90% of SAC 2 clinical 
incidents occurring in the Northern Cluster will 
have appropriate review and improvement 
recommendations made by the clinical review 
team within 45 days of the incident occurring.
Background to problem worth solving 
New CE directed clusters to be responsible for 
undertaking SAC 2 clinical incident reviews 
resulting in 45 day KPI not being met .

Team members
Sponsor/s
Virginia Cater SNSWLHD Director People & Performance
Denis Thomas SNSWLHD Northern Cluster General Manager
Project team members
Cheryl Tozer Director Nursing & Midwifery Goulburn Health 
Service
Kristy Wilson – Goulburn Health Service CNE
Dr. Ranjit Paul – A/g Director of Medical Services Northern 
Cluster
Jeremy Gilchrist - Allied Health Manager Northern Cluster
Consumers
SNSWLHD Northern Cluster Consumer Consultative Committee

Debbie Oxford-Willson OASV Manager &  Brigid Ryan  GM Organisational Development & Safety     Phone : 0419975093       ECLP Cohort 19     
Email  debbieoxford.willson@health.nsw.gov.au         brigid.ryan@health.nsw.gov.au

Plans to sustain change

Ongoing clinical review support for 
clinicians including:
• Training
• Allocated time to undertake 

reviews
• Ongoing mentoring for more 

junior reviewers
• Monitoring of timeframes
• Monitoring of recommendations

Clinical Governance Unit to 
implement strategies across all 
SNSWLHD facilities.

Ongoing monitoring and reporting 
to SNSWLHD Executive.

Results
Outcome measures
Improved response time to identifying SAC 2 incident.
Improved time to commence investigation of SAC 2 
incident.
Point of accountability is now identified at all levels. 
Increase skills of staff by implementing and evaluating 
clinical review training has led to staff willing and 
engaged to assist in the process.
Mean time to complete was 221 days currently 57.6 
days.

Plans to spread /share change
To be implemented across LHD.
To be submitted to the ACI Innovation 
Exchange.
To be entered into the 2019 
SNSWLHD Quality Awards

Link to National Standard or Strategic 
Imperative
Standard 1 Governance for Safety and 
Quality in Health Service Organisations 
Standard 2 Partnering with Consumers
Literature review
Mitchell, I., Schuster, A., Smith., Pronovost, P. &  
Wu, A. (2015) Patient safety incident reporting: a 
qualitative study of thoughts and perceptions of 
experts 15 years after ‘To Err is Human’ BMJ Quality 
& Safety

Results
Process measures 
The process measure was to increase the number 
of staff trained in conducting clinical reviews by 
50%.  Over 25 staff have been trained in the 
Northern Cluster surpassing the original target of 
50%.

Overall Outcome of Project
Whilst the target of 45 days was not 
met the overall response to identifying 
and commencing an investigation of 
SAC 2 incidents has improved 
significantly from a mean time of 221 
days to 57.6 days.

Most importantly staff in the Northern 
Cluster have the skills and commitment 
to respond to the management of a 
SAC 2 incident including ensuring 
patients and their relatives are 
informed and involved through out the 
process. 



Improving the Cell Block Procedure at 
Pathology West

Aim Statement
Within 9 months, reduce the turnaround time (TAT) by 50% 
for all Cell block (CB) samples at Westmead.

Background to problem worth 
solving 
There are deficiencies in pre-analytical processes that 
have led to delays in the reporting of cell blocks. Specific 
area for improvement of the work-flow to optimise sample 
examination and minimise diagnostic errors have been 
identified. 

Author: A/Prof Hema Mahajan Position: Head of Cytology, NSW Health Pathology, ICPMR Email: Hema.Mahajan@health.nsw.gov.au Phone: 8890 6182.      ECLP Cohort 19

Plans to sustain change
1. Documentation
2. Training of staff 
3. LIS enhancements
4. Regular monitoring of TAT

Results
Proportion of addendum reports out of the total cytology 
reports

Comparison of expedite processing 
versus current processing time of CB 
meant that CB for urgent specimens 
could be processed the same day, as 
compared to 2 days previously.

Plans to spread /share change

Introduction as routine laboratory practice

Presentation in quality improvement forums. 

Discussion

Support has been received from all key 
stakeholders to develop a linear workflow to 
streamline the CB processing and reporting. 

A number of variables impact TAT including 
requirement for immunostains, ordering 
additional stains, recut of specimens, staffing, 
tracking of slides etc.

LIS enhancements have been suggested, 
along with a tracking system, to improve 
visibility of some aspects of work flow.

Due to issues with staff shortage, completion 
of CB handling process in cytology could not 
be achieved. However, the process of rapid 
fixation meant that an urgent specimen could 
be processed in timely manner without 
compromising the results.

Overall Outcome of Project:
1. Decreased TAT

Removal of non-value added steps
Reduced fixation time 
Same day processing for the urgent cell blocks

2. Improvements in reporting pathway 
Improved TAT
Efficiency in reporting (same day verification)

3. Safety checks instituted 
Batch handling of cell blocks to single piece write-up
Linear flow in handling of CB by single person
Reporting pathway clearly defined with scientist input

4. Facilitation of LIS Pathway

Team members
• Sponsors  (Guidance Team)  

• Prof Roger Wilson, NSW Health Pathology
• Prof Dominic Dwyer, NSW Health Pathology

• Project Team 
• A/Prof Hema Mahajan - Team Leader 
• Prof Jane Armes, Clinical Director
• Susan Mawad, Senior Scientist In charge Cytology
• Amanda Player – Sector Manager
• A/Prof Raghwa Sharma – Senior Staff Specialist
• Susan Westen, Quality Manager - QI Advisor
• Dr Peter Wu, Respiratory Physician – Consumer

Measurables:

Reductions in non-productive processing tasks
Reduction in numbers of addendums created
Reductions in TAT (shorter fixation times, rapid processing 
runs)

• http://www.captodayonline.com/cytopathology-cell-
blocks-getting-least-invasive-method/

Plan the change Carry out change Study the data Act on the data

Coordinate the cyto-histo work 
flow

Meeting with Section Manager and Sector 
Managers, try shorter processing times

Review the results of shorter 
processing times

Try overnight processing of all the CB 
samples

Review of existing processes for 
making CB 

Try shorter fixation times Review the CB slides Applied to urgent specimens

Complete handling of CB in 
Cytology

Try complete transfer of CB to casettes in cytology Review the time saved
Staff leave 

Develop guidelines and try again in future

Review data (addendum reports, 
TAT)

CB numbers and labels filled out by Scientist in 
addendum report, templates provided to scientists

Positive feedback from 
pathologists

Safety check installed
Double checking of report

Direct delivery of CB to 
pathologists

Issues with identifying the responsible pathologist LIS functionality not compatible Contact IT department

mailto:Hema.Mahajan@health.nsw.gov.au


The Big 3
Generating workshop follow-through and value

Aim Statement: 
Within 12 months of the baseline measures (Dec ‘17), workshops facilitated by the CEC Organisational Development team will 
achieve 3 month follow-up survey results stating:

1. That 75% of participants have noted tangible local follow-through after workshop
And

2. That 50% of participants believe more value than they expected is being generated from the workshop

What is the context
The CEC provides state-wide leadership, and supports local health services to continuously improve safety and quality in the 
NSW health system. 
Our value as partners in improvement is a critical commodity. Therefore, at every opportunity the CEC needs to explore ways to 
add further value to those partnerships.
Facilitating improvement focused workshops is an option that the CEC frequently uses to support partnership work with local 
health services. 
Workshops are a significant investment of resources for all, often pulling together dozens of senior clinicians and managers into 
shared discussions for a number of hours.
Workshops should be used sparingly as a method of engagement.
When it is decided that a workshop is the desired method of engagement, the workshop itself should be designed to meet the 
local need and context, to ensure maximum value and ease of effort to participate. 
It is critical that workshops deliver value that meets or exceeds expectations.

Workshops facilitated in 2017 by the Organisational 
Development Team

The narrative from participants
“I found the process to be well organised, just about the 
right time, the facilitators kept us focussed, there was 
sharing across the room”

“…if the organisation picks up on the themes and 
commits to working to address them, it was a very 
valuable exercise”

“Key people were absent from the workshop, and this was 
partly because the purpose was not explained at the time 
of sending the invitation. If people do not understand what 
it is about, they will not prioritise the activity. Having these 
people absent straight off sends the message about 
organisational commitment…”

“Follow up is critical - the time will only be well spent and 
beneficial if the organisation then follows through on the 
recommendations”

Debriefing, evaluation and feedback
The CEC invested in learning about the workshop 
process itself, and how the process had contributed to 
realising local VALUE. This included:
• Immediate post workshop debriefing with local leaders
• Next day online evaluations for all participants
• October 2017 – re-surveying all workshop participants 

seeking their perspectives on follow-through and 
value. 

34%
Perceived real follow-through 

after the workshop

29%
The workshop resulted in 
more value than expected

Wasted 
resources

Morale 
suffers

Strategies 
undelivered

Erosion of 
leadership 

confidence + 
more change 

resistance

The cost of not delivering value
Accelerating Implementation Methodology describes the organisational costs of 
failing to deliver implementation value. 
The workshops that we facilitate contribute to the legacy of confidence and delivery in 
local organisations.
It’s critical that we help deliver REAL and PERCEIVED value from those workshops 
that meets or exceeds expectations.

Image reference: Accelerating Implementation Methodology
© Implementation Management Associates

71%
Participants were able to 

contribute effectively

69%
Facilitator was key factor 

adding value

2.9%
Identified that improved 
facilitation was needed

What we learnt from surveys
The big three
From the evaluation process, our 
participants helped us to understand that 
the 3 factors that would most positively 
influence VALUE from workshops are:

1. Senior leader communication of 
purpose

2. Preparation and information for 
participants that directly aligns to 
purpose

3. Senior leaders communicating a clear 
process for follow-through, including 
how participants may be involved

3Driver Diagram 

The right amount of time available

Clarity of the workshop purpose

Effective facilitation processes

A strong focus on next steps

Room/environment

Available tools are robust and valid

Understanding of the process and tools

Feedback to participants

The purpose of my involvement was clear

Feedback or testing of outputs with other key groups

Engaging clinical leadership groups

Senior leaders communicated the purpose well

Engaging executive leadership groups

The purpose of the workshop is aligned to real need

Participation of senior leaders

I had the right prep information

Processes designed to meet the need

Environment that supported involvement

The right participants identified and available

I understood my role following the workshop

Clarity of the post workshop process

Preparation that 
connects purpose 

to people

Effective 
workshop 

delivery

Clear follow-
through 

processes

Participation of clinical leaders

The post workshop process happened

Participants of 
workshops facilitated 
by the Org Dev Team 
perceive greater value 
realisation

P
DS

A

P
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A

P
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25 Work 
shops ½ day 30+ 

people

11 
rural

plus 
travel

Very 
senior 
staff

X X

1. Plan
Senior leaders aligning local 
messages on purpose 
+ 
identifying follow-through 
process

2. Do
 Face-to-face with leaders
 Email follow up 
 CE briefing 
 Audit Committee face-to-

face briefing
 1-page hand out

4. Act on the data:  
Understand target group
Refine key messages
Identify new target groups

3. Study  
Frame of reference and 
history are strong

The importance of key 
messages that 
communicate boundaries

P
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A P
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DS
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DS

A

Results after Test #1
There has been one diagnostic process that involved 2 workshops. A series of new workshops are 
expected towards the end of 2018 that will enable greater testing, evaluation and learning.

Baseline 
(Dec ‘17)

Next day 3 mth follow-
up

Perceived follow-through 34% 64%* Due July 18

Perceived value 29% 14%* Due July 18

Follow-through process lacks clarity 62% 7% Due July 18

Senior leaders communicated purpose 40% 89% Due July 18

The right information was provided to help prepare 37% 57% Due July 18

Workshop conversations were productive and 
aligned to purpose

57% 75% Due July 18

* the next-day survey asks about “confidence in” follow-through and value realisation

Testing, learning and sustaining
A substantial number of workshops are expected in the second half of 2018
• More opportunities to test and learn
• More evaluation 
• Build planning and communication templates that support and sustain the Big 3
• Share to health system pillars and agencies to influence their work with local health services

Contact
Ian Richards, Snr Advisor, Strategic Implementation 
Ian.Richards@health.nsw.gov.au | +612 9269 5622                          
ECLP Cohort 19

mailto:Ian.Richards@health.nsw.gov.au


Connecting Kids Through Primary 
Healthcare

Aim Statement: 
Within 12 months 100% of primary and secondary schools 
in Broken Hill will have a dedicated Primary Health Care 
Registered Nurse addressing student health needs

Background to problem worth solving 
• Child and adolescent services confronted with increasing 

demands to address complex health, educational and social 
needs. 

• Poor service accessibility and inadequate cross-sector service 
integration.

• More likely to be born into, and grow up in poverty, with child 
poverty rate 22.45% nearly double state average 13.8%

Team members
• Sponsor/s  (Guidance Team)  
Dale Sutton, Executive Director Nursing & Midwifery General 
Manager Far West LHD 

• Project Team  
Dr Deb Jones, Director Primary Health Care, UDRH
Peter MacBeth, Director Educational Leadership, PS FW
Bob Dyson, Network Specialist Coordinator, PS FW
Dr David Lyle,  Director Primary Health Care, UDRH  
Grant Shepherd, Principal Willyama High School
Brett Cumming, Principal North Public School
C - Student engagement through school health profiles, SRC
C - Parental engagement in School Health Profiles, P&C
C - Aboriginal Education Consultative Group (AECG) rep

Jacqueline Ballard   Nurse Manager Policy Practice Initiatives    Jacqueline.Ballard@health.nsw.gov.au   0428118176  ECLP Cohort 19

Plans to sustain change
Implementation – Improvement – Embedding

The strength is in our partnership 

coming together and resolving 

issues identified to provide a quality 

service for our children and young 

people in our community.

• Cross-sector multidisciplinary Governance Committee 
(FWLHD, NSW PS, UDRH)

• Engagement across health service – advocacy MHDA
• Creating system engagement and standardisation of 

clinical practice/scope

Results

Plans to spread /share change
• Research paper "A Strategy to Address Rural School 

Student Inequities: The Primary Healthcare Registered 
Nurse: Schools-Based Strategy." submitted to Journal 
Primary Health Care Research & Development.

• ACI Innovation Exchange 
• 3 year project Monitoring and Evaluation Framework 

joint Centre Education Research Statistics and 
Evaluation, NSW Health, University Sydney and 
University South Australia 2018 -2020

Link to National Standard or Strategic 
Imperative
• Standard 1: Governance Safety Quality 
• Standard 2: Partnering with Consumers

Literature review 
• Literature Review Phase 1 - A Comprehensive Review of the 

Literature on School-Based Registered Nursing - Embedding 
Health Primary Health Care Registered Nurse in Schools 
Service July 2017

• Phase 2 Part A – Models of Primary Health Care
• Phase 2 Part B – Child and Adolescent Wellbeing
• Phase 2 Part C – School Health Centres

Develop School Health Profile 
- PDSA Cycle 

Develop cross-sector 
Steering Governance Group -
PDSA Cycle 

Conduct Literature Review -
PDSA Cycle 

Overall Outcome of Project: Stretch goal in 15 
months

$ Cost saving 
• Preventative health care model
• Cost saving projections integrated into 3 year 

monitoring and evaluation framework 



Weekend Discharge Rates

Aim Statement: To increase the number of 
patients being discharged by the medical 
and surgical teams on the weekend for 
Wyong Hospital within 6 months by 20%
Background to problem worth solving:
With admissions increasing by 30% over 
the past 5 years access to beds is a 
growing problem with Mondays being an 
ongoing challenge.

Team members
• Sponsor:

• Kate Lyons – Executive Director of Clinical Ops

• Project Team:  
• Greg Kidd – Patient Flow Manager
• Dr Cameron Hunter – Head of General Medicine
• Advanced Trainees – General Medicine
• After Hours Nurse Managers
• RMO Representatives

• Special Thanks to:
Alan Davidson – Change Manager/WOH Lead
Emma Watson – Manager, ABM Team

Jeffrey King, Director of Clinical Services, Wyong   Jeffrey.King@health.nsw.gov.au  0427607321         ECLP Cohort 19

Plans to sustain change
Embed practices and processes
• Enhanced weekend handover
• Electronic tools to flag and communicate 

discharges
Implement Multidisciplinary Team Agreements
• Improve communication between disciplines
• Documented “BAU” processes
Broaden the project team
• Getting more of an multidisciplinary approach for 

phase 2
Share the learning
• Present results at Wyong Patient Flow Meeting 

and report progress to the committee
• Present results to the District Demand and 

Capacity Meeting

Results

Discharges by day of the week

Plan:
• JMO on rostered overtime
• Medical/Surgical ward focus
• Process for flagging and 

communicating discharges
• Was a manual process
• Data: Number of discharges 

Do:
• List was collated from each team 

manually
• First trial of an adapting an 

existing tool failed 
• Results for each team displayed 

every Monday to promote 
awareness

Act:
• IT engaged to develop electronic 

process
• Phase 2 to include focus on MDT 

planning processes

Overall Outcome of Project:
Saturdays  -Increased from 7% to 10%

Sundays – Increased from 5% to 6%

Mondays – Decreased from 20% to 17%

$ Cost saving 
Bed day cost = $1400
Saving = 325 bed days  x $1400 = $455,000
Cost of JMO shifts = $85,000

Total Saving = $370,000

Study:
• Results showed having dedicated 

shift made a significant difference 
to the number of patients 
discharged

• Ongoing issues with flagging, 
communication and planning

• Manual processes cumbersome



Accreditation Ready Anytime

Aim Statement: 
Bellingen Hospital will have a 
demonstrated ongoing program to support 
accreditation by July 2018

Background to problem worth solving 
We don’t commence accreditation preparation 
until 6 months before survey, leaving staff 
feeling pressured and rushed.

Team members
• Sponsor/s 
• Janelle Goodall EO/DON
• Lisa Slater Acting DDON
• Project Team  
• Jenny Chapman Acting Quality Manager
• Maria Horseman Acting Quality Assurance Officer
• Jodie Glover NUM
• Kate Williams NUM
• Rae Beaumont NUM
• Joanne Cook NUM
• Chantel Baker CNE
• Jenni Gerdes CNE

Jenny Chapman Acting Quality Manager Coffs Clinical Network Jenny.Chapman@ncahs.health.nsw.gov.au  66567064 ECLP Cohort 19  

Plans to sustain change
• To regularly review the contents of the quality folder to 

ensure relevance and identify any gaps.
• To regularly monitor and review the District Audit 

schedule
• To repeat staff survey at 6 monthly intervals to gauge 

knowledge and confidence.

Results
Staff were asked to complete a survey prior to the project to 
ascertain their level of knowledge in relation to 
1) Accreditation
2) The National Standards
3) The evidence required for Accreditation

The staff  were then surveyed post project with evidence of 
an increase in knowledge for all staff particularly around the 
evidence required for accreditation.

Plans to spread /share change
• The creation of an electronic quality folder on Macksville

Hospital’s share site
• The inclusion of accreditation on the agenda of all 

meetings across the Coffs Clinical Network
• The implementation of Quality and Safety rounds across 

the Coffs Clinical Network

All hospitals are required to implement the 
NSQHS Standards.
The aim of the standards is to protect the 
public and improve the quality of health care.
They describe the level of care that should be 
provided by the health service organisations 
and the systems needed to deliver such care.

Change concept 1 - PDSA 
Cycle 

Plan – The creation of an electronic 
quality folder.
Do – Send monthly data to NUM’s and 
tell them it is stored
in the electronic folder
Study – All NUM’s and CNE’s asked to 
rate how likely it was that they would 
utilise the electronic quality folder.
Act - Quality Assurance Officer to stop 
sending reports, just an email to let 
them know that their reports were 
available in the electronic folder
CNE’s to start inservices by showing 
staff where to access the folder, what 
information it contains and what it can 
be used for.

Results from the question ‘ How likely 
are you to use the quality folder indicate 
a high uptake.

Results
Staff were asked to complete a survey prior to the project 
to ascertain their level of confidence in relation to
1) Their accreditation readiness
2) Their ward /unit accreditation readiness

The staff were then surveyed post project with a marked 
increase in their confidence levels for both individual and 
ward / unit accreditation readiness

Overall Outcome of Project:  
• The electronic quality folder has been created  and 

is being utilised by staff.
• A district wide audit schedule has been 

implemented
• Senior staff rounding is being undertaken on a 

regular basis and includes discussions with staff at 
all levels of the organisation

• Quality Managers are invited to attend the CGU 
senior team meeting to learn and exchange 
information

NP Score Frequency NP tally S Calculat
Detractors 0 0
Detractors 1 0
Detractors 2 0
Detractors 3 0
Detractors 4 0
Detractors 5 0
Detractors 6 0

Neutral (Passives) 7 0
Neutral (Passives) 8 2

Promoters 9 10
Promoters 10 0

Total 12 12 9
NPS Calculatio

10
83.3%

Net Promoter Score Frequency Table

0 0.0%

2
N/A



OUT

Aim Statement 
100% of patient/residents carers and family 
at Nyngan health Service will know how to 
activate concerns for care by 30th June 2018.

• There is no carer activated response system in 
place at Nyngan Health Service.  

• Failure to recognise and escalate deterioration 
is a common risk factor identified in RCA 
committees

Team Members 
Di Wykes – Director of Clinical Governance Western NSW LHD
Sharon McKay – Southern Sector General Manager Western NSW
Ashlea Laynard- Quality Advisor 
Sue Bourke - Consumer
Jacqui Chapman – Nurse Manger
Shannon Nott – Rural DMS
Linda Holmes – Nyngan CNE
Sophie Greig – Registered Nurse
Anne Taylor  - Patient Flow and Transport Nurse Manager 
Paulette Meldrum – Enrolled Nurse

Jenny Griffiths              Health Service Manager, Nyngan Health Service      Jennifer.griffiths@health.nsw.gov.au 0409392811 ECLP Cohort 19

Plans to sustain change
1. Standardisation – CEC tools used to ensure this 

criteria is met
2. Documentation – the addition of eMR powerform

will make documentation and reporting easier for 
staff

3. Measurement – there is an ongoing data strategy 
for project 

4. Training – REACH added to orientation processes 
for new staff both in Nyngan and in the Patient 
Flow and Transport team.

Results
OUTCOME MEASURES:
1. Number of REACH calls activated since 

implementation 
In progress – 1 to date (REACH commenced 21st

June 2018)
2. Percentage of staff that can explain the REACH 

escalation process (pre and post evaluation survey)
To be attended 8 weeks after implementation

3. Percentage of patients/residents carers and 
families that know how to escalate concerns for 
care.
To be completed 8 weeks after implementation

4. Number of clinical reviews activated by family/ 
carer concern
In progress

PROCESS MEASURES:
1. Staff engagement in the process of 

implementing a family activated response 
system. 

Not at all engaged – 0%                  
Somewhat engaged – 10%   
Very engaged – 90%

Strategies for Spreading 
• Submitted to the ACI Innovation Exchange (completed)
• Western NSW LHD Quality and Innovation Awards – 2019 

(planned)
• Several Western NSW LHD sites have made contact re 

the project following the social media posts. 
• Continue working with Western NSW LHD CGU to spread 

the REACH program into MPS’s and small hospitals. 

Link to National Standard or 
Strategic Imperative
Standard 8: Recognising and 
Responding to Acute Deterioration 
Standard

-8.7 The health service organisation 
has processes for patients, carers or 
families to directly escalate care

Change concept 1 - PDSA Cycle 

Results 
PROCESS MEASURES
2. Percentage of staff trained in the REACH 

process

BALANCING  MEASURES
1.Does A REACH system reduce the number of 
complaints in IIMS? In progress

-One call to date with resulted in one 
complaint being entered into IIMS system
2. Does a REACH system decrease the number 
of completed clinical reviews or rapid 
responses from an observation activation?

-In progress

Outcomes 
Early indicators
• 10 staff were asked if they can explain the 

process and all 10 were able to 
• 10 residents families or carers were asked if they 

knew how to escalate concerns for care and all 
referred to the letter they received and posters 

• 1 REACH call made within 24 hours of turning on 
the system (emergency department related)



WARD ORIENTATION PROJECT 
WESTMEAD 

Aim Statement
“By October 2018, Wards A3a and C5c will score > than 
85* for the ward orientation question on the My 
Experience Matters survey”

Background
• Scoring consistently below benchmark for orientation 

to ward on the ‘My experience matters’ (MEM)  
survey (Score of 64 with a benchmark of 85 in July 
2017 MEM data)

• No standardised approach to patient ward orientation 
across WMD Hospital 

• Orientation to the ward is an important component in 
patient centred care

Author: Kate Hackett     Director of Nursing & Midwifery, Westmead Hospital WSLHD    Kate.Hackett@Health.nsw.gov.au    Cohort19

Plans to sustain change
1.Standardisation
• Continue to workshop standardized approach 

document
2. Documentation
• work with pilot wards with process & documents 

they need in order to achieve standardisation (i.e.  
documents made available on PES)

3. Measurement 
• MEM survey results continue to be measured.
• MEM data collected regularly
• Patient experience via surveys & BHI data
• IIMs & REACH data
4. Training: CNE engagement. Evolving & adaptable

Plans to spread /share change
WSLHD Quality Awards 2019

Link to National Standard 

https://www.safetyandquality.gov.au/

Standard 2
Partnering with Consumers

Overall Outcome of Project

YES, score increased from 65 to above benchmark 
of 85 on MEM for ward orientation.

However, ward orientation is still not standardised. 
Future aim remains to standardise ward orientation 
process and look at performance data on MEM 
around consumer Rights & Responsibilities and 
knowledge of REACH

Team members
Sponsor/s (Guidance Team)
• Kate Hackett DONM, WMD

Project Team 
• Team Leader: Erin Cummins, NEO WMD
• QI Advisor: Kay Babalis Quality & Accreditation, WSLHD
• Consumer: Anne Stanfield
• Wendy Cain Patient & Carer Experience Officer
• Jessica Evans Project officer, WMD Clinical Governance
• Lucia Labib NUM A3a Gastroenterology
• Narelle Driver NUM C5c Radiation & Medical Oncology
• Sizhao (Luke) Huang CNE A3a
• Carolyn Williams CNE C5c
• Christine Caloudis NE, Nursing Professional Development

A3a & C5c

Westmead Hospital

100% 100%

DRIVER DIAGRAM

https://www.safetyandquality.gov.au/


Improving the Journey for Complex Rehabilitation 
Patients

Port Kembla Hospital
Kerry Shanahan   Director of Nursing Southern Illawarra Hospitals Group  kerry.shanahan@health.nsw.gov.au                    
Phone  4223 8032                  ECLP Cohort 19

Plans to sustain change
Standardisation – renewed processes in place for documentation 
of goals and MDT meetings, provision of patient information and 
teach back opportunities.
Documentation - renewed processes in place for documentation of 
goals and MDT meetings.
Measurement – continued measurement of MDT documentation 
and auditing of patients who receive information and teach back.
Training – staff to be trained in teach back scheduled for July 
2018. Flowchart with instructions for documentation of MDT 
meetings in eMR for new staff and changeover of registrars

Results
Outcome measures
Pre-implementation of the MDT template, 
completion of existing template was an 
average of 23% completed & post-
implementation improved to an average 
of 75% of the template completed

Process measures  

Plans to spread /share change
There are plans to spread the changes to the 2nd Floor Rehabilitation Ward at 
Port Kembla Hospital. 
An additional Clinical Leadership Program project has been commenced by 
one of the project team members “Increasing Patient Satisfaction by Engaging 
Patients and Families in their Rehabilitation Journey”.
The project will be presented at the 2019 ISLHD Quality Awards and shared on 
the ACI Innovation Exchange.

Change Concept 1 - PDSA Cycle –
MDT template 

Change Concept 2 - PDSA Cycle –
Patient Information Brochures

Change Concept 3 - PDSA Cycle –
Teach back 

Results continued

Results for average length of stay
The project achieved a number of process 
improvements for the patient journey: 
documentation of goals, patient information 
regarding expectations and engagement as a 
key to a seamless journey. Some processes 
still need to be implemented in order to see 
sustained improvement in length of stay for 
rehab patients.

Overall Outcome of Project:  The project has 
achieved a 15% decrease in the average length of 
stay for patients on Ground Floor Rehab at Port 
Kembla Hospital. This is expected to achieve further 
improvements as a further 4 change ideas are 
implemented.

Bed day savings
To date, there are bed day savings of approximately 104 bed 
days per month based on a 15% decrease in average length of 
stay. This means that an additional 3.7 patients per month 
have access to rehabilitation on one of 2 rehabilitation wards at 
Port Kembla Hospital. 

1. Plan your change
Test implementation of 
new MDT template for 
case conference 
meetings by 2 Rehab 
specialist.

2. Carry out change 
and observe and 
measure:
Data was recorded via 
an audit template and 
displayed on a run 
chart. 

3. Study the data and 
anecdotes:
The data told us that 
revised template 
allowed for improved 
documentation of 
rehabilitation goals by 
all members of the 
MDT.

4. What do you plan 
to do next:
Survey the end users 
to determine barriers 
to completion of the 
template.

1. Plan your change: 
Test the provision of 
PKH Rehabilitation 
services- what to 
expect patient 
information brochures 
to patients on C6 at 
Wollongong Hospital 
for transfer to PKH 
Rehab. 
2. Carry out change 
and observe and 
measure:
Weekly audits on all 
patients transferred 
from C6 were asked 
whether they received 
the brochure prior to 
transfer.

3. Study the data and 
anecdotes:
Prediction: patients 
admitted to Ground Floor 
Rehabilitation Ward will 
receive an information 
brochure prior to arrival so 
that they know what to 
expect from their 
rehabilitation experience.

4. What do you plan 
next?
Survey patients to 
determine whether they 
felt the information 
brochure matched the 
reality of their 
rehabilitation experience.

1. Plan questions and 
predictions;

How much more time will it 
take to use Teach- Back 
with patients? 

2. Run the test on a 
small scale: On 
Tuesdays , a member 
of the team trained in 
teach back will teach 
back with a new 
admission to the 
Ground Floor Rehab 
ward at Port Kembla 
Hospital.

3. Study the data and 
predictions:
Prediction: It will take 
more time at first (5-10 
minutes per patient), but 
we will start to learn 
better communication 
skills and get more 
efficient. Results TBA.

4. Act
Based on learnings from 
the test make a plan for the 
next step. Determine what 
modifications should be 
made – adapt, adopt or 
abandon.

Aim Statement: By April 2018, the average length of stay for 
Rehabilitation patients on Ground Floor at Port Kembla Hospital will 
reduce from 32 days to 22 days.

Background to problem worth solving:  At the commencement of the 
project, the average length of stay (ALOS) for patients on Ground Floor 
Rehab (GFR) at Port Kembla Hospital (PKH) was 32 days. Comparator 
hospitals have an ALOS of 17.5 days (AROC 2016).

Links to National Standards (version 1) 1 – Governance, 2 –
Partnering with Consumers,  6- Clinical Handover
Links to Strategic Imperative - 1. Excellence in models of care, health 
programs and health services, 4. Efficient, effective, sustainable financial
operations

Literature Review
• Johnson, M. (2012). Improving Patient Flow Through a Better Discharge Process. Journal of Healthcare Management; Mar/Apr 2012; 57, 2.
• New, P., Jolley, D., Cameron, P., Olver, P. and Stoelwinder, J. (2013). Defining Barriers to Discharge From Inpatient Rehabilitation, Classifying Their 

Causes, and Proposed Performance Indicators for Rehabilitation Patient Flow. Med J Aust 2013; 198 (2): 104-108.
• Poulos,J., Eagar, K. and Poulos, R. (2007). Managing the interface between acute care and rehabilitation - can utilisation review assist? Australian 

Health Review; Apr 2007; 31
• Michelle C. and Muenchberger, H. (2103). ‘It’s your problem, not mine’: does competence have anything to do with desire and aspiration to self-direct? 

Australian Health Review, 2013, 37, 621–623.
• New, P. (2015). Speeding up patient flow in rehabilitation. Letter BMJ 2015;350:h1290 doi: 10.1136/bmj.h1290 (Published 10 March 2015)
• Pearson, J. (2001). Extending a rehabilitation pathway to include multiple providers: Outcomes and pitfalls. Rehabilitation Nursing; Mar/Apr 2001; 26, 
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Aim Statement: 
Within 6 months  there will be a reduction in 
the waitlist time for older children, >7 years, 
waiting for a multidisciplinary diagnostic 
assessment

Background to problem worth solving 
18-24 month wait-time for older school aged 
children/adolescents to have an assessment of 
developmental disorder/autism

TEAM MEMBERS & ROLE

Sponsor/s (Guidance team)  members:
Andrea Williams, General Manager, BMDAMH & Springwood Hospital

Project team members: 
Lynne Mason, CADU Team Leader and Project Manager
Susan Kerr, Speech Pathologist
Jane Meiklejohn, Case Manager
Bronwyn Couch, Occupational Therapist
Janice Price, Physiotherapist
Sam Clark, Dietician
Linda Ferguson, Administration Officer

Patient / consumer involvement:
Margaret Gordon
QI Advisor:
Michael wood 

Dr Lynne Mason       Team Leader, Child and Adolescent Development Unit, Women’s and 
Children’s health, Blue Mountains Anzac & District Memorial Hospital . 
Lynne.mason@health.nsw.gov.au      02 47846671   ECLP Cohort 18

Results:

Background Cont:

What a Difference a Date will Make!

• A noted increase in school age children/adolescents with 
complex  learning, social and behavioural difficulties, not 
accessing services, and being are at risk of developing more 
complex mental health problems, school failure and involvement 
with Juvenile Justice. 

• A thorough assessment completed in a timely manner is essential 
in order to identify any potential neurodevelopmental diagnosis, 
and hence access to services targeting more specific 
interventions. 

• Children with comorbid ASD and mental health diagnosis will 
become involved in the Juvenile Justice system, because of 
maladaptive  social and emotional behaviour, or present to 
Emergency Departments because of significant self harm, or 
emotional/psychological problems. 



Improving Patient Journey in Mothers 
for Elective Caesarean Section &
High Risk Pregnancy in NBMLHD 

Aim Statement:
To ensure that 80% of all patients for elective Caesarean
section are assessed by an anaesthetist within 3 months,
95% assessed within 6 months and all patients are given
written and audio-visual information regarding regional
analgesia and anaesthesia within one year.
There was no pre operative anaesthetic assessment and
education clinic for patients undergoing elective Caesarean
Section (CS) at Nepean Hospital. The Anaesthetist on the
day of surgery, reviewed, assessed and explained the
anaesthetic procedure including the invasive spinal/
epidural anaesthesia to the patient. Patient education was
non existent and no information document was given.
Many anxious patients did not fully comprehend all
information just prior to surgery

Team members
Sponsor/s (Guidance team)  members:
Dr Suyin Tan –Director of Anaesthetics
Dr Valeria Lanzarone- Director of Obstetrics & Gynaecology 

Project team members:
Team Leader – Dr Manoj Mallikahewa 
ANC NUM – Ms Faye Matthews
ANC clinic organizer - Ms Jacqueline Cooke - Admin
Obstetrics leads – Drs Glen Blanchette and Steven Joung
Anaesthetic roster coordinator – Dr Andrew Needham.
Anaesthetists rostered for the clinic
Theatre and Anaesthetic NUMs
Nepean hospital video and graphic design unit in ICET

Quality Advisor Obstetric Special Interest Group of Anaesthetists

Patient / consumer involvement:
Patient satisfaction Survey for 8 weeks was done prior to starting the clinic 
and from 7th to 8th month (8 weeks) after starting the clinic. 3 patient 
testimonials were recorded on video

Author: Dr Manoj Mallikahewa   Position: Consultant Anaesthesiologist    Email: manoj_mallikahewa@hotmail.com    Phone: 0408769590   ECLP Cohort 19

Plans to sustain change
1. OPAC is now built in to the system and Anaesthetic 

rosters
2. Requests from all parties to add another clinic day. 

Probably on Mondays. New budget proposal done by 
the director of Anaesthetics.

3. It has become an expectation that the routine Caesarean 
patients would be seen in OPAC- Change of culture.

4. Planning for yearly audits to assess the patient referrals to 
OPAC and the number of patients seen in OPAC 

5. Improved patient and clinician satisfaction and theatre 
time utilization

Results – Pre project

Results – Post project

Plans to spread /share change:
Completed: 
1. Submitted to the ACI Innovation Exchange 
2. NSW Premiers Awards – End of May 2018
3. NBMLHD Awards – End of June 2018

Planned:
ACHS Awards – 2018 ?

Change concept 1 

Results post project continued….

Overall Outcome of Project:  

$ Cost saving
Improved theatre time utilization 

Reference:
1. OAA / AAGBI Guidelines for Obstetric Anaesthetic Services 2013
2. ANZCA PS 07, PS 26, PS 45, & PS 58

3. Pre-Operative Preparation and Assessment for Elective Lower Uterine Segment 
Caesarean Section- Wrightington, Wigan and Leigh NHS

4. Practice Guidelines for Obstetric Anesthesia - An Updated Report by the American 
Society of Anesthesiologists Task Force on Obstetric Anesthesia and the 

Society 
for Obstetric Anesthesia and Perinatology

5. NSW Health - Informed consent PD2005_406 
6. Westmead Obstetric Anaesthesia Handbook 2017

0%

50%

100%

3 Month 8 Month

50%

90%

Percentage of Elective  Caesarean section 
patients assessed in OPAC

Plan:
Writing an information
pamphlet and incorporating it
to the hospital patient
information documents and
distributing it to all pregnant
mothersDo:

Study:
Initial data indicated that all 
patients did not have the 
pamphlet when interviewed in 
the clinic and the patients were 
not aware of the pamphlet
Cause: Medical and midwifery 
staff were not distributing it to all 
patients and not discussing the 
pamphlet in clinics

Act:
Started to distribute the 
pamphlet to all patients 
booking in to the Antenatal 
Clinic and incorporate it to the 
documents that mandatorily in 
to the plastic folder + 
discussion by medical and 
midwifery staff

Change concept 2  

Plan:
Making sure that Midwives
and Anaesthetists Correctly
recognize the patients
assessed in the OPAC to
mitigate document transfer
errors.

Do:
1. Creating a  
ANAESTHETIST SEEN
Frank /Stamp.
2. Educating anaesthetists
to stamp the Yellow card
carried by patients
3. Educating midwives to
look for the stamp

Study:
Observe and follow up to see if 
Anaesthetists are using the 
Frank and whether the 
midwives and Anaesthetists are 
benefitting by the presence of 
the frank 
Findings: Initially there were 
missed anaesthetic charts that 
were filed with the old notes

Change concept 3  
Act:
Continuous education of 
midwives by attending their 
meetings and via NUMs of the 
units

Video 1- Patient Journey                              
through Caesarean section                                                  Video 2 – Patient Journey through labour    

Change concept 4
Creating patient education videos 
1.  use them in antenatal classes and in Pre admission Clinic.

2. Use them as online education tools 

Patients’ Satisfaction results Anaesthetists’ Satisfaction results

Mid Wives’ satisfaction results Obstetricians’ Satisfaction results

Obstetric Registrars’ satisfaction results Conclusions
• More patients need to be seen
• More clinic days needed than one day a week
• Close follow-up needed to prevent patients missing 

appointments
• Easy and streamlined referral process needed
• Need facility to see patients at short notice in clinic
• Patients understand more about anaesthetic 

procedures if seen in clinic, which reduces anxiety 
and increases satisfaction

• Majority of Anaesthetists prefer patients to be 
assessed before coming to the theatre.



Primary 

Drivers

• Improve 

triage

• Streamline 

information 

gathering

• Enhance 

comm. with 

parents/case-

workers

• Enhance staff 

interaction

PDSAs, 

Innovations

• Novel Triage tool 

developed, trialled 

implemented (PDSA2)

• Novel Paediatric 

Intake Consultation 

developed, trialled 

implemented (PDSA1)

• Multidisciplinary 

Team Intake Meetings 

commenced (PDSA3)

• Telehealth use

increased

• Intake officer role 

commenced

Improving access to the
Fetal Alcohol Spectrum 
Disorder (FASD) Service

Dr Marcel Zimmet, Staff Specialist Paediatrician       

ECLP Cohort   19,  26 July 2018

SMART AIM

Within 6 months, 100% of new referrals will 

have multidisciplinary triage screening 

within 1 month of referral

STRETCH GOALS 

Reduce wait time until 1st appointment and 

multidisciplinary assessment

Referral

received

Referral 

reviewed by 

paed.

Feedback to 

family / 

referrer

Extra Info. 

Requested

Multidisc. 

Team 

Assessment

Referral 

received

Team  

Intake/Triage

Meeting

Feedback 

to family / 

referrer

Intake

Consultation

Multidisc. 

Team 

Assessment

Aim/process Outcome

Triage <1month

New triage system

100% triaged <1 month

Decrease wait time 

to 1st appointment

All categories (Triage 1,2,3)

~20-30% met stretch goal

Decrease wait time 

to multidisciplinary

assessment

54% (Triage 1 & 2)

All met or nearly stretch goals

Balancing 

measures

60% increase in 

new patients seen

• Same clinical resources

• Same rate monthly new 

referrals
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Intake process

Pre-implementation

Post-implementation

Planning and implementing change

Challenges, opportunities, sustainability

Dr Marcel Zimmet, Project Leader

Catherine Williams, Parent advocate

Natalie Phillips, Research Officer

Ruth Bunby, Quality Officer, CGU

David Sze, Senior Network Data Analyst, 

Professor Elizabeth Elliott, Head of Service 

Professor Sue Towns,. Line Manager

Diana Barnett, Occupational Therapist

Nadishani Fernando, Clin. Psychologist

Jennifer Hort, Administration Officer

Amanda Simon, Speech Pathologist 

Christie Breen, Exec Sponsor: CPD, Priority 

Populations

Team members

Pre-implementation

• “It was 12 months wait 

until 1st consult...the long 

wait period delayed access 

to early intervention…”

• “J’s 1st appointment was a 

massive day...we were not 

necessarily prepared for 

so many assessments”

Post-implementation

• “Waiting times from initial 

engagement to first 

appointment have 

become shorter”

• “Instead of having one big 

(assessment) day, having it 

split between smaller 

consultations feels there is 

more consistent progress 

as we feel more involved 

in the process”

Parent feedback

Sustainability

• Waiting times trending 

up in recent months

• Still to measure

• Resource implications –

clinical/administration

• Parent satisfaction

• Staff satisfaction

Opportunities

• More staff – clinic 

coordinator, extra admin

• Build capacity – training 

Fellows/ other NSW clinics

• Ongoing parent/consumer 

feedback loop

• More Telehealth – for 

rural/remote engagement

• Ongoing auditing patient 

journey, waitlist + time
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Aim Statement: 
To increase staff mindfulness, engagement  and workplace 
wellness > 80% by June 2018 as measured by specific 
indicators (People Matters Survey Questions).

Background to problem worth solving
This project was initiated as a result of issues identified through 

the People matter survey (NSW Public sector Employee Survey).
Fifty two percent (52% - N=92/165) of staff responded to the 
People matter survey (NSW Public sector Employee Survey

The proportion of respondents completing the workplace support 
section was 82%. 

At the feedback session to the staff, they identified the need that 
staff well-being was an issue and needed to be addressed.

Project Team 
• Team Leader – Marie Tobin
• Sponsor – Orinda Jones
• QI Advisors – Gaye Sykes, Jo Luke & Oriella Mueller
• Alera Riley – Henderson-Project co-ordinator
• Alison Franklin, (Director of Nursing)
• Professor Val Wilson,(Professor of Nursing and research 

University of Wollongong)
• Padmini Pai,(Leadership and Development Manager) 
• Shamika Almeida, School of Management, Operations 

and Marketing| Faculty of Business, University of 
Wollongong

• Jacqueline Donsante – Essential of Care Co-Ordinator

Author  Marie Tobin   Position DDON              Email  marie.tobin@health.nsw.gov.au    Phone     02 4283 0602               ECLP Cohort 19

Plans to sustain change
• Protected time on education calendar to continue 

wellness Wednesdays monthly for all staff.
• Staff acknowledgement boards and team meetings.
• Enable and develop future culture change 

champions.
• Still measuring and collecting data from session 2.

Pre Baseline Data
Domain 1: ENGAGEMENT: I feel that senior 
managers listen to employees was 60%.
Domain 2: MINDFULNESS: People in my workgroup 
treat each other with respect increase was 77%
People in my organisation take responsibility for their 
own actions was 59% 
Domain 3: WELLNESS: I am able to keep my work 
stress at an acceptable level increase was77%.

Plans to spread /share change
• NSW Health workforce Forum - 2018 
• Enhancing practice Conference Switzerland 22-24 

August 2018.
• Accepted by UOW to be incorporated in the  Nursing 

Undergrad program.
• ACI Innovation Exchange/Publications in journals
• Further funds applications for the district to 

implement the Imagine project for ISLHD.

National Standard & Strategic Imperative
Standard 1 
1.12.1 The clinical and relevant non-clinical workforce have

access to ongoing safety and quality education and training
for identified professional and personal development

Strategic Directions for Illawarra Shoalhaven Local Health District 
2017 – 2020:
Strategy 2 - An engaged and high performing workforce for
the future

Literature Review
COHEN-KATZ, J., WILEY, S., CAPUANO, T., BAKER, D. & SHAPIRO, S. 2004. The Effects of Mindfulness-Based 
Stress Reduction on Nurse Stress and Burnout, Part I. Holistic Nursing Practice, 18, 302-308.
COHEN-KATZ, J., WILEY, S., CAPUANO, T., BAKER, D., DEITRICK, L. & SHAPIRO, S. 2005a. The Effects of 
Mindfulness-Based Stress Reduction on Nurse Stress and Burnout: A Qualitative
and Quantitative Study, Part III. Holistic Nursing Practice, 19, 78-86.
DAVIES, N. 2012. Learning Self-Compassion. Diabetes Self-Management, 29, 58-61.
HUNTER, L. 2016. Making time and space: the impact of mindfulness training on nursing and midwifery 
practice. A critical interpretative synthesis. Journal of Clinical Nursing, 25, 918-929

Solution 1 - PDSA Cycle
Plan: Develop staff wellness 
initiative called IMAGINE and 
develop session plans for 
program.
Do: Run Staff Wellness Sessions.
Study: Evaluate sessions.
Act: Utilise feedback to improve 
session time.
Solution 2 - PDSA Cycle
Plan: To develop wellness 
Wednesdays.
Do: Run hourly session every 
Wednesday for 8 weeks for 2 
groups over 6 months.
Study: Analyse staff feedback.
Act: Protected time on Bulli 
Hospital education calendar.

Solution 3 - PDSA Cycle
Plan: Implement Nurse Well 
Application on staff electronic 
devices.
Do: All staff have application 
available at their fingertips.
Study: Observational audit of 
attendees electronic devices.
Act: Application utilised.

Results from Employee Wellness and 
Engagement Survey- Process Measures

Overall Outcome of Project
Initial interim evaluation has been positive in each 
domain with improvements measured. Future 
evaluation is planned with results for the People 
Matters Survey 2018 pending.
Domain 1: ENGAGEMENT:  I feel that senior 
managers listen to employees increased to 90% (30% 
increase).
Domain 2: MINDFULNESS: People in my workgroup 
treat each other with respect increased  83% (6% 
increase).
People in my organisation take responsibility for their 
own actions increased to 63% (4% increase).
Domain 3: WELLNESS: I am able to keep my work 
stress at an acceptable level increased to 80% (3% 
increase). 
There is good team spirit in my workgroup increased 
to 83% (6% increase).
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On Time Every Time

Aim Statement: 
To improve the percentage (%) of First Case on Time (FCOT) for 
Elective Surgical Patients at Wyong to 75% within 12 months- by 
September 2018.

Background to problem worth solving 
Wyong 12 month average FCOT from August 2016-August 2017 
was 56%
Ministry of Health KPI target is 95%
Operating Theatres are one of the most expensive areas in an acute 
care hospital, so efficient and effective use of human and financial 
resources, and optimal utilisation, are crucial to responsible resource 
management and the reduction of waiting times for patients awaiting 
surgery.

Team members
• Sponsor: Karen Schofield

• Project Team  
• Team Leader – Nadine Bridgett
• QI Advisor – Clare Karibika 
• Brendan Orr 
• Mary Hickson
• Kim Picker 
• Adelle Hart 
• Kirsty Levi 
• Debra Enright
• Jenna Lee Roach

Author:   Nadine Bridgett          Position: Operational Nurse Manager             Email: Nadine.Bridgett@health.nsw.gov.au  
Phone: 02 43 94 7266              ECLP Cohort 19

Plans to sustain change & Spread
 Ongoing collection of data and monitoring results to identify 

improvement and sustainability
 Business Case to convert Clinical Coordinator to Clinical NUM
 Maintain nursing staff and operation assistants roster changes & 

Preop nurse role
 Continue to display results and recognise/share achievements 

will all key stakeholders –improved engagement via visual boards 
and unit meetings

 Plan to share ACI Innovation Exchange
 Presentation of findings to Unit based staff –Multidisciplinary 

Team

Literature review 
• Chernov M, Pullockaran J, et al. Integrated practice improvement solutions – practical steps to operating room 

management. Journal of investigative Surgery 2016; 29 (5) 316-321
• Harvey E J. Why don’t my surgeries start on time? Journal of Canadian Chiropractic, 2010; 53 (3): 148
• Kim J, Bledsoe G, Hofstetter S, et al. Simple solutions reduce first case delays in the operating room. British 

Journal of Anaesthesia, 2012; 108 (52) 310
• Kla K, Mathews K, Marolen K, Ehrenfeld J. Measuring and improving first case on-time starts. Journal of 

Neurosurgical Anaesthesiology 2012; 24 (4) 497-8
• Phieffer L, Heffner J et al. Improving operating room efficiency: first case on-time project. Journal for Healthcare 

Quality 2016; 39 (5) 70-78
• Saw N, Vacanti J, Liu X, San Rego M, Flanagan H, Kodali B, Urman R. Process redesign to to improve first case 

surgical starts in an academic institution. Journal of Investigative Surgery 2015; 28 95-102
• Shelver S R, Winston L. Improving surgical on-time starts through common goals. AORN Journal 2001 74 (4) 

506
• Sohrakoff K, Westlake C, Key E, et al. Optimizing the OR: A bottom-up approach. Hospital Topics 2014; 92 (2): 

21-27 
• Tibor L, Schultz S et al. Improving patient flow utilising a collaborative learning model. Radiology Management 

2016; May/June 2016 19-26
• Tucker M E. First case on-time starts soar after rapid process improvement training. OR Manager, 2014; 30 (2) 8-

11
• Warner C, Walsh D et al. Lean principles optimise on-time vascular surgery operating room starts and decrease 

resident work hours. Journal of Vascular Surgery 2013; 58 (5) 1417-1422
• Wong J, Khu K, Kadarali Z, Bernstein M. Delays in the operating room: signs of an imperfect 

system. Canadian Journal of Surgery 2010; 53 (3)
• Wright J, Roche A, Khoury A. Improving on-time surgical starts in an operating room. Canadian 

Journal of Surgery, 2010 53 (3) 167-170

Overall Outcome of Project:
Not on Track to meet and sustain 75% First Case on Time by 
September 2018
Positive changes made in regards to Workflows & Process 
include:
- Designated First Case on Time Preop Nurse Role starts at 

0630hrs
- Operation Assistants rostered shift start time 0700hrs assist 

with flow
- Daily equipment meetings being held to trouble shoot next day 

lists
- Anaesthetists start on time  averaging 94.5% May 2017-May 

2018
- Positive Patient Experience in line with the process changes 

Link to National Standard or Strategic 
Imperative
 Standard 1 : Governance for Safety and Quality in Health 

Service Organisations
 Standard 2: Partnering with Consumers



Pressure Injury Risk Screen and 
Prevention in the Emergency Department

Aim Statement: By the 1st June 2018, 75% 
of adult patients presenting to Royal Prince 
Alfred (RPA) Emergency Department (ED) 
will be screened for risk of developing a 
pressure injury.  Additionally, 90% of 
patients who have been screened as at risk 
will have prevention strategies 
implemented and documented
Background to problem worth solving 
The issue or problem was that pressure 
injury risk screening and prevention 
relevant not specific to the ED. Additionally 
there was very little documentation 
regarding pressure injury prevention

Team members
• Sponsor/s: Kristina Zarkos,  Director 

of Nursing at RPA

• Project Team  
• Nerida Bell- Team Leader
• Kelly Boroughs- A/CNC RPA ED
• Helen Broughton- CNE RPA ED
• Colleen James- ASET CNC
• Michelle Barakat-Johnson- SLHD 

Pressure Injury prevention and 
management CNC

Place LHD Logo 
Here

Author: Nerida Bell     Position: RPAH ED CNC      Email: Nerida.Bell1@health.nsw.gov.au                   ECLP Cohort 19

Plans to sustain change
1. Ongoing Auditing- Clinical Nurse 

Specialist portfolio
2. Ongoing Education

ED Nursing Orientation
ED Monthly Inservices
Ward Meeting Agenda

ED Adult Screening Results Post 
Implementation

Results: 
• Of the 229 ED patient notes audited over the 4 

month period 177 (77%) were screen for 
pressure injury risk

• Of those 229 ED patients 25 (11%) were 
screened as ‘at risk’ and of those 25 patients 24 
(96%) patients had prevention strategies 
implemented and documented

Plans to spread /share change
• ACI Innovation Exchange
• RPA Nursing Symposium
• ECI symposium
• ICEN conference 2019

Link to National Standard or Strategic Imperative
Standard 8 ‘The Preventing and Managing of Pressure Injury’ recommends that patients are 
screened on presentation and if clinically indicated preventative strategies be implemented. 
Literature review
• Investigating the Reliability and Validity of the Waterlow Risk Assessment Scale: A literature 

Review
• Predictors of pressure injury prevention strategies in at-risk medical patients: An Australian 

multi-centre study
• Inter and intrarater reliability of the Waterlow pressure sore risk scale: A systematic review
• Pressure ulcers: effectiveness of risk-assessment tools. A randomised trial (the ULCER trial)
• The cost and consequences of an intervention-based programme to reduce hospital–

acquired pressure injuries in one health district in Australia (under review)

Change concept 1 - PDSA Cycle

Results continued
• On average 13% of patients admitted to the 

geriatric ward  were screened in ED using the 
Waterlow prior to implementation

• Post Implementation 74% of patients admitted 
to the geriatric ward were screen.

• 68% of patients screened ‘not at risk’ had a 
Waterlow score of less than 10

• 97% patients screens as at risk had a 
documented prevention plan

Overall Outcome of Project:  
• The Median screening rate was 75% 

therefore meeting the stretch goal

• 98%  of ALL adult patients  (ED and 
Geriatric inpatients) who were screened 
as at risk had a documented prevention 
plan

1. Plan ED 
Nursing 
Admission

2. Do: 
Screening
prevention
Documentation

3. Study: 
Audits & 
Data 
Review

4: Act 
Focussed 
education

Pre-implementation Data

13%



Telehealth and store-and-forward technology to improve 
access to the John Hunter Hospital (JHH) Ear Nose and 

Throat Service (ENT)

Aim Statement: “To decrease the number of 
paediatric ENT patients who meet the clinical 
criteria and live in the Armidale region travelling 
unnecessarily to the John Hunter Hospital for an 
ENT Outpatient appointment with participating 
ENT consultants by 50% by December 2018”   
Background to problem worth solving 
Long waitlist for non-urgent/routine ENT Outpatient 
appointments at the JHH
JHH ENT provides a service to a diverse 
population group over a large geographical area, 
making access difficult for some patients
Community desire to increase local ENT services 
in rural locations within HNELHD 
Need to upskill local GPs in the assessment, 
management and appropriate & timely referral of 
patients with ENT-related issues

Sponsor/s (Guidance team)  members:
Dr Trish Davidson, Executive Director, 
CYPFS and Paediatric Surgeon 

Dr Jon Gani, Medical Director, Surgical 
Services

Project team members:
Bridie Ingham, JHH Outpatient Service 
Clinical Coordinator
Ashley Young, Senior Clinical Business 
Analyst, Clinical Telehealth
Dr Maree Puxty, GP and HNECCPHN 
Clinical Council lead
A/Prof Michelle Guppy, GP and Associate 
professor for GP practice, rural school of 
medicine, UNE, UoN

Dr Niall Jefferson/ Bridie Ingham Director department Otoalaryngology niall@entnewcastle.com.au 49558044 Cohort 19

Plans to sustain change
1. Standardisation- Systems have been developed which can 

be replicated at other sites. 
2. Documentation- Development of a service agreement 

between the JHH and Armidale Hospital to document the 
scope and administrative running of the clinics  

3. Measurement – Data collection to assess patient outcomes 
and GP assessment and management 

4. Training- GP upskilling and education will support the 
sustainability of this project

Results
Implementation of this pilot project is still ongoing. 
However, early evaluation of the first two ENT 
Telehealth Clinics has occurred. 

Of the eight patients seen, three appointments 
resulted in a Telehealth link between the patient 
and GP in Armidale Hospital and the ENT 
specialist at the JHH. The Telehealth appointments 
resulted in: 

A total of 4515km travel saved by avoiding a trip to 
the JHH

An estimated saving of $9297.45 to patients and 
their carers
An estimated 4 days away from home/school/work 
saved 

0.5098 total tonnes of carbon emissions saved

Plans to spread /share change
Submitted to the ACI Innovation Exchange
Planned:
Achieve executive support for ongoing co-ordinator role in OPD
Publish findings in Australian journal of Otolaryngology 
Present at ASOHNS 2019

Link to National Standard or Strategic 
Imperative
This project best aligns with the Clinical 
governance standard  

References:
Smith AC, Dowthwaite s, Agnew J, Wootton R 
Concordance between real-time telemedicine 
assessments and face-to-face consultations in 
paediatric otolaryngology Med J Aust 2008; 188 (8): 
457-460.
Pedersen S, Hartviksen G, Haga D. Teleconsultation 
of patients with otorhinolaryngologic conditions. A 
telendoscopic pilot study. Arch Otolaryngol Head 
Neck Surg 1994; 120: 133-136.

Results continued
100%  patient attendance rate in the Armidale 
Clinics (versus 10% DNA rate at JHH clinics)* 
GP assessment and documentation via a 
templated form and store and forward of images 
so far adequate in allowing ENT Specialist to 
determine appropriate patient management 
remotely in all cases
Increase capacity for initial appointments for the 
ENT service via the use of an ENT GP 
Increased capacity within consultant clinic with 
patients being followed-up by ENT GP remotely
Balancing measures:
Changes have not caused any issues in other 
parts of the system However, it will be important 
to measure/take into account:
The impact of additional patients seen via 
Telehealth on ENT Specialists Surgical waitlist 
Ability to ensure face-to-face appointment in a 
timely manner when needed
Ensure patient satisfaction with the telehealth 
encounter

The overall outcomes of this project were to
1. Identify initial paediatric patients on the current 

waiting list to be seen in outpatients and engage them 
via a telehealth encounter 

2. ncrease education and training of GP’s in common 
ENT conditions

3. To increase in-person capacity for review at John 
Hunter ENT OPD

4. To reduce multiple either review or post op clinic 
reviews to again increase capacity in the OPD.

mailto:niall@entnewcastle.com.au


Counting Collaborative  Care

Aim Statement: 
“Within 6 months develop a telehealth framework to support 100% of all patients 
escalated for care and transfer between a small rural hospital and a rural referral 

hospital.”
Background to problem worth solving 
• Patient stories
• Increasing issues around telehealth/telemedicine (RCAs) such as:

• Specialist (phone) advice documentation (Collaborative Care)
• Increasing the use of telehealth to smaller sites with little or no accounting for service 

delivered and workload (Counting)
• Credentialing and clinical privileges for medical officers who give clinical orders/ advice via 

telehealth/telemedicine (Collaborative Care)

Team members Sponsor/s (Guidance team)  
members:
• Jodi Nieass General Manager
• Phil Way Districts Network Manager /Team Leader 
• Robyn Aylward Critical Care Network  Manager
• Michael Hamming Nurse Practitioner 
Project team members:
• Osama Ali Medical Director 
• Michelle Hogg Lead Gloucester GP
• Angela Hogan ED NUM
• David Conning ED MRRH CNE
• Paul Townsend Health Service Manager
• Ashley Young Telehealth Manager

Phillip Way,  District Network Manager, Email:  phillip.way@hnehelth.nsw.gov.au ph 0432000082 ECLP Cohort 19

Plans to sustain change
• Pilot project to build on existing work to develop a standardised approach.
• Wide consultation on useability of standardised tools developed across the ED 

Stream.
• Embedded process as part of the existing data system
• Reports developed for ongoing monitoring
• Monthly visits to sites to PDSA process and drive compliance.
• Developing an intranet page for centralisation of process/ resources to support spread
• Look to align with other acute telehealth models

Results
Outcome measures 
• Process implemented mid 2018, early data being explored, no firm 

outcomes able to be reported at this time.
• No incidents or complaint's to date

Discussion: 
• Data from May/ June shows no transfers, this is currently being 

explored as there was also no documented telehealth sessions.
• Enthusiasm for approach by all parties.

Link to National Standard (version 2)
• Standards 1/2/5/6/ and 8 
HNE Strategic plan Looking forward to 2021
• Deliver care to our patients using Telehealth

Overall Outcome of Project:  
• Developed supporting structures

• Sector Guideline
• Data collection (IPM)
• Clear documentation process (CAP)
• Mapped patient process flows
• Governance structure

• Created enthusiasm for working together for improved patient outcomes across sites
• Improved understanding of the roles of different level facilities.
$ Cost saving
This will be reviewed as data is collated including:
• Ambulance transfer reductions ($1,728.10 per transfer)
• Patients going to the most appropriate site the first time.
• Improved utilization of small hospital beds. (occupancy 40-50%)
• Will also look at costing clinical time  invested by larger ED in supporting Smaller ED, 

this activity is invisible at the present time, and not counted in their activity

mailto:phillip.way@hnehelth.nsw.gov.au


A Standardised Mortality and Morbidity 
Clinical Review Process across Four Small 

Rural Health Services

Aim Statement: 
By 1st July 2018 the four small rural health services of Beechworth Health Service, Tallangatta Health 
Service, Corryong Health and Alpine Health will have implemented a standardised and shared mortality 
and morbidity clinical review process

Background to problem:
In recent years in Australia and elsewhere in the world, there have been instances of failure to recognise 
clusters of adverse events when they have occurred in mainstream Western Healthcare services. 
Analyses of these instances have pointed toward failure of clinical governance systems that are 
responsible for the ongoing monitoring of patient care. This standardised mortality and morbidity clinical 
review project is seen as an important step in addressing those recommendations and ensuring safe 
care for the communities of the region.

Team members:
• Sponsor/s  (Guidance Team)  
• Ms. Janet Chapman   - Director Regional Partnerships and Planning  

Albury Wodonga Health
• Ms. Denise Parry   - CEO Tallangatta Health Service 
• Ms. MaxineB   - CEO Corryong Health Service
• Mr. Mark Ashcroft   - CEO Beechworth Health service
• Mr. Lyndon Seys   - CEO Alpine Health 
• Ms Sandi Grieve   - CEO Walwa Health Service
• Dr. Pat Giddings   - Director Medical Services Tallangatta, Corryong, 

Beechworth Health Services
• Dr Jeff Robinson   - Director Medical Services Alpine Health
• Ms. Lynnette Ford   - Director Quality and Clinical governance Albury 

Wodonga Health
• Dr. Anna Moran   - Research Coordinator Rural Health Academic 

Network 

Shell Morphy Director Excellence & Innovation Beechworth Health service   shell.morphy@bhs.hume.org.au ( 03) 57 280 252    ECLP Cohort 19

Plans to sustain change
• Embed a Common Review Forum
• Generic policy endorsed at each participating 

organisation
• Establish benchmarking measures
• Ongoing training / workshops as required

Results 
Process Measure: Four Services agree on common process

Plans to spread /share change
• Two further regional small rural health Services, likely 

to extend project  with them.
• Preparing a brief for Safer Care Victoria
• Research coordinator with the rural academic 

network observing implementation and will submit 
her observations in form of academic paper in the 
next 12 months. 

• Submitted to the ACI Innovation Exchange 

Outcome Measure: Services will adopt a 
common process into policy

Overall Outcome of Project: 
x

• By 1st July 2018 all 4 health services had agreed 
to implement and had introduced the policy into 
their approval systems for adoption.

• Agreed to formally start reviewing files by 1st

August 2018
• Commenced the development of TOR, meeting 

schedule and  agenda template for regional 
common review forum

• The organisations have also discussed 
benchmarking tools and agreed to adopt a 
common sharing of data.

Project Team  
• Christina Todd   - Associate Nurse Unit Manager 

Beechworth Health Service
• Linda Earl   - Nurse Unit Manager Beechworth Health 

Service
• Kate Marshall  - Nurse Unit Manager Beechworth 

Health Service
• Sharon Edmondson   - Nurse Unit Manager Corryong 

Health
• Louise Smith   - Quality Officer Corryong Health
• Debbie Cullen   - Quality Manager Tallangatta Health
• Sarah Fagan   - Health Service Manager Alpine Health
• Claire Mackinlay   - Safer Care Coordinator Alpine 

Health

xQuality and Risk Management Systems, Monitoring of Quality and Safety Indicators, Systematic Audit of the clinical 
record, monitoring of the clinical workforce, analysis and reporting of incidents

xNSQHS Standard 1 – Governance for Safety 
and Quality in Health Service Organisations:Link to National Standard 

or Strategic Imperative -

Literature review
1. Ham, C., Raleigh, V., Foot, C., Robertson, R., Alderwick, 

H. Measuring the performance of local health 
systems: a review for the Department of Health. 
London: The King’s Fund. 2015.  

2. Travis, DG. Travis Review: Increasing the capacity of 
the Victorian public hospital system for better patient 
outcomes. Melbourne: Doculink. 2015. 

3. Duckett, S., Cuddihy, M., Newnham, H. Targeting zero: 
Supporting the Victorian hospital system to eliminate 
avoidable harm and strengthen quality of care : 
Report of the Review of Hospital Safety and Quality 
Assurance in Victoria. Melbourne: Victorian 
Government. 2016.

Change 
Concept via 
PDSA Cycle

Process Measure: A defined Terms of Reference and 
meeting schedule for a Common Review Forum by 1 July 2018 

The project group did not achieve this process measure within 
the assigned timeframe. The guidance team has agreed that this 
become the next are of focus for the project team and have set a 

new timeframe of September 2018 to hold the first meeting

Process Measure: Four services 
will share benchmarking data with three 

key defined benchmarking measures

The project group did not achieve this 
process measure within the assigned 
timeframe. The project team has made 
early discussion of the benchmarking 

concept and agrees to pursue this as an 
important project sustaining outcome.
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