
Keeping Them Well  
Reducing neonatal morbidity in term neonates delivered by 

elective Caesarean Section at Gosford Hospital   

Aim Statement: To improve neonatal 
outcomes in babies delivered by an elective 
caesarean section by improving compliance 
with established best practice guidelines. 
The secondary aim will be to reduce elective 
caesarean section before 39 weeks gestation   
Background to problem worth solving  
Caesarean birth, without prior labour, has 
been consistently demonstrated to be 
associated with an increased risk of neonatal 
respiratory morbidity in term infants, including 
transient tachypnoea of the newborn (TTN), 
surfactant deficiency and pulmonary 
hypertension. 
 
 
 
 

 
 
 

Team Members:  
Sponsor/s members: 
• Dr Philip Watt , Clinical Director CCLHD-CCKF 
 
Project team members: 
• Dr Ahmed Khan  
• Ms Jane Wardle – Neonatal CNC 
• Ms Lindsay Nichol – Neonatal CNE 
• Ms Julie Corrigan – Obstetric CMC 
• Ms Theresa Jamieson-Clark – Postnatal Ward 

MUM  
• Ms Anne-Maree Thom – Acting CMC, 

Antenatal Services  
• Patient / consumer: 
• Ms Lucinda Sneddon – Mother and Paediatric 

Nurse 
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Plans to sustain change 
 
1.Statistics to be presented at Neonatal and/or 

Perinatal M&M Meetings 
2.Monitor IIMS notification  
3.Discuss at Neonatal M&M Meetings 

 

 
 

Plans to spread /share change 
 
Done:  
• Submitted to the ACI Innovation Exchange 
 
Planned: 
• Present at the next CCLHD Research Symposium 

in 2018  
• Present at the MP4 (Metropolitan Paediatric Units) 

or NeoPaed (Level 3-4 Nurseries) Conference 
 

Literature review  
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4. Stutchfield P, Whitaker R, Russell I. Antenatal 
betamethasone and incidence of neonatal respiratory 
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$ Cost saving  
Cost $1641 for 1 day treatment in SCN for Neonate 
with Respiratory Distress 
NETS Retrieval  

$7000 (50% to the LHD) by air and $1600 by road 
transport 

Antenatal Steroids  
$15 for 1 course (2 doses) 
Increased costs of administering steroids $5100 
per annum based on 2015 data  

Off set by staffing costs to provide antenatal steroids  
 



By 30 June 2017 100% of nursing SAC 2 incidents reported in 2017 at Lismore Base Hospital will be 
investigated and quality improvement opportunities identified 

 
 

 
 
 

          National Standard One: Governance for Safety and Quality in Health Service Organisations  
                                                                               Sponsor: 
                                                                                           Dr David Hutton, DCG 

                                                                                       Project team members:  
     Ms Joanne Saines, CRRN 
     Mr Craig McNally, Patient Safety Manager 
     Mr Wayne Smith, ADON 

                                                                                       Ms Alison Wallis, NUM 
                                                                                       Quality Advisor: 

     Ms Pam Mitchell, LHD QM 
 
 
 
 
 
 

 
 
 
 
 
 
 
  

Place LHD Logo 
Here 

Acting Consumer Relations and Privacy Manager   angela.sutherland@ncahs.health.nsw.gov.au     ECLP Cohort 17 

 
 
 
  
 
 
  
 

Plans to spread /share and sustain change 
- Project format should be easily applicable to all sites 
- Some areas are already performing well  
- Standardisation was achieved through development of the NNSW        

LHD Clinical Incident Review Procedure  
Challenges 
- Achieving a multidisciplinary model with engagement of medical staff 
- Resources for ongoing education 
 

 
 

 
 

 
 
 
 

 
 
 

Initially it did not appear that there had been an improvement between 2015 and 2016 but when trend 
lines were added and 2016 data extrapolated significant positive improvement could be seen. 
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Examples of SAC 2 Incidents 
- A patient sustains a fractured NOF as 
the result of a fall whilst an inpatient. 
- A patient requires admission and 
prolonged stay in ICU due to the failure 
to appropriately prescribe or administer 
their diabetic medications. 

 Overall Outcome of project 
 Did we reach the stretch goal?  
 Not quite: 3/8 CIR were completed    
but this was an improvement 

 Challenges 
Changes to project leader         
position and Patient Safety team 
 Change of Exec Sponsor 



Comprehensive Investigation to the Barriers of Entry 
to Riskman (CIBER) by Medical Staff  

 

Aim Statement:  
Within 6 months of the project interventions, to 
increase the rates of reporting in Riskman by at 
least 100% (2 fold) by medical staff 
Background to problem worth solving  
Recent estimates suggest that medical Error is the 
3rd most common cause of death in the United 
States (with similar estimates in Australia). Medical 
Staff are not engaged in the process of error 
management in NSW, with only approximately 3% 
of error/ hazard reporting across NSW 
 
 
 
 
 

 
 
 

Sponsor/s (Guidance team)  members: 
Mr Mark Zacka. Director Clinical Governance 
A/ Prof Anthony Schembri, CEO 
 
Project team members: 
 Claudia Bautista Rivera, Information Systems Manager 
Gabrielle Prest, Medicine Stream Manager 
Ian Rewell, Associate Clinical Administration 
Timothy West, Resident Medical Officer 
Charlotte Birchall, Quality Manager 
Elisabeth Black, Learning and Development Manager 
Daniel Behan, NUM 
 
Quality Advisor 
Chris Conn; Sarah Michael (Quality and Safety) 

 
 
 
 
 

 
 
 
 
 
 
 
  

Place LHD Logo 
Here 

Place other Logo 
Here ie: facility 

Logo 

Anthony Joshua                    anthony.joshua@svha.org.au                            02 9355 5655                 ECLP Cohort 17 

Plans to sustain change 
Instituting cultural change will require an ongoing and sustained 
effort to perpetuate a change in mentality about patient safety. 
To do so will require some or all of the following; 
  
1. Standardisation – including RISKMAN discussions into 

regular M&M reporting 
2. Documentation – including patient safety reporting in HETI 

end-of-term assessment 
3. Measurement – ongoing monitoring of RISKMAN reports by 

medical staff 
4. Training – involving both senior and  junior doctors in 

patient safety training 
 

 
 

Results 
Baseline 
At St Vincent’s Sydney  - Of the 14437 incidents Feb 2013-Sep 2016, 
304 were reported by doctors (2.1%)versus 41% by nurses. This 
compares to the data from NSW Health for the IMS system 

 
 
  
 
 
 
To understand the current issues affecting the medical staff within the 
hospital and their willingness/ ability to report events on the 
RISKMAN system – a questionnaire was sent out. 
 

Plans to spread /share change 
Done:  
Submitted to the ACI Innovation Exchange 
Integration with “I am the director of Patient Safety” Campaign at 
St Vincent’s 
Present concepts to hospital rounds/ individual HODs 
Disseminate findings via email to staff doctors 
Present findings to St Vincent’s governing clinical council 
Planned: 
Complete project with action items/ Reassess with PDSA cycles 
Present at Oncology Conference – COSA, Sydney, November 
2017 
 

Link to National Standard  
1.14 Implementing an incident management and investigation system that includes reporting, investigating and analysing incidents 
(including near misses), which all result in corrective actions  
 
Literature review 
Barach et al., BMJ, 2000; 320: 759-763 
Johnson, C., Glasgow University Press 2003 
Fairbanks et al., Emerg Med 2009 16(4) 
Braithwaite et alk., Qual Saf Health Care, 2010 

 
 

 
 
 
 
 
 
 

Results continued 
 

 
 
 
 
 
 
 
 
 
The results of the driver diagram conclusions were integrated into the 
questionnaire and the efficacy of each solution tested as outlined 
above.  

Discussion 
Indicated below, the reports/month to RISKMAN from medical staff. 
The arrows indicate the 3 lectures given to the hospital medical staff 
and their effect on reporting rates  

  

Overall Outcome of Project: 
The project is still in an implementation phase due to issues 
with stakeholder engagement, staff absences and corporate 
restructuring. It is expected to meet the stretch goal later in 
2017/ early 2018 with executive assistance. 
 



, 
Confusing Directions:  

Finding the right pathway for people with delirium 

Aim: In the six months to June 2017, there 
will be a 30% reduction in total bed days 
linked to a primary diagnosis of delirium, 
compared to the same period in 2016 
 
Background: Delirium is inconsistently 
managed in the HNE Mental Health centre, is 
linked to significant inpatient bed days and, in 
most cases, is likely better managed more 
appropriately in other health facilities.  
 
DRIVER DIAGRAM 
 
 
 
 
 
           
      
 

 
 
 

Team 
Sponsor 
Dr Marcia Fogarty, Area Director, HNE Mental Health 
  
Assistance 
Melissa O’Brien, Director Clinical Governance, HNE LHD 
Michael Bruce, Nurse manager, Psychiatric emergency Service (PES), HNE 
LHD 
Dr David Burton–previously staff specialist, PES, HNE LHD 
Dr Christina Matthews – representing medical officers working in PES 
Tom Young – NUM Mental health Unit for Older Persons. HNE LHD 
Elizabeth Newton, Senior Consumer Advisor , Mental Health, HNE LHD 
Selena Amos – Executive Leader Quality Assurance, Audit, Risk and 
Compliance HNEMH 
Malcolm Green, NSW CEC 
 

 
 
 

 
 

 
 
 
 
 
 
 
  

Dr Brendan Flynn Director of Medical Services, HNE Mental Health  
Brendan.Flynn@hnehealth.nsw.gov.au  
0240335156 ECLP Cohort 17 

Plans to sustain change 
• The program will likely be rolled out to similar units within HNE 

Mental health once we can establish that the improvement is in 
fact replicated in the next six month period 
 

• The relevant data will need to be continued to be monitored to 
see if the change is sustained in the medium term 

 
• The screening and education systems in place will remain 

 
•  

 
 

 
 

Results 
On file audit, 5% files had no screen, 15% screen incomplete. 80% screen complete  

 
  
 
 
  
 

Strategies to spread/share change 
• Consolidation in target department across all shifts and disciplines 

 
• PES newsletter (departmental) 

 
• Emphasise importance of specific actions on inpatient units (e.g. Sepsis 

Pathway) 
 

• Work towards spread to within LHD (e.g. Maitland, Manning, Tamworth) 

 

 
 

 
 

 
 
 
 

 
 
 

Discussion 
Delirium is an acute confusional state, caused by a multitude of possible physical health 
problems. It is best conceptualised as a problem which requires medical care to treat 
the cause and often psychiatric input (from a consulting team) because It can present 
with problems associated with primary psychiatric illness (for example psychosis, 
severe mood disturbance or suicidal ideation). 
  
If a diagnosis of delirium is missed, a patient will be admitted to an inappropriate care 
pathway. There are local reports that patients who present primarily with delirium are 
being admitted to psychiatric units, rather than general medical care. 
  
This problem is being focussed on because 
  
• With frequent lack of bed availability, NSW Mental Health Services need to reserve 

resources and expertise for those patients who are most likely to benefit 
 
• A diagnosis of delirium can be linked to an increased length of stay 
 
• Senior medical expertise can be difficult to access in some mental health inpatient 

units. This is very important when the causes are complex, multiple or unidentified.  
 
• Patients, carers and families (as well as subsequent clinicians) can erroneously 

believe that there is now a significant mental health problem as a result of treatment 
by an inappropriate care pathway. This can bias future assessments and 
unfortunately contribute to stigma. 

 
• Inappropriate treatments (such as antipsychotic therapy) can be commenced 
 
80% of patients (on file audit) were screened which is pleasing. 

 
Treatment within a mental health facility is not always contraindicated (some patients 
with delirium have very severe symptoms and require this) thus a zero level of 
admissions is not necessarily ideal, either. 
 
It should also be noted that care within a psychiatric ward is not poor care, it I simply 
likely to be a less appropriate setting than a general medical ward. This has implications 
for the patient experience and best allocation of limited resources. 
 
Potential limitations to interpreting this data include the absolute small numbers 
analysed and the delay in formal diagnosis from the local clinical coding department (up 
to six weeks) which may mean that some recently discharged patients should have 
been counted as delirious. Finally, some inpatients now may be delirious but are not 
counted without a diagnosis at discharge. 
 
 
 

Overall Outcome of Project: 
The results of the project appear to indicate that a combination of 
awareness raising, systematic delirium screening and education 
about specific delirium treatments (e.g. the HNE sepsis pathway) 
are associated with a significant decrease in the number of 
patients who had a diagnosis of delirium at the Mater Mental 
Health Centre (from twelve to two in comparable six month 
periods).  
 
If this is accurate, it represents an opportunity both to increase 
the quality of care for patients with delirium and also to better 
utilise specialist resources within the mental health sector. There 
are limitations to interpreting the data (see discussion). 
 

Providing people with delirium appropriate care 
may improve outcomes and assist Mental 
Health Services balancing high clinical demand 
and finite resources.  
 
Care of Confused Hospitalised Elderly Persons 
(CHOPS) program - a collaboration between the 
NSW Agency for Clinical Innovation (ACI) and the 
NHMRC Cognitive Decline Partnership Centre 
(CDPC).https://www.aci.health.nsw.gov.au/chops is 
a useful resource 
 
 

PLAN: Find a screening tool 
 
DO: Literature search; obtain 
permissions 
 
STUDY: Will tool be suitable – i.e. brief 
and relevant? 
 
ACT: Short-CAM identified as an 
appropriate instrument 

 
 
 
PLAN: Trial screening tool use 
 
DO: Screening tool use discussed and 
practiced with small group of doctors 
informally 
 
STUDY: Was the tool acceptable? (i.e. 
brief, relevant, understandable) 
 
ACT: Tool was acceptable so trialled 
with larger group 

PLAN: Implement a screening tool – 
larger group 
 
DO: Insert into admission pack and 
educate staff on its importance 
 
STUDY: File audit to determine to what 
extent this is performed 
 
ACT: Given results, continue this 
strategy 

0

10

20

30

40

50

60

70

80

90

1 2 3 4 5 6 7 8 9 10 11 12

LO
S 

(d
ay

s)
 

patient # 

Jan - June 2016 admissions inclusive  AVE LOS 25 days 

0

5

10

15

20

25

30

35

1 2

LO
S 

(d
ay

s)
 

patient # 

Jan - June 2017 admissions inclusive AVE LOS 17.5 days  

mailto:Brendan.Flynn@hnehealth.nsw.gov.au
https://www.aci.health.nsw.gov.au/chops
https://www.aci.health.nsw.gov.au/chops
https://www.aci.health.nsw.gov.au/chops
https://www.aci.health.nsw.gov.au/chops
https://www.aci.health.nsw.gov.au/chops
https://www.aci.health.nsw.gov.au/chops
https://www.aci.health.nsw.gov.au/chops
https://www.aci.health.nsw.gov.au/chops
https://www.aci.health.nsw.gov.au/chops
https://www.aci.health.nsw.gov.au/chops
https://www.aci.health.nsw.gov.au/chops
https://www.aci.health.nsw.gov.au/chops
https://www.aci.health.nsw.gov.au/chops
https://www.aci.health.nsw.gov.au/chops


      

 
A Farewell to Harms - making care safer 

IHI Global Trigger Tool Project 
                                                                                                                                                               

     
Phase 1 Results 

Project Team Brainstorming  

SMART Aim 
By July 2017 SESLHD implements IHI GTT  
 
This will allow institutions to:  
 
1. Measure AEs/1000 bed days 
2. Categorise the harms 
 
Underpinning this will be: 
 
1. A process for completion of monthly audits 
2. Thematic analysis of AE type 
3. Tracking AE/Category trends 
4. A feedback mechanism to stakeholders 
5. Quality improvement aligned with AEs 
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Organisational cultural 
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Methods – Phase 2 

Driver Diagram 

To effect cultural change stakeholders must be assured 
that the proposed tools are proven, efficient and practical 

within available resources 

• Audit team assembled  
• PDSA Cycle developed 
• Pilot IHI GTT project at POWH/SSEH  
• Baseline 50 case notes reviewed, then 20/mth 
• All data reconciled* before analysis  
• Ensured accuracy of results 
• Results documented as: 

 Number of patients harmed and total AEs  
 Harm rate 
 AEs/1000 bed days  
 Categories of harm   

 
• For each pt. harmed   

 In depth analysis  
• Comparison of efficacy with current audit tools: 

(IIMS, ICD-10AM, PACE) 
 
• Initial Feedback 

 Department 
 Institution – Clinical Council, Quality & Safety Committees 

 
• Templates developed to facilitate reporting 

 
*Team compared data, discussed differences, reviewed notes  
consensus  

Institutional Report 

Synopsis of Harms  
MRN Pt. No. 

Description of 
Event 

Short Clinical 
History 

Intervention Cat Preventab
le? 

↑ LOS Issue Classification 

  

Xrays, CT # R NOF 

→ Rehab. 
Ongoing pain. 
Bone scan → 
subcapital #. 
T/F for 
surgery E Y Y 

Missed diagnosis 

Mildly 
symptomatic 
from anaemia. 
Drop in Hb 
from 111 → 70 
Day 5 post-op 

Haematoma R 
hip noted Day 
1 post-op. Day 
2 significant 
bloody ooze 
from wound. 
Transfused 1 
U PRBC, fluid 
balance, 
wound 
dressing F ? Y 

Complication of 
treatment 

Background 
Harm Reporting  
                              

 
 
 
 
 
 
 

 
 
• Voluntary error reporting/tracking   ≈ 10% AEs  

 Requires staff commitment  
 Limited specificity and sensitivity 
 Underestimate AEs 

• Commonly used audit tools focus on: 
 Specific illness or surgical population 
 Review of Unit practice 

• Administrative datasets use variable definitions 
• Selecting/testing improvement to ↓ harm needs effective 

identification of events that  harms  
 
Problem 
 
 
 
No single measure of AEs to:  

 
• Categorise harms according to degree of impact on the 

patient 
• Estimate prevalence of harms across a range of specialties 
• Facilitate improvement in patient care and outcomes by 

robust feedback 
 
What is the Need? 
 
• Measures of AEs need to be: 

 Accepted 
 Rigorous 
 Standardised 
 Practical 

 
IHI Global Trigger Tool (IHI GTT) 

 
• Annual harm rates 18-33% in US 
• 44-63% preventable 
• More efficiently tracks AEs cf other methods 
 
Trigger-based Chart Review 
 
• Premier approach for detecting AEs  
• Retrospective 
• Trained audit team 
• "occurrences, prompts, or flags found that 'trigger' further 

investigation to determine the presence or absence of AEs”  
• Examples – Complication of procedure, transfusion, return 

to theatre, hypoglycaemia  

2014-15 ≈ 800,000 Australian public 
inpatients suffered adverse events (AEs)* 

 13% of separations (6 million pts.) 

*(ICD-10AM, coding) 

Methods – Phase 1 
Analysis of Problem 

Reporting Templates 
 

Phase 2 Results 
IHI GTT data 
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Conclusion 
Phase 1 
 
1. To achieve desired outcomes a Team Leader should 

have key skills such as communication and 
organisation 

2. Team members should be selected who have skills and 
knowledge that complement those of the Leader 

3. Brainstorming sessions are an effective way to assess 
factors influencing/deterring change  
 

Phase 2 
 
1.IHI GTT is: 

i. A more efficient method for recording patient harms  
ii. Easily implemented 
iii.Sustainable within current resource levels  

 
2.Potential Productivity improvements include: 

i. Less effective methods are rescinded  
ii. Reduction in administrative paperwork  
iii.Frontline staff focus on clinical care 
iv.Better patient outcomes 
v. ↓ complications/LOS  ↓ $$ 
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Navigating care for the elderly 
Extended Care Paramedic referral to Geriatric Outreach 

 

Aim Statement: ECPs able to refer clinically appropriate 
patients to geriatric outreach services across SESLHD by 
February 2017 with a 25% increase in the number of safe 
referrals made and accepted from the first six month period to 
the following six month period in 2017 (stretch 50%) 

 
 

Background to problem worth solving  
Not all ECPs responding to patients within SESLHD are aware of 
the available referral options to aged care outreach services that 
may meet the needs of the patient in their place of residence 
rather than transporting to an Emergency Department. Previous 
referral pathways utilised by ECPs to aged care outreach services 
within SESLHD were not widely known or sustained. 
 

 
 
 

 
 
 

Team members 
• Sponsor/s   
Graeme Malone, Director, Clinical Innovation Clinical Services  

Allan Loudfoot, Executive Director, Clinical Services  

 
• Project Team   
Team Leader – Claire Walker Coordinator, Primary & Community Care 

QI Advisor – Michelle Shiel, Manager, Low Acuity Care 

Malcolm Lau, Project officer – Integrated Care 

Brendon McDougall, Integrated Care Program Manager, SESLHD 

4 x Extended Care Paramedics (ECPs) Champions (Sydney South East Sector) 

Extended Care Paramedics (Sydney South East Sector) 

 
 
 
 
 
 

 
 
 
 
 
 
 
  

Claire Walker  Coordinator, Primary & Community Care NSW Ambulance   claire.walker1@health.nsw.gov.au  ECLP Cohort 17                            

Plans to sustain change 
 

• Continue to document and monitor referrals from ECPs to age care outreach 
services 

• Continue with quarterly reviews 
• Process to ensure regular education sessions  and combined education 

events with the aged care teams – patient journey reviews  
• Continue participation in SESLHD PRISM Test of Change – ECPs enabled to 

send electronic referral direct to aged care outreach teams in SESLHD 

 

 

 

Results 

Outcome measures (Baseline) 

  
 
  
 
 
  
 

  

Plans to spread /share change 
 

• Expand process to formalise all referral pathways utilised by ECPs across 
NSW 

• Submitted to the ACI Innovation Exchange 
• Incorporate process into NSW Ambulance Integrated Care Work Instruction 
• Incorporate process into Integrated Care Integrated Care Policy Directive and 

Framework procedure 
• Collaboration / referral pathway for ECPs with War Memorial Hospital Geriatric 

Flying Squad accepted at both International and national conferences including  
Australian & New Zealand Society for Geriatric Medicine (ANZSGM) and 
Council of Ambulance Authorities (CAA). Also Finalist in SESLHD Improvement 
and Innovation awards 
 

 

 
Literature review 
 

• Agency for Clinical Innovation 2014. Clinical Innovation Program: Specialised geriatric outreach 
      to residential aged care. Agency for Clinical Innovation, NSW.  
 

• Bigham BL, Kennedy SM, Drennan I, Morrison LJ. Expanding Paramedic Scope of Practice in the    
     Community: A Systematic Review of the Literature. Prehospital Emergency Care. 2013;17(3):361- 72  
 

• Sheffield K, O’Meara P and Verrinder G. Decision-making processes when paramedics refer low 
     acuity patients away from hospital: a scoping review. Irish Journal of Paramedicine. 2016 Jun; 1(1)   
 

• Snooks H,  Kingston M,  Anthony R, Russell I, New Models of Emergency Prehospital Care That 
Avoid Unnecessary Conveyance to Emergency Department: Translation of Research Evidence into 
Practice?, The Scientific World Journal, vol. 2013, Article ID 182102, 6 pages, 2013. 
doi:10.1155/2013/182102  

 
 
 
 

 
 
 

 

 

 

 

 

 

 

 

 

 

 

  

Overall Outcome of Project:   
The project remains in the implementation phase and is not due to be  

completed until January 2018 when implementation of all of strategies have been  
evaluated. 

 
Achieved 5 x formalised referral pathways and templates to aged care  

Outreach teams across South Eastern Sydney  
 

Obtained 6 month baseline data (January – June 2017) 
 

32 successful referrals in six month period 
 

Important to maintain momentum  
 

We are on track to reach goal for the following 6 month period 
And moving towards the Stretch Goal  

Overall Cost  Savings in process of being evaluated 

mailto:claire.walker1@health.nsw.gov.au


Improving Flow Cytometry at  
Pathology West 

Aim Statement:  
There are deficiencies in processes that have lead to errors 
in the reporting of flow cytometry in my institution. This has 
identified a specific area for improvement of the work-flow 
and performance of flow cytometry. We aim to improve 
sample turn around time (TAT) to optimise sample 
examination and minimise diagnostic errors.  

Background to problem worth solving  
Patient misdiagnosed as having Acute Lymphocytic 
Leukaemia (ALL) and later diagnosed with circulating 
plamacytoid cells consistent with multiple myeloma 
resulting in a SAC2 enquiry. 
 
 
 
 

 
 
 

Team members 
• Sponsor/s  (Guidance Team)   
Prof Dominic Dwyer-Head Pathology West 
Mr Neil Catlett-Operations Manager Pathology West 
 
Project Team   
Prof David Brown – Team Leader 
Dr Elizabeth Tegg – Laboratory Haematologist 
Dr Lucinda Berglund – Immunopathologist 
Dr Ming Wei-Lin – Immunopathologist 
Ms Mary Sartor – Principal Scientist Flow Cytometry 
MS Sue Wong – Senior Scientist Flow Cytometry 
Susan Western, Quality Manager Pathology West – QI Advisor 
Dr Jennifer Kurnow, Clinical Haematologist – Consumer  

  
 
 
 
 
 
 

 
 
 
 
 
 
 
  

Place LHD Logo 
Here 

Prof. David Brown          Director, Immunopatholgy      D.Brown@amr.org.au      (02) 9845-6933     ECLP Cohort 17 

Plans to sustain change 
Submitted to the ACI Innovation Exchange. 
Policy and procedures have been documented 
Regular meetings with review of data has been established 
Training of staff in analysis is ongoing 
 
Planned: 
Presentation in quality improvement forums. 
 

 
 

Results 
Outcome measures 
Turn-around time pre/post change 
 
 
 
 
 
 
 
 Samples incompletely examined 
because of delayed pathologist review   
 
  
 

 
 
 
 

Plans to spread /share change 
Presentation in quality improvement 
forums. 
 
 

Link to National Standard 
1.3 – Assigning workforce roles, responsibilities and accountabilities 
to individuals for patient safety and quality in delivery of health care. 
1.8 – Adopting processes to support the early identification and 
appropriate management of patients at increased risk of harm. 
1.10 – Implementing a system that determines and regularly reviews 
the roles, responsibilities, accountabilities and scope of practice for 
the clinical workforce. 

Literature review  
van Dongen JJ, et al. EuroFlow antibody panels for standardized n-
dimensional flow cytometric immunophenotyping of normal, reactive 
and malignant leukocytes. Leukemia 2012;26:1908-1975. 

Kalina T, et al. EuroFlow standardization of flow cytometer instrument 
settings and immunophenotyping protocols. Leukemia 2012;26:1986-
2010. 

 
 
 
 
 

 
 
 

Review by pathologist within 
24 hours 
 
 

Adequate staff rostering 
after-hours 

 
 
 

Staff training for Analysis 
 
 
 

Were improvements due to reduced 
testing? 

  
  
 
 
 
 
 
 
 
Discussion  
There were significant improvements in TAT 
and samples that could be fully examined, 
even in the face of a 30% increase in work 
load. No diagnostic errors were identified 
after changes were introduced. However, 
there was a significant reversal of results 
with the retirement and resignation of 2 staff 
members that were in the department for 
about 25 years. These positions are now 
filled or being filled. We expect to regain 
improvements with new staff 
commencement. 

Overall Outcome of Project: 
• There was a significant improvement in turn 

around time (TAT). 
 

• This was reversed by significant staff 
changes. 
 

• However, re-establishment of gains and 
further improvements are expected with new 
staff. 

 



A Systematic Reduction of the Hip Fracture 30-
Day Mortality Rate at the 

 Tamworth Rural Referral Hospital 

Aim Statement: By July 1, 2017 we will 
decrease the 30-Day Mortality Rate of Hip 
Fractures by 50% at the Tamworth Rural 
Referral Hospital. 
Hip Fractures are an increasing problem in the 
elderly population and the risk of death within 1 
year following such event is substantial. Since 
2009-2015 the Australian BHI has identified 
TRRH as having a higher than expected 30-Day 
Mortality Rate. We felt that this needed to be 
studied and improve patient survival. 
 
 
 
 

 
 
 

Team members 
• Ms. Catharine Death, General Manager Peel 

Sector, Hunter New England Health   
 
 

•  Project Team   
• Dr David Healey 
• Mr Luke McGrath, Quality Advisor 
• Dr J. Croker, Dr. G. Clery, Dr S Jones 
• D. Grills Orthopaedic CNE 
• S. Elliott Orthopaedic NUM 
• Ms N Capel (consumer) 

 
 
 
 
 
 

 
 
 
 
 
 
 
  

Dr David Healey         Director of Orthopaedics TRRH   davehealey@ymail.com    (02) 6766 6320    ECLP Cohort 17 

Plans to sustain change 
 Continued in house Auditing of the 30-Day Mortality Rate 

& publishing individual surgeons rates at Departmental 
level. 

 Meeting with relevant departments to disseminate 
information 

 Contribute Data to ANZHFR for comparison 
 New printed Hip Fracture Pathway Orders   
 Monitor and compare future BHI reports regarding TRRH 

and the 30-Day Hip Fracture mortality rate 
 

 
 

Results  
30-Day Hip Fracture Mortality Rates 

Tamworth, BHI 2009-2015 
  
 
 
 
 
 
 
 
 
  

 In 1 Year the 30-Day Mortality Rate now at 
NSW avg. for Tamworth, BHI 2016  

Plans to spread /share change 
• Hunter Orthopaedic Society 2017 meeting submission for 

28/10/17 
• ACI Innovation Exchange, submitted 
• TRRH Medical Staff Council submission 
• TRRH Grand Rounds, planned presentation 
• Presentation to TRRH Senior Management 

 

Link to National Standard or Strategic 
Imperative: TRRH joined ANZHFR 06/2017 
Literature review  
• Bureau of Health Information. The Insights Series – Exploring 

clinical variation in mortality, NSW, July 2012 – June 2015. Sydney 
(NSW); BHI; 2017.  

• ANZHFR Annual Report for Hip Fracture Care 2015, July 
2016. Australian and New Zealand Hip Fracture Registry, 2016.  

• Clinical Guideline Centre, (2011) [The Management of Hip 
Fracture in Adults]. London: National Clinical Guideline Centre. 
Available from: www.ncgc.ac.uk  

• Australian Commission on Safety and Quality in Health 
Care. Hip Fracture Care Clinical Care Standard. Sydney: 
ACSQHC, 2016.   

 
 
 
 

 
 
 

Time from Fracture to Surgery  
 
 

IDC and MSU for all patients 
                
 
 

Medical review Pre-op 
 
 
 

Results continued 
Process measures     

• 11/2015- 95% Compliance Rate <48Hrs 
from time of fracture to Hip Surgery 

• 11/2015- 100% Compliance <24 Hrs 
discharge summary to GP/ accepting 
facility 

• 03/2017-100% of patients >55 years of 
age reviewed by Medicine pre-op 

• 11/2017- 100% Compliance with 
multidisciplinary revised Hip Fracture 
Pathway 

• 39.2% actual decrease in the 30-Day 
Mortality rate at TRRH from June 2015 
compared with June 2016  

Discussion : TRRH avg. 140 hip fracture 
patients per year with 50% transferred from 
peripheral hospitals. Decreasing the 30-
Day Mortality rate from 10.2% to 5.1% 
means an additional 7 patients per year 
would survive past 30 days after surgery, 
or 133  vs 128 patient survivals. 

Overall Outcome of Project:  Stretch Goal was 
set at a 50% Reduction of the 30-Day Mortality Rate, 
we Achieved a 39.2% reduction by June 2016 . 
Continued measures and processes have potential to 
reach or exceed stretch goal. 
Realized Cost savings: 
 Increased survival can increase hospital expense by 

increasing length of stay.  
 Avoid delays in surgery will decrease total time in hospital. 
 Following the Hip Fracture Pathway can decrease 

unnecessary investigations and decrease total time in 
hospital 

 

TRRH 
NSW (avg.) 

1. All Hip fracture patients have an 
IDC inserted in ED with a MSU 
collected. RMO’s will follow-up results 
in 24-48 Hrs and start Abx. If positive 
bacteria culture. Can UTI’s lead to 
early post-op delirium? 

2. Audit for 1 month 
all consecutive Hip # 
patients to see % that 
had IDC inserted, 
how many had MSU 
resulted and what % 
had a positive 
UTI/colonization.  

3. Calculate % of patients 
that have a UTI or 
colonization on admission 
with a Hip Fracture. 

4. Can early 
post surgery 
delirium be a 
result of UTI on 
admission? Are 
Hip # patients 
prone to UTI 
prior to 
admission? Can 
early treatment 
decrease 
delirium? 

1. Can time from fracture 
event to surgery be 
improved at TRRH? Ortho 
registrars for 1 month will 
calculate time from 000 call 
to submission of booking 
slip and mark when 48 hr. 
deadline will be reached. 

 2. At the end of 1 month 
calculate the %  of Hip # 
surgery that were completed       
< 48 hrs. after event. 

3.  At the end 
of 1 month 
compare the 
% of surgery 
completed in 
< 48 hrs with 
the previous 
month.  

4. If the time from 000 call to 
48 hr deadline was 
successful obtain this data 
from source and include on 
all Hip # booking forms. 

1. Is Pre-op 
medical review as 
good at reducing 
30-Day mortality 
rate as an Ortho-
geriatric 
assessment?  

2. Started March/ 2017 all 
Hip # patients >55 y.o. to 
be seen pre-op by 
Medics. 

3. On Sept 1st, 
Ortho Audit to 
calculate % of 
patients seen by 
Medics Pre-op 
and compare 30-
Day Mortality 
Rate with 
previous 6 
month period. 

4. Feed back to Medical Dept the 
compliance rate for patients > 55 
yo and 30-Day Mortality Rate 
change 

http://www.ncgc.ac.uk/


Project Swift 
Improving access to a psychiatric assessment in Tamworth 

Aim Statement:  
By 6 months the waiting period in Tamworth to 
access a psychiatric opinion will be reduced by 50% 
 
Background to problem worth solving  
There is an under-resourcing of psychiatrists in rural 
Australia (2-3 per 100,000) v’s (16 per 100,000) in 
metropolitan areas.  This project tried to look at 
ways to reduce the long waiting time to access an 
opinion from a consultant psychiatrist in the 
Tamworth outpatient clinic. 
 
 
 

 
 
 

Team members 
• Dr Brendan Flynn 

 
 
 

• Project Team 
• Trish Blackman Service Manager TMHS 
• Beth O’Brien Clinical Co-ordinator TMHS 
• Dr Miriam Grotowski Tamworth GP 
• Dr Raph Kwa  Tamworth GP 
• Dr Eoin Wilson Psychiatrist TMHS 
• Dr Peter Kenne CMO TMHS 
• Yarif Freestone Consumer Consultant TMHS 

 
 

 
 
 
 
 

 
 
 
 
 
 
 
  

Dr James Zurek       Clinical Director Tamworth MHS        james.zurek@hnehealth.nsw.gov.au          ECLP Cohort 17 

Future Plans to further improve access 
to a psychiatric opinion 
 
o Guilt inducing letter 
o Business case for extra FTE 
o Apply for STP registrar position  
 

Results 
 
  
 
  
 

Queensland Health Specialist Outpatient 
Strategy, Improving the patient Journey by 
2020. 
• Key Investment Initiative: 

• More appointments across the public health system.   
• By 2017, more patients will be seen within clinically 

recommended times and current long waits will be 
reduced 

Literature review   
• Reducing No-show behaviour at a community mental 

health centre. Q van Dieren et al Journal of Community 
Psychology, Vol 41, No. 7, 844-850 (2013) 

 
 
 
 

 
 
 

Change concept 1 – 
Establishing MHAT Team 
o To develop a group of clinicians to be 

able to be the front-line in assessing 
all new referrals and manage 
complicated patients with guidance 
and clinical oversight provided by the 
consultant psychiatrist. 

o Measure if DNA rate has reduced 
 

Change concept 2 – 
Establishing a BPD Service 
o A group program led by a Psychiatrist 

to be able to see 4-8 patients in a 60 
minute MBT group per week 

o Monthly 60 minute group to provide 
psychoeducation and containing for 
clinicians, and families. 

o Measure if ED presentations and 
Admission to Psychiatric Unit have 
reduced, despite reduction in 
psychiatrist clinical time. 

Change concept 3 – 
Implementing ABC Model to 
Outpatient Psychiatric Clinics 
o A model rationalising psychiatrist 

assessments to a maximum of 3 
sessions and discharging back to GP 
with a comprehensive management 
plan. 

o Measure if reduction in waiting time 
for assessment with psychiatrist. 

 
 Results continued 

        Waiting time reduced from 9 weeks to 4 weeks. 

 
 
 
 
 
 
 
 
 
Discussion 
o DNA rate related to: 

o MHATT being more actively involved in communicating 
with patient and family, establishing therapeutic rapport 
by engaging in assessment prior to being seen by 
psychiatrist. 

o Waiting time reduction related to: 
o Psychiatrist being involved in referral meeting 
o Implementing ABC model psychiatric assessments 
o Establishment of BPD service (consultant psychiatrist 

running group and able to see up to 8 patients in 1 
hour) 

Overall Outcome of Project 
 
o DNA rate dropped from 33 patients in 

January to 13 patients in June. 
o Waiting time to access a non-urgent 

psychiatric assessment in the outpatient 
clinic reduced from 9 weeks to 4 weeks. 
 

DNA rate reduced from 33 in January to 13 in June 



‘Not Another DVT in the ED’ or           
Using Innovation to Standardise and Optimise 

Acute Deep Vein Thrombosis (DVT) Management 

Aim Statement:  
By June 2017, 95% of patients presenting to Westmead Emergency 
Department with an acute upper or lower limb DVT will undergo 
standardized assessment, investigation, treatment initiation and follow 
up consistent with evidence-based best practice and international 
guidelines (Kearon et al, ACCP 2016).  

Background to problem worth solving  
Acute DVT patients presenting to Westmead Emergency Department 
(ED) were receiving care with marked clinical practice variability 
influenced by: 
• Experience and knowledge of attending ED personnel 
• Advice received from consulting Haematologist 
• Lack of a standardised process for investigation 
• Lack of a standardised process for selection of anticoagulant  
• Inability of ED physicians to access internationally recommended first 

line agents for DVT treatment (NOACs, Non-vitamin K antagonist anticoagulants) 

• Inconsistent patient referral and follow up post-discharge from ED 

 
 
 
 

 
 
 

Team members 
• Sponsor/s  (Guidance Team) 
  Warwick Benson and Matthew Vukasovic. 
 
• Project Team   

Team leader: Jennifer Curnow 
QI Advisor – Catriona Middleton-Rennie 
Consumer – Anna de Wet 
Yvonne Brennan, Thrombosis and Haemostasis Fellow 
Jason Montgomery, Nurse Practitioner Emergency Department  
Lorraine Koller, Deputy Director Pharmacy Department, 
Christine Coorey, Clinical Lead Pharmacist,  
Louis Do, Lachlin Vaughan, Haematology registrars 
Bibhu Pradhananga, Pramod Chandru, Emergency med registrars 
Helen Crowther, Haematologist and Director Cancer Services BMD 
Leonardo Pasalic, Fiona Kwok, Haematologists, WSLHD 

 
 
 
 
 
 
 

 
 
 
 
 
 
 
  

Jennifer Curnow   Director Clinical Haematology WSLHD  jennifer.curnow@health.nsw.gov.au  0404451327  ECLP Cohort 17 

Plans to sustain change: 
1. Standardisation: Processes for investigation, anticoagulant selection and 

referral for follow up have been standardised and embedded in normal 
work practices for Westmead ED 

2. Documentation: Standard operating procedure documents the processes  
3. Measurement 

• Ethics approval for ongoing prospective audit, all new patients entered 
• Ongoing patient surveys conducted intermittently 

4. Training 
• Regular training sessions booked for ED JMO teaching at start of each 

new term 
• Haematology registrar training ongoing, including rotation through 

Thrombosis and Haemostasis clinics 

 

 
 

Results: Overall Outcome 
 
 
 
 
 
Process measures 
Increase knowledge: 
 
 
 
 
 
Enable a standardised process for investigation: 
 
 
 
 
 
 
Enable a standardised process for choice of anticoagulant: 
 

Plans to spread /share change: 
Already done: 

eReferral and order set made available across WSLHD 
Submitted to ACI Innovation exchange 
Entered in WSLHD Quality awards and ACHS awards 

Planned: 
Make the NOAC starter packs and DVT clinical decision support tool available to all ED’s in 
WSLHD with specific education sessions 
Establish Acute Clot Clinics at all WSLHD sites 
Present at national Haematology and Pharmacy conferences (abstracts submitted) 
Publish in journal, which? 
Preliminary discussion with THANZ*, ?national spread 

Link to Strategic Imperative 
• Aligns with the NSW State Health Plan Direction Two and Three: 

Providing World Class Clinical Care and Delivering Truly 
Integrated Care  
by enabling the prescribing of recommended first choice anticoagulants in -
Westmead ED; practice variation reduction through standardising investigation, 
anticoagulant prescription and follow up of acute DVT patients. Introduction of 
a new service model and integrated care between ED and Haematology to 
improve patient experiences and outcomes.  

• Aligns with Strategy Two and Three Supporting and Harnessing 
Research & Innovation and Enabling eHealth.  
Utilisation of eHealth for investigation order-sets, e-referrals and development 
of a DVT clinical decision support tool 

• NSQHS Standards 1, 2, 4 
 

Literature review 
Antithrombotic Therapy for VTE disease, CHEST guideline and 
expert panel report, Kearon C et al. CHEST. 2016; 149(2) 315-52. 
 
 
 
 

 
 
 

Clinical Decision Support Tool: 
Multiple PDSA cycles 
 
 

 
 
 

User behaviour analysed: 
 
 
 

Process measures continued: 
Improved access to appropriate anticoagulant therapy: 
 
 
 
 
 
 
 
Reduced Hospital in the Home Utilisation 
 
 
 
 
 
 
 
 
 
 
Enable a standardised referral process and reliable clinic 
follow up process: 

 
 
 
 
 
 
Balancing  measures 
• Referrals to acute clot clinic increased 

o Pre 19/35 (54%), Post 27/34 (79%) 
• Increased percentage of patients seen by Thrombosis and 

Haemostasis subspecialists for follow up 
o Pre 24/35 (68%), Post 32/34 (94%) 

• Minor increase laboratory test costs  
o Pre $1776,  Post $1903 

 
 
 

$ Cost                                                       
savings 

Pre implementation:13% patients 
had appropriate investigation, 
treatment and follow-up;  
Cost of $1,985 per patient.  
Post implementation 84% had 
appropriate investigation, 
treatment and follow-up;   
Cost of $1,042 per patient 

71% 
Improvement 

Post-implementation patient survey 1st Feb 
to 31st May 2017 

• 26 patients surveyed 
• 92% received information on DVT 

diagnosis in ED (baseline 87%) 
• 100% received information on DVT 

treatment in ED (baseline 86%) 

Availability of standardised 
electronic order set of 
investigations required for DVT 
management, led to increased 
the proportion of patients 
undergoing all required tests 
prior to anticoagulant 
prescription  

• Provision of NOAC starter packs and 
development of a process for 24 hour 
dispensing from ED has enabled 
prescription of international guideline 
recommended first choice 
anticoagulants in ED. 

• Patient information leaflets were 
developed and provided with all 
starter packs. 

• A process for one point of contact for 
Haematology advice on DVT was 
established. 

• Clinical decision support tool was 
utilised. 

• Median number of anticoagulants 
patients received reduced from 2 to 1. 

Post implementation 
1/36 = 3% lost to 
follow up – eOrder 
was NOT used for 
this patient. 
Patient reported 
adverse effects 
occurring prior to 
clinic review reduced 
from 22% to 12%. 

[CELLRANGE], [VALUE] 

[CELLRANGE], [VALUE] 

[CELLRANGE], [VALUE] 

[CELLRANGE], [VALUE] 

POST-IMPLEMENTATION 

PRE-IMPLEMENTATION 

Patients who had complete set of required 
blood tests in ED  

Yes No



Putting the ‘T’ into MDT – improving multi-
disciplinary planning and communication 

Aim Statement:  
 
By 31st of May 2017, 100% of patients 
referred to SDN Croydon centre have a 
documented assessment of their 
multidisciplinary palliative care needs 
(including triage for medical referral) at the 
beginning of each new episode of care which 
will be communicated to the GP and referrer  
 
 
 

 
 
 

Background to the problem 
-Patients referred to the community 
palliative care nursing service don’t have 
standardised multidisciplinary discussion,  
documentation and communication of their 
issues including advance care planning. 
-GPs are often unaware of what the SDN 
team are doing. 
-ED doctors can’t work out how 
aggressively to manage patients. 
 

 
 
 
 
 
 

 
 
 
 
 
 
 
  

Place LHD Logo 
Here 

Place other Logo 
Here ie: facility 

Logo 

Dr Katalin Urban       Palliative Care Specialist     kat.urban@sswahs,nsw.gov.au     97676799       ECLP Cohort 17 

Overall Outcome of Project: 
 
We are now sending letter to GPs documenting our multi-
disciplinary plan for patients referred to SDN for palliative care 
support – but did not reach stretch goal of 100%.  More of 
these MDTs now contain psychosocial and functional 
information. 
  
There has been an increase in the documentation of advance care 
planning and a reduction in presentations to the acute hospital. 

Results 
  
 
  
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 

Plans to sustain change 
1. Roll out to other CHCs in SLHD 
2. Bill for MDT 
3. Embed into eMR2 as a template 
4. Monitor via monthly M+M meetings and rate of uptake 

of ADP 
Submit to ACI innovation exchange, submit to SLHD Quality 
awards 

Literature review 
1. Home-based palliative care: A systematic literature 
review of the self-reported  unmet needs of patients 
and carers A Ventura et al 2014 Palliat Med 
2. District nurses’ role in palliative care provision: A 
realist review C Walsh and K Luker 2010 Int J Nursing 
Studies 
3. Hospice to home: a patient-centric multiprofessional 
community approach L Spencer 2015 Int J of Palliat 
Nursing 
This project aligns with Essential Components  2,5,6 
and 7 of the ACI Palliative and End of Life Care 
Blueprint for Improvement 

 
 
 
 
 

 
 
 

Change concepts: 
 
1. Standardise MDT 

 
2. Document outcome in eMR 

 
3. Send outcome to GP 

 
4. Send any ADC/Ambulance 

plan to GP 
 

5. Educate ED staff on where to 
find this information 
 

6. Educate GPs on what the 
service is/offers 
 

7. Increase ACP and 
documentation 
 

8. Case based learning for SDN 
generalist staff 

   - Change structure of  
    M+M meeting 
  - Instigate case review              
 session with registrar 
 

 
 

Process Measures 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Balancing measures: 

Discussion  
Producing a user-friendly, standardised template for 
the MDT which includes functional and psycho-social 
information as well as documentation of advance 
care planning helps equity of care.  It also eases 
patients’ transition across care settings if 
communicated to primary care and the ED team.  
Community generalist nursing proficiency with using 
PCOC can be improved with case-based discussions. 



A clear case – a strategy for improving 
court reports in sexual assault cases 

Aim statement: Reduce the number of poor 
quality expert witness certificates in the three 
MCLHD Sexual Assault Services to zero 

Background to problem worth solving  
Poor quality certificates can and do cause 
miscarriages of justice and lead to complaints 
to the HCCC 

Team members 
Sponsor:   Bronwyn Chalker 
Project Team  
• Team Leader -  Kathy Kramer
• Consumer -  unable to appoint
• QI Advisor – Clare Karibika
• Health team members: Janet Cormick (child

protection), Janelle Storrie (SAS manager), Gail
Baucke (child protection)

• GP rep – Carol Booth
• Police rep – Peter O’Reilly
• FaCS rep – Dianne Weeding-Smith
• ODDP rep –  declined involvement

Kathy Kramer, Medical Governance Director Sexual Assault Service and Child Protection; kathleen.kramer@ncahs.health.nsw.gov.au; 02 66567200 ECL Cohort 17 

Plans to sustain change: 
Expert review has been imbedded as an integral 
part of the forensic medical care of a patient 
following sexual assault. We will continue to 
monitor the EWC request database to ensure 
certificates are submitted in a timely fashion after 
going through the appropriate review steps. 

Results 
Outcome measures 
Outcome Measure 1: 

How much:  All EWCs are deemed fit for purpose by an 
internal reviewer, an external medical specialist, and an 
external legal expert 
By when:  June 2017  
Result: complex, see Discussion and Overall outcome 

Outcome Measure 2: 
How much:  no complaints about EWC from Police, the 
ODPP or HCCC 
By when:  June 2017 
Result: goal received 

 Process measures 
Process Measure 1: 

How much: All EWCs are viewed 
By when:  Dec 2016 
Result: goal achieved 

Balancing measures 
Balancing Measure 1 

How much: practitioners give feedback via the quarterly 
peer review meetings that the new system is not 
increasing workload to an unacceptable level 
By when: June 1017 
Result: goal achieved 

Plans to spread /share change: 
• ACI Innovation Exchange

Link to national standard or strategic 
imperative 
Draft Standards and Guidelines for NSW 
Health Sexual Assault Services 
Premier's Priorities: reducing domestic 
violence; protecting our kids 
Literature review 

• Kariyawasam U. The impact of peer review on
paediatric forensic reports. Forensic and Legal Medicine
2016(43):42–7

Change concept 1 - PDSA 
Cycle  

Change concept 2 - PDSA 
Cycle  

Change concept 3 - PDSA 
Cycle  

Discussion 
Poor quality expert witness certificates (EWCs) can cause 
miscarriages of justice. We instituted an internal review 
process to increase EWC quality from our Sexual Assault 
Services. 
We set up a central email address for EWC requests and 
appropriate people to monitor it across the LHD. We 
developed a checklist for responders to follow and a database 
to monitor such things as response times. We liaised with 
Police about the new procedure. We updated clinician 
position descriptions to ensure they were congruent with the 
new process; this necessitated developing new novo PDs for 
some staff, which in turn lead to the introduction of 
performance reviews for these doctors.  After consultation 
across the State, we developed a checklist for reviewing 
EWCs. 
Unfortunately, during this ECLP Project all requests were for 
the Director’s certificates, which undergo a different review 
process. Historic cases that had been informally were 
therefore used. This was not ideal, as medical practice and 
case law have developed over time. 
All unreviewed certificates were deemed not fit for purpose; 
the bulk of reviewed certificates were fit, with a quality score 
of 4 out of 5. 
Overall, we clearly showed that not reviewing EWCs leads to 
poor quality documents. It’s unfortunate that we were not able 
to assess the quality of the current review process but this 
retrospective data is still very promising. 
Police are very happy with the new process, stating it is 
simple and produces faster results. 

Overall outcome of project: 
The defence lawyer and external forensic physician 
unanimously described all 5 unreviewed certificates 
as not fit for purpose. 
The physician found all 5 historic certificates were fit, 
with an overall quality score of 4/5. The lawyer felt 
only 3 were fit, again with an overall quality score of 4. 
An internal review of the 2 non-fit certificates 
concluded that this was a reflection of their dated 
nature. 
Overall, we clearly showed that not reviewing 
certificates carries a significant risk of poor quality 
documents, with an attendant risk of miscarriages of 
justice. It is unfortunate that we were not able to 
assess the quality of the current review process but 
this retrospective data is still very promising. 

  



	  
	  
	  
	  

	  
Improvement	  in	  compliance	  and	  error	  rate	  during	  

service	  category	  change	  	  
Dr.	  Kawaljit	  Singh	  

Staff	  Specialist	  Geriatric	  Department	  	  
Campbelltown	  Hospital,	  SWSLHD	  	  

Background:	  
Service	   category	  defines	   the	   level	   of	   care	  provided	   to	   the	  pa@ents	   during	   their	  
hospital	   journey.	   Under	   the	   current	   ac@vity	   based	   funding	   model,	   different	  
categories	   aEract	   different	   types	   of	   funding,	   e.g.	   acute	   and	   subacute	   service	  
types.	  Subacute	  category	  can	  be	  further	  classified	  into	  GEM	  (geriatric	  evalua@on	  
management),	  rehabilita@on,	  pallia@ve	  care	  and	  maintenance.	  
For	   this	   to	  work	  effec@vely,	   if	   an	  acute	   inpa@ent	  has	   to	   stay	   in	   the	  hospital	   for	  
rehabilita@on	  or	  for	  nursing	  home	  placement,	  then	  the	  service	  category	  needs	  to	  
be	   changed	   from	   acute	   to	   subacute.	   This	   depends	   on	   the	   communica@on	  
between	   the	   nurse	   unit	   managers	   and	   doctors,	   which	   can	   be	   very	   challenging	  
because	  of	   the	  busy	  workload	   in	  hospital	   resul@ng	   in	  errors.	  Furthermore,	  poor	  
compliance	  of	  the	  category	  change	  results	  in	  loss	  of	  poten@al	  funding.	  	  
	  
Idea	   of	   this	   project	   was	   to	   improve	   the	   communica@on	   between	   staff	   so	   that	  
compliance	  rate	  and	  error	  rate	  of	  subacute	  category	  change	  could	  improve.	  Data	  
was	  collected	  from	  October	  2016	  to	  April	  2017	  and	  strategies	  were	  implemented	  
from	   December	   2016	   @ll	   April	   2017.	   Evaluated	   data	   demonstrated	   the	  
improvement	  in	  compliance	  and	  error	  rate.	  However,	  this	  improvement	  was	  hard	  
to	   sustain	   due	   to	  mul@ple	   factors	   like	   ongoing	   rota@ons	   of	   doctors,	   new	  nurse	  
unit	  managers	  and	  the	  need	  for	  training	  of	  service	  category	  change.	  	  

Aim:	  
To	   improve	   the	   compliance	   rate	   to	   100%	   and	   to	   reduce	   the	   error	   rate	   during	  
service	   category	   change	   in	   pa@ents	   admiEed	   in	   medical	   wards	   at	   the	  
Campbelltown	  Hospital	  by	  April	  2017.	  	  

Benefits:	  
1.  Helps	  to	  iden@fy	  proper	  category	  change	  
2.  Prevents	   loss	   of	   funding	   caused	   by	   errors	   and	   poor	   compliance	   linked	   to	  

category	  change	  
3.  Improves	   the	   @me	   management	   of	   nurse	   unit	   managers	   by	   reducing	   the	  

number	  of	  errors	  	  

Problem	  IdenBfied:	  
Due	   to	  poor	  compliance	  and	  errors	   linked	   to	  service	  category	  change,	  we	  were	  
losing	   significant	  poten@al	   funding.	  The	  process	  of	   service	   category	   change	  had	  
been	  complicated	  due	  to	  various	  levels	  of	  communica@on	  required	  between	  the	  
doctors	  and	  nurse	  unit	  managers.	  Doctors	  had	  to	  change	  the	  service	  category	  on	  
the	  power	  chart;	  only	   then	  the	  nurse	  unit	  manager	  could	  fill	   the	  FIMS	  form.	  As	  
doctors	  were	  not	   informing	  nurse	  unit	  managers	  aZer	  changing	  the	  category,	   it	  
was	  leading	  to	  errors	  and	  poor	  compliance.	  This	  was	  further	  affec@ng	  the	  funding	  
aEracted	  by	  changing	  service	  category	  to	  subacute.	  	  
	  

Diagnosis	  of	  problem	  
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EvaluaBon	  and	  Results	  
Monthly	  compliance	  rate	  and	  the	  error	  rates	  were	  used	  as	  the	  indicators.	  Data	  was	  
collected	  from	  October	  2016	  to	  April	  2017.	  Changes	  were	  introduced	  from	  1st	  of	  
December	  2016.	  Regular	  mee@ngs	  with	  nurse	  unit	  managers	  were	   ini@ated.	  Data	  
suggested	   that	   compliance	   improved	   to	   100%	   in	   January	   2017.	   However,	   when	  
new	   doctors	   joined	   the	   hospital	   in	   February	   2017,	   compliance	   fell	   down	   again.	  
With	  further	  educa@on	  of	  the	  staff,	  compliance	  improved	  again	  to	  99%	  in	  April.	  We	  
managed	   to	   achieve	   the	   compliance	   rate	   of	   100%,	   however,	   were	   not	   able	   to	  
sustain	   it.	   Error	   rate	  also	   improved	   in	   the	  month	  of	   January	  2017	   to	   zero,	  but	   it	  
started	  to	  rise	  again	   in	  February	  because	  of	  the	  same.	  AZer	  regular	  educa@on	  of	  
the	  staff,	  error	  rate	  improved	  again.	  	  
	  	  
Prior	  to	  the	  implementa@ons	  of	  the	  strategies,	  poten@al	  funding	  lost	  in	  the	  month	  
of	  November	  2016	  was	  $121,000,	  which	  we	  were	  able	  to	  bring	  to	  $0	  in	  the	  month	  
of	  January.	  Further	  results	  are	  shown	  in	  the	  graphs.	  	  
	  

Implementa@on	  started	  

Implementa@on	  started	  

Implementa@on	  started	  

SoluBons	  Implemented	  
We	  iden@fied	  the	  communica@on	  gap	  between	  doctors	  and	  nurse	  unit	  managers.	  
So,	  to	  reduce	  the	  complica@on	  in	  communica@on,	  we	  decided	  that	  only	  the	  nurse	  
unit	  managers	  would	  change	  the	  service	  category	  both	  on	  the	  power	  chart	  and	  
the	  FIMS	  forms.	  Nurse	  unit	  managers	  would	  then	  contact	  the	  doctors	  and	  put	  a	  
special	  green	  s@cker	  in	  the	  pa@ent’s	  notes	  for	  doctors	  to	  sign.	  This	  improved	  the	  
communica@on.	  	  

Lessons	  learnt:	  
1.  Regular	  mee@ngs	  are	  necessary	  to	  implement	  changes	  
2.  People	  do	  not	  accept	  changes	  easily	  
3.  It’s	  beEer	  to	  have	  a	  dedicated	  team	  in	  the	  hospital	  who	  can	  do	  service	  

category	  change	  as	  it	  involves	  a	  lot	  of	  funding	  loss.	  	  
	  

Guidance	  Team:	  	  
A/Prof.	  Sellappa	  Prahalath,	  Director	  of	  Medical	  Services,	  
Campbelltown&	  Camden	  Hospitals,	  SWSLHD,	  Execu@ve	  Sponsor	  
	  
Project	  Team:	  
Katja	  Schwerin,	  Opera@onal	  Nurse	  Manager,	  SWSLHD	  
	  
Contact	  Details:	  	  
Dr	  Kawaljit	  Singh,	  Staff	  Specialist	  
Geriatric	  Department,	  Campbelltown	  &	  Camden	  Hospitals,	  SWSLHD	  
Email:	  Kawaljit.Singh@sswahs.nsw.gov.au	  
Date:	  16/07/2017	  
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Development and piloting of a brief psycho-
educational intervention for carers of people 

with Hoarding Disorder in NBMLHD 
 Author : Dr Laura Kirsten     Position: Principal Clinical Psychologist   Email: laura.kirsten@health.nsw.gov.au      Phone: 0417 459 085     ECLP Cohort 17 

Team members 
 Sponsor/s  (Guidance Team)   

Kevin Hedge (Director, Allied Health and Community 
Programs) 

 Project Team   
Dr Laura Kirsten, Principal Clinical Psychologist 
Dr Denise Milicevic, Senior Clinical Psychologist 
Planned Additional Consultancy: Identified experts in 
Hoarding Disorder 
Allied Health Lead Clinicians, Nursing Seniors and 
Ambulance Services 
Consumer initiated project – consumer involvement 
throughout 

 
 
 
 

 
 
 
 
 
 
 
  

Aim Statement: Within 12 months, to facilitate 
support for people with Hoarding Disorder by 
promoting awareness and psycho-education of 
their carers by developing and piloting a brief 
intervention 
Background to problem worth solving 
 Hoarding Disorder (HD) is a chronic and 

disabling mental health problem with far 
reaching economic costs.  

 HD affects 2-6% of the population (likely an 
underestimate) and increases in prevalence as 
the population ages (Ong et al 2015).  

 Common comorbidities include depression, 
social anxiety disorder, generalised anxiety 
disorder and obsessive compulsive disorder.  

 HD often identified when people are facing 
eviction and high levels of impairment eg health 
related issues, falls, respiratory problems and 
actual safety concerns about living in their 
homes.  

  
 
 
 
 

 
 
 

 The Nepean Anxiety Disorders Clinic has been 
running a specialist Cognitive Behavioural 
Therapy Group program for people with 
Hoarding Disorder for over 3 years.  

 Participants wanted support for their loved 
ones who have experienced substantial distress, 
frustration, hostility and, at times, have been 
rejecting. This experience is supported by 
research  (Tolin et al 2008) 

 The problem is that there is no support for 
family members of people with Hoarding 
Disorder 

 This problem was identified by participants in 
the HD Group  we listened  this project 

 
 
 
 
References: 
Ong, C., Sagayadevan, V., Lee, S.P., Ong, R., Chong, S.A., Frost, R.O., & Subramaniam, M. 
(2016). Hoarding among outpatients seeking treatment at a psychiatric hospital in 
Singapore. Journal of Obsessive-Compulsive and Related Disorders, 8, 56–63. 
Tolin, D.F., Frost, R.O., Steketee, G., & Fitch, K.E. (2008). Family Burden of Compulsive 
Hoarding: Results of an internet survey. Behavior Research and Therapy, 46(3), 334–344.  

 
  
 
 
 
 

 
 
 

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 10: Preventing Falls and Harm 
from Falls 

 
 

 
 
 
 

 
 
 

Results 
Main themes identified during interviews with people with Hoarding Disorder about what they 
felt their families need from any support offered to them were: 

 Improved understanding of HD 

 Awareness of perception of self by family due to HD 

 Awareness of impact of HD on family functioning 

 Practical strategies that family members can use to support people with HD 

 Emotional and interpersonal strategies that family members can use to support people with HD 

 Emotional support for family members of people with HD 

 
 

 

Where to next? 
Stage 2: Development of manual based on literature, 
existing CBT group program for hoarding disorder, 
findings of the focus groups. 
Stage 3: Review of manual by identified experts in the 
field, consumer input and input from other disciplines 
/ services 
Stage 4: Pilot of intervention with family members 
 

Special Thanks to the consumers who participated. 
 

 
 
 

Stage One: 
Step 1: Ethics application submitted 
Step 2: Focus group with consumers who have 
participated in the hoarding disorder group program 
Focus group considered these main areas: 
How has your family coped with your hoarding 
problem? 
What does your family do that helps you manage 
your hoarding problem? 
What does your family do that is unhelpful to you 
and your hoarding problem? 
What has your family’s expectations been since 
participating in the group treatment program? 
How could your family help you the most in your 
recovery from Hoarding Disorder? 

 
 
 
 
 

 
 
 

http://www.sciencedirect.com/science/journal/22113649


ED Diversion Pathway for 

Mental Health Consumers 

Requiring MH Admission
Author: 

Leanne Frizzel DAS PG Dip MSC 
Hornsby Mental Health Service Director 

Leanne.frizzel@health.nsw.gov.au 

AIM STATEMENT 
To reduce the MH presentations to Hornsby Emergency Department (ED) of known MH consumers by 33% in 9 months 

Background 

ED for consumers with known 

mental health relapse direct 

admission to a mental health (MH) 

bed is a desired option. 

This decade has seen a more open 
and transparent dialogue in the 
public health arena to support the 
earlier recognition, promotion, early 
engagement in health processes for 
the Nation to minimise the impact of 
mental health.  

 Historically all MH admissions
have required a full physical
health screen in an Emergency
Department (ED) to ensure there
is no organic or physical health
cause to their presentation.

 However achieving this process
along with the NSW Health Key
Performance Indicators (KPI) in
the ED referred to as Emergency
Treatment Performance (ETP) the
result is a continuous squeeze of
limited resources and elongated
consumer delays due to volume
and clinical pressures of the ED.

 HKH has investigated and
considered the impact of
reducing the ED MH volume by
creating a clinical pathway
acknowledging the unique needs
of MH relapse.

HKH has rising ED presentations with 
a 10% increase in presentations over 
3 years. ED and MH have unaligned 
care models which result in ED not 
being a therapeutic milieu for MH 
presentations however essential to 
physical health assessment and 
screening. 

MENTAL HEALTH ADMISSIONS 

Pre & Post Project Implementation 

Sponsors
Ms. Vikki Taylor CE NSLHD, 

Ms. Andrea Taylor Mental Health 
Drug and Alcohol (MHDA) Director 

HKH Clinical Innovations Committee 

Members 
Ms. Deb Stewart 

Doctor Ranil Gunewardene  
Mrs. Roslyn Ferguson 
Doctor Clare Skinner 

Mrs. Anne Bajuk- 
Mrs. Ayisha Chitakunye 

PECC, ED and AMHU MDT members 

Quality Advisor 
Mrs. Melanie Perry 

Consumer 
Involvement 

Consumer Participation Network 
NSLHD and other anonymous 

consumers and carers of the HK 
Services 

------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

OUTCOMES 

 New MH ED diversion care pathway implemented, removing ED waiting times
 1 out of 5 direct MH admissions achieved in 4 out of 9 month project
 Significantly improved subjective and objective consumer and carer experience of services
 Opportunity to directly target cold ED presentations with ED MH resources
 Positive financial impact on MH resources in ED



Reducing Harm from Vascular Air 
Embolus in NSW 

Aim Statement  
Eliminate sentinel events (SE) related to 
vascular air embolism* associated with 
central venous access devices in NSW 
acute hospitals within 18 months 
 
 
 
 
*Defined nationally as intravascular gas  
embolism resulting in death or  
neurological damage 

  
 
 
 
 
 
 

 
 
 

Discussion 
 

• Based on available data some 
resources have not been used widely 
and as such cost benefit of the time 
taken in development is a subjective  
consideration for future initiatives  

• Cooperation of multiple pillars supports 
the system to improve patient care 
 
 

 
 
 
 
 
 
 
  

Author: M. Murgo   Position: Senior project officer ACSQHC  Email: marghie.murgo@safetyandquality.gov.au   ECLP Cohort 17 

Spread and Sustainability  
• Guideline and policy harmonisation 

required 
• Transition documentation to the eHealth 

environment 
• Presented at the Australian Vascular 

Access Society national conferences in 
2016 and 2017 

• Animation 
 
 

Outcome measures 
 
  
 
 
 
 
  
 

 
 
 
 
Unsuccessful process  measures 
• 2012 Guideline: sporadic implementation 

(M/R) 
• Policy review: ownership unresolved 

(I/M/R) 
• Contract review: >5000 products (I/M/R) 
• HealthShare: Request for information 

from industry – minimal response (I/M/R) 
• Decision tree (e.g. MAGIC guidelines) – 

key stakeholders not interested (I) 
 
 

Strategic links 
Annual Report on Government Services 
(Public Hospitals)  
Literature review  
Refer to: The Clinical Excellence Commission   
Clinical Focus Report 
 
 
 

 
 
 

Successful process measures  
• HETI online module: >4500 participants in 

the first year of implementation (I/M/R) 
• Awareness, presentations and resource 

development ~ 150 participants (R) 
• Awareness raised with peak influencers 

such as AVATAR, AVAS and EviQ (R) 
 
Neutral and unmeasured processes 
• Provision of slide deck and speaker notes 

(provided to ICUs) unmeasured (R) 
• New product on the market unmeasured 

(I/M) 
• Podcasts (R)(over the past year) :  
 Removal of CVAD 140 plays, 28 finishes, 

average time per view 4m 36s 
 CVAD air Embolism 83 plays, 21 

finishes, average time per view 8m 46s 

Overall Outcome of Project  
• In 2017 there have been zero sentinel 

events reported so far! 
• However, 22 near miss incidents (SAC 

3-4) reported in the first six months of 
2017 

• In 2016 there was still a SAC1 that was 
due to removal processes 

  

$ Cost saving  
Unknown although the Treasury Managed 
Fund has had claims related to these events  

0
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2012 2013 2014 2015 2016 2017 to date

Root cause analysis performed for actual or suspected CVAD VAE
Stretch goal
Confirmed VAE *not always SE CEC Clinical Focus Report 

‒WebEx awareness      
campaign 
‒Slide deck and speaker 
notes 
‒Various presentations 
‒Podcast 

TGA –new product 
approval 

Animation 

ACI Guideline released 

Scan this QR 
code to access 
the report 

Scan this QR 
code to access 
the education 
resources 



Sydney Children’s Hospitals Network (SCHN) 
based In-House Intra-Operative Neuro-

monitoring Service 

Aim Statement: Establish a Hospital based 
Intra-Operative Neuro-Monitoring Service 
at The Children’s Hospital at Westmead 
(CHW) by 2019. Expand the Service to 
SCHN by 2020. 
Background to problem worth solving: 
• IONM currently undertaken by private 

company: ? standards, expensive 
• Consumers (surgeons) “not happy” 
• Hospital Executive wants change 

 
 

 
 
 
 

 
 
 

Team members 
Sponsor/s  (Guidance Team): 

Emma McCahon 
Fiona Filtness  
  

 Project Team: 
• Team Leader – Matthias Axt 
• QI Advisor – Ruth Bunby 
• Richard Webster HOD Neurology Department 
• Manoj Menezes – Neurologist 
• Adam Hastings – IONM practitioner and lecturer 
• Reena Rampersad – Director Neurophysiology 
• Paul Gibbons – Orthop surgeon, spine re-design 
• Corinne Bridge – nurse practitioner Spine Unit 
• Consumer – Spine Surgeons 

 
 
 
 
 
 

 
 
 
 
 
 
 
  

Matthias Axt, HOD Orthopaedics at CHW    Email: matthias.axt@health.nsw.gov.au    Phone: 9845 3020  ECLP Cohort 17 

Plans to sustain change 
• Installation of governing body: 

Department of Neurology in conjunction 
with Adam Hastings as IONM expert 

• Development of Memorandum of 
Understanding 

 
 

Project Time Line 
 
 
 
 
 
 
 
 
 
 
 

Results 
This project is currently in the planning phase 
pending: 
• Further discussions with consumers/spine 

surgeons 
• Recruitment of more than one trainers (Adam 

Hastings as trainer available) 
• Recruitment and training of IONM-scientists 
 

Plans to spread /share change: 
ACI Innovation Exchange. 
This new IONM training initiative is 
considered to spread to Westmead 
Campus (3 Hospitals). When successful, it 
could be shared across Australia. 
 

Link to National Standard or Strategic 
Imperative: 
Governance quality and safety 
Best possible care 
Literature review: 
1. Skinner SA, Cohen BA, Morledge DE et al. Practice 

guidelines for the supervising professional: intraoperative 
neurophysiological monitoring. J Clin Monit Comput 
2014;28(2):103-110. 

2. Nuwer MR, Emerson RG, Galloway G et al. Evidence-
based guideline update: Intraoperative spinal monitoring 
with somatosensory and transcranial electrical motor 
evoked potentials. Neurology 2012;78(8):585–589. 
 

 
 
 
 

 
 
 

Change concept  - PDSA Cycle  
 
 
 

IONM Project planning/changes within 
planning phase 

Model of implementation strictly according to 
ASNM (1) guidelines and CHW needs: 
• 1 x 0.6 Neurologist 
• 2 x 0.3 Scientists 8th year 
• Training overseas: Cost AUD 165,000.- 
Costs per year AUD 290,000.- pa 
 
The following IONM model is favoured by the 
CHW Hospital Executive after feedback given 
by IONM expert (Adam Hastings), because it 
combines short term availability, high data 
quality, cost effectiveness and includes latest 
practice changes in the USA: 
• 1 x 1 FTE Scientist, 8th year 
• 1 x 0.2 FTE Neurologist (Governing body) 
• Training: 
① 2 modules at University of Sydney (AUD 

4000.-) 
② Supervision of 150 cases IONM 
③ Credentialing via American Board of 

Neurophysiologic Monitoring (ABNM) 
• Cost per year, (2 x 0.5 Scientist in future): 

AUD 192 000.- 

Project planning: Cost comparison of existing, 
initially planned and later revised model in AUD: 
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192000 
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MO Inbox Management VIC/TAS 

Aim Statement:  
100% of emails received into the VIC/TAS MO 
Inbox will be actioned at the end of each 
rostered shift by the end of February 2017 
The MO Inbox is the communication method with which 
both internal and external stakeholders request action on a 
variety of issues, including Donor Adverse Event (DAE) 
Management, Donor result management, Donor eligibility 
queries, Complaints, Communications with Treating 
Clinicians and Product use/recalls/safety issues. The MO 
Inbox is managed by a team of Medical Officers and the 
current process for managing emails varies between 
members of the Team. This results in significant waste 
(rework) and the potential for error.    
 

 
 
 

Team members 
Sponsor Denise Best, National Medical Services 
Manager, Australian Red Cross Blood Service 
Project Team   

• Team Leader – Dr Melanie Levin 
• QI Advisor –  Mr Peter Willoughby, BPI Advisor, 

Business Improvement, Australian Red Cross Blood 
Service 

• Team Members – Dr Dianne Brown, Dr Ben Coughlin, 
Dr Danielle Esler, Dr Edmund Neoh,  and Dr 
Elizabeth Spencer 

• Consumers -  Ms Kristal Dubois, ARCBS Medical 
Services Administration Lead VIC/TAS and Mr Logan 
Caringal,  ARCBS Medical Services Nurse VIC/TAS 
 
 
 
 
 
 

 
 
 
 
 
 
 
  

Dr Melanie Levin                Lead Medical Officer, VIC/TAS                      melevin@redcrossblood.org.au                     
ECLP Cohort 17   Australian Red Cross Blood Service (ARCBS)   (03) 9694 0260  

Link to National Standard or Strategic 
Imperative 
The ARCBS Mission is to perform a critical role in 
healthcare by providing a safe, secure and cost 
effective supply of quality blood products, essential 
services and leading edge research to meet the 
needs of patients. We make safety and quality part 
of everything we do and are committed to Continual 
Improvement and Lean Practices. 
 
Organisational Objective 
To ensure timely and accurate customer servicer at 
the highest level. 
 

 
 
 

GAP: This results in significant waste of 30-120 minutes of Lead Medical 
Officer (LMO) time per week 

Key Root Causes: 
1. Complexity of current System and outlook Set up 
2. Lack of clear Work Instructions and management expectations for Medical 

Officers 
3. Poor rostering of Medical Officers 

Gathering Data: The need for Change Root cause analysis: Affinity Diagram The Plan for Change 

Results and Process Measures Standardising Plan to Sustain Change 

Benefit: Saving of an average of 80 minutes of LMO time per week 
= 

64 hours saved per annum  

mailto:mellevin@redcrossblood.org.au


Planning for Gastrostomy Success 

Aim Statement:  
Within 1 year, 100% of patients referred for a 
gastrostomy feeding tube on ward 8 South will 
have a holistic nutrition management plan pre and 
post tube insertion 
Background to problem worth solving: 
ACI Guidelines released November 2014 
2015 Audit: SVH scored poorly against criteria; 
strong reluctance to place gastrostomy tubes due 
to previous poor outcomes 
 
 
 

 
 
 

Team members 
Sponsors 

• Margaret Lazar, Network Director of Allied Health 
• Prof Richard Gallagher, Director of Cancer Services   

Project Team   
• Team Leader – Melissa Armstrong  
• QI Advisor – Kate Weyman 
• Consumer – Rob Humphries 
• Dietitians: Amanda Duffy; Kim Bostock 
• Medical: Dr David Williams; Dr Julia Crawford 
• Nursing: Mark Murtagh; Anna Rudd 
• Speech Pathology: Laura Lincoln 
• Pharmacy: Jane Ludington 

 
 
 
 
 
 

 
 
 
 
 
 
 
  

Place LHD Logo 
Here 

Place other Logo 
Here ie: facility 

Logo 

Melissa Armstrong  Manager Nutrition and Dietetic Services, SVHS   Melissa.Armstrong@svha.org.au                     
ECLP Cohort 17 

Plans to sustain change 
Standardisation 
• Finalise and implement Procedure 
• Further education of clinical staff 
• Documentation aids 
Measurement 
• Re-audit patient cohort 
• Report audit to SVHN PQSCommittee 
• Track pre and post education knowledge 
Training 
• Senior medical staff involved in JMO training 

 

 
 

Results 
Outcome measure:  
Retrospective Chart Audit 
 
 
 
  
 
 
  
 
 
35 patients with gastrostomy tubes placed 
Each team member audited ~4 sets of notes 
 
Audit outcomes: 
• All team members able to experience the full patient journey 
• Real life examples of problems, inconsistencies and poor patient 

care made clear to all team members 
• Greater understanding by all team members of the multiple 

difficulties we were having caring for these patients at SVH 
• Measured compliance with ACI guidelines which can be tracked 

over time 
• Accurate data on exactly where the problems in the patient journey 

were occurring 
• Team found common areas of understanding –  excellent team-

building exercise 

 Plans to spread /share change 
 Post on ACI Innovation Exchange 
 Present project to the ACI Home Enteral Nutrition (HEN)  

Network meeting 
 Submit abstract for Dietitian’s Association of Australia Annual 

Conference May 2018 

Link to National Standard 
Standard 2 Partnering with Consumers 
Standard 6 Clinical Handover 

 
Literature review 
A Clinician’s Guide: Caring for people with 
gastrostomy tubes and devices. From pre-
insertion to ongoing care and removal. 
NSW Agency for Clinical Innovation 
November 2014 

 
 

 
 
 
 

 
 
 

Change concept 1 - PDSA 
Cycle: Staff Education 
Program  
 

 

Change concept 2 - PDSA 
Cycle: Patient Education 
Material  
 
 
 

Change concept 3 - PDSA 
Cycle: Policy and Procedure 
 
 
 

Results continued 
Process measure: Staff Education 
 
 
 
 
 
 
 
 
 
 
 
 
 
Discussion: 
• 65 staff attended gastrostomy tube education program 
• Pre education: 0% staff felt very confident, 18% confident and 82% staff 

felt neutral/somewhat confident/not confident 
• Post education: 15% staff felt very confident, 68% felt very 

confident/confident and 0% staff felt not confident  
• Improvements in knowledge across all areas of gastrostomy tube care 

and management 

Overall Outcome of Project: 
 Initial round of nursing education completed 
 SVH Gastrostomy Tube and Devices Policy approved 
 All education material updated, standardised, approved and 

being used 
Awaiting finalisation 
 SVH Gastrostomy Tube and Devices Procedure 
 Standardised referral form 
 Education sheet for informed consent 
 Gastrostomy tube placement sticker for notes 
 Patient wallet card 
 JMO education plan 

 

18% 

68% 
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n=38

Post-Intervention Audit
  n=34

Pre / Post Intervention Results 
   
 

% Confidence
(met Standard)

Stretch Goal (100%)

PLAN 
Increase 
knowledge and 
confidence 

DO 
Run education 
program 

STUDY 
Pre and post 
education 
confidence & 
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PLAN 
Standardise patient 
education material 

DO 
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and write education 
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input 
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Check literacy 
level and seek 
patient feedback 

ACT 
Revise content  
based on feedback 
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ACT 
Revise content, 
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patients 
 

PLAN 
Develop SVH 
P & P 

DO 
Use SVH template, 
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stakeholders and 
experts 

STUDY 
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Spread and share change: 
1. Extend to other procedural specialties 

including Urology, Orthopaedics and 
Obstetrics/Gynaecology, Endoscopy  

2. Promulgate via CEC further afield. 
 
 

 
 

 
 
 

Breaking Upcoding Rates of Proceduralists 
(BURP project) 

Background 
VMO Surgeons in a Peer Group B1 public 
networked hospital are remunerated on a Fee 
for Service (FFS) model and make claims of 
the codes for the services they perform on 
public patients for subsequent reimbursement 
by V-money (state funds). 
Surgical interventions are coded using one or 
more Medical Benefits Schedule (MBS) 
procedure codes costed at 100, 110 or 120% 
of the MBS fee (depending on time of day) 
and calculated using the Multiple Procedure 
Rule (MPR) 100%, 50% and 25% subsequent. 
The practice of upcoding involves surgeons 
listing supplemental procedure codes to the 
primary procedure. Upcoding is not improper 
especially if the procedure is consented for 
prior to surgery, or it is performed as defined in 
the MBS with proper indication, and is 
adequately documented. At other times it is 
questionable and may be a form of over-
servicing if the procedure was not performed 
as defined or criteria for presence of the 
pathology were not met.  
Unofficial reports from nursing staff and other 
surgeons suggest that some surgeons upcode 
certain interventions at a rate significantly 
greater than their peers (“high range 
upcoders”). 
 
 

 
 
 

Aim Statement 
Within 9 months of a planned intervention the 
coding practices of high range upcoders will 
have aligned with those of their peers. 
 
 
 Problem identified 
Within the Department of General Surgery 
there is wide variation in the supplemental or 
indicator codes included in claims for 30445 
(Laparoscopic cholecystectomy “LC”). For this 
project the indicator codes are 30393 
(Laparoscopic division of adhesions in 
association with another intra-abdominal 
procedure where the time taken to divide the 
adhesions exceeds 45 minutes “LOA”) and 
30621 (Umbilical, epigastric or linea alba 
hernia, repair of, in a person 10 years of age or 
over “RUH”). Initial audit of indicator coding 
showed a range of claims for LOA of 0 to 46% 
and RUH of 0 to 33%. It is likely that these 
ranges reflect differences in coding practices 
rather than different incidences in pathology. 

Changes made 
1. Diagnosis: Compare procedure coding 

before and after an appropriate coding 
discussion both as a group and 
individually. Question: “is this reasonable?” 

2. Intervention: Surgeons are informed of 
the existence of unwarranted coding 
variation. Correct coding practices are 
agreed to. The nine months after the 
intervention coding will be re-audited. 

3. Upcoding practices: Upcoding expected 
to fall in line with the agreed principles. 

4. Departmental discussion: After a repeat 
audit in 12 months, payment to recalcitrant 
surgeons of undocumented upcoded 
procedures will be denied. 
 
 
 

 
 

 
 
 

michael.edye@health.nsw.gov.au 
26/07/2017 
  

Michael Edye, WSLHD 

A Clinical Practice Improvement Project  

Team members 
Guidance Team 
Sue-Anne Redmond (GM) 
Luke Elias 
Peter Rophail 
Project Team 
Karen Hurley RN and  
Judi Dalmati, Acting NUM 
Operating Theatre 
 
 
 
 
 
 
 
 
 
  

Surgeon rationale for upcoding includes: 
1. “I was taught to code this way”. 
2. Purported increased hospital 

reimbursement. 
3. Adding 30393/LOA a surrogate code for 

increased degree of difficulty. 
 
 
 

 
 

 
 
 

National Standard 
Procedure coding for operations performed 
follows MBS rules but in the V-money work 
flow is not subject to the same (electronic) 
scrutiny it would be if submitted to Medicare.  

 
 

 
 

 
 
 

Results (Fig. 1) 
1. 13 general surgeons were active 

throughout the 47 week study period and 
performed 2036 LCs as a primary 
procedure. 

2. Review of coding practices across the 13 
surgeons suggested that upcoding of either 
of the two indicator procedures of up to 
12% of their LC case volume was within 
the expected range. 

3. 5 surgeons (9,10,11,12,13) were identified 
at initial audit of the prior 38 months to 
exhibit excessive upcoding behaviour 
involving one or both of the indicator 
codes. All have high surgical case volume.  

4. Surgeons 9, 10 and 12 abruptly 
discontinued excessive upcoding after the 
intervention. 

5. Surgeon 11, a recent VMO appointee in 
the department and the highest volume 
surgeon across all procedures showed a 
modest decrease. 
 

Fig.1 
 

 
 
 
 

Results (cont’d) 
6. Surgeon 13, the most recently 

appointed in the Department with the 
second highest surgical volume 
exhibited no significant change in 
upcoding behaviour. 

7. Surgeons 2, 3 and 7 (the project 
author) increased upcoding after the 
intervention to the upper limit of the 
acceptable range but are 
intermediate volume surgeons and 
the numbers are small. 

8. Surgeon 8 exceeded the expected 
range for RUH prior to the 
intervention and was below range 
afterwards. As an intermediate 
volume surgeon this is of uncertain 
significance. 

Outcome: Goals were reached in 3 of 5 
high range upcoders, reached partially in 
one and unattained in one. 
$ savings: the mean claim per case in the 
high range (and high volume) upcoding 
surgeon group was $906 prior to 
intervention and $869 thereafter. 
Annual claims for 512 Laparoscopic 
cholecystectomies totalled $ 453,876 prior 
to intervention and project to $440,880 
thereafter, a modest savings of $13,000. 
 

 
 

 
 
 

Sustainment of change: 
1. Annual audit. 
2. Extension to other high volume 

procedures. 
3. Inclusion in coding workshops. 
 
 



Improvement In 
Triage Category Three (3) Seen By Time 

Aim Statement: Increase the triage category 
three seen by time at Shoalhaven District 
Memorial Hospital to above state benchmark 
within three months  
Background to problem worth solving: 
On review of these performance measures for 
the Jan – Jun 2016 period, it was established 
that this KPI was consistently not achieved 
 
 
 

 
 
 

Team members 
Sponsor/s   
• Deb Cameron DONM / Stuart Davidson     

Ops. Mgr. (Med)  
• Team member : Sharyn Balzer  
• Team member: Nicole Braidwood 
• Team member: Dr. John Slater   
Project Team   
• Team Leader – Orinda Jones 
• QI Advisor – Emma Griffiths 
• Consumers – Experience survey  

 
 
 
 
 
 

 
 
 
 
 
 
 
  

Author: Orinda Jones  ECLP Cohort 17  
Position: Emergency Services Service Lead  Email  orinda.jones@health.nsw.gov.au  Phone: (02) 42225011 

Plans to sustain change: 
• Include strategies in all new staff 

orientation  
• On-going display of improvement data for 

staff to review 
• Continue to measure improvement 

 

 
 

Outcome measures – Process 
measures: 
 
  
 
 
  
 

 
 
 
 
 
 
 
 

Data source: Firstnet 

There was an 8% improvement in icon 
activation at the time the patient was seen in 
the three week period following initiation of 
strategies (13 June – 4 July 2017) compared 
with the three week period prior (22 May 2017 
– 12 June 2017)  

Plans to spread /share change: 
• Submit to the ISLHD Quality and 

Innovations forum 
• ACI Innovation Exchange 

Link to National Standard or Strategic 
Imperative: NSQHS Standard 1 & 9 
Literature review: 
Carter, E., Pouch, S. & Larson, E (2014).The relationship between 
emergency department crowding and patient outcomes: A systematic 
review. Journal of Nursing Scholarship. 46(2):106-15. 
 
Forero, R. & Nugus, P. (2012). Australasian College for Emergency 
Medicine (ACEM) literature review on the Australasian Triage Scale 
(ATS).University of New South Wales – Simpson Centre for Health 
Services Research, South Western Sydney Clinical School, Centre for 
Clinical Governance Research, Sydney 
 
 
 
 
 
 

 
 
 

Solution 1 - PDSA Cycle  
 
Revisit                    Develop a 
strategies                  process        
                             to alert        
                                 the MO        
                       when a patient is   
                       waiting       
          

No measurable                 Telephone    
increase                          number        
                         added to allocation 
                       board 

                                   
          

 Solution 3 - PDSA Cycle  
 
Continue strategy              Identify patient 
                       treatment space  
 
 
 
 
 
First two week               Staff educated  
Period measured              Dedicated staff  
                       identified 

Outcome measure against aim 
statement: 
The percentage of patients triaged as 
category three seen within 30 minutes  
 
 
 
 
 
 
 
 

 
Data source: SPaRC 

There is a slight upward trend in patients who 
have been allocated a triage category 3 seen 
within 30 minutes since the implementation of 
strategies. These strategies will continue to be 
reviewed and refined. 

Balancing measure: Delay in the 
implementation due to capital works 

Overall Outcome of Project: 
The implementation of improvement actions 
for the project was delayed due to capital 
works being undertaken in the department. 
The improvement strategies have been in 
place for three weeks and there has been an 
overall improvement measured. The project 
team are yet to undertake patient experience 
surveys and this feedback will be 
incorporated into further improvement 
actions 

Solution 2 - PDSA Cycle  
                                
 
Continue strategy                                        Staff education   
 
 
 
 
 
Icon activation                Staff education  
at time of MO                initiated  
review measured                        
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Improving the Patient Journey for Women 
with a High Risk Pregnancy in the ISLHD  

Aim Statement:  
Within Six months, >90% of  women with a 
high-risk pregnancy will be seen by a 
consultant anaesthetist within two weeks 
of  having been identified as High Risk 
 
Until now there has been no clinic specifically 
for pre-anaesthetic review of  pregnant patients, 
no effective communication between 
anaesthetics and obstetrics regarding high risk 
parturients. 

 
 
 
 

 
 
 

Team members:  
Sponsors 
ISLHD Executive: 

• Ms Margot Mains 
• Dr Raghu Murthy   

 
Clinical Leads 

Dr Orysia Sandry (Anaes), Dr Dharmesh Kothari (O&G)  
Anaesthetic Consultation 

Dr Buddhika Habaragamuwa, Dr John Tippett, Dr Namita 
Rakheja, Dr Farnaz Rouhani 

Antenatal Clinic and Midwives 
Belinda Bones-Saunders, Natalie Ciaglia 

Admin 
Elizabeth Ristevski, Susan Healy 

 
 
 
 
 
 

 
 
 
 
 
 
 
  

Dr Orysia Sandry, Department of Anaesthesia, The Wollongong Hospital  orysia.sandry@health.nsw.gov.au  02 4255 1564  ECLP Cohort 17 

Plans to sustain change 
 HAPAC is now an established part of  the consultant 

roster, expectation that it will be filled each week 
 Space is guaranteed 
 Admin are comfortable with the work they do for us 
 We are being encouraged to expand the numbers in 

each clinic to meet demand 
 Expectation from the obstetric team that they can 

refer directly to us is established 
 We are continuing to collect data and will present 

updates regularly at our Morbidity & Mortality 
Meetings 

 
 

Results 
 We have established a new clinic: the High-

Risk Antenatal Patient Anaesthetic Clinic  
(HAPAC) 

 We have created a list of  Criteria for 
patients deemed high anaesthetic risk in the 
time of  pregnancy and delivery 

 We have improved communications 
between the anaesthetic and obstetric 
teams 

 We are currently in the process of  collecting 
outcome data for the patients seen in 
HAPAC 

 We are improving the clinical tracking and 
handover of  patients by merging into EMR 

 We are searching for ways to capture the 
remaining 10-20% of  high-risk parturients 

 We are in the process of  producing an 
information pamphlet for HAPAC attendees, 
currently at second draft 

 

Plans to spread /share change 
 Submitted to ACI 
 Potential registrar project, would be presented to ANZCA 
 Personal expressions of  interest from colleagues in other LHDs – potential for presentation at a regional 

anaesthetic meeting 

Literature review 
 PS07 Guidelines on Pre-Anaesthesia 
Consultation and Patient Preparation  - ANZCA 
 PS26 Guidelines on Consent for Anaesthesia 
or Sedation – ANZCA 
 PS45 Statement on Patients' Rights to Pain 
Management and Associated Responsibilities – 
ANZCA 
 PS58 Guidelines on Quality Assurance and 
Quality Improvement in Anaesthesia - ANZCA 
Aligns with NSQHS Standard 6 
 
 
 

 
 
 

Overall Outcome of  Project 
 To capture >90% of high risk patients to our new 

clinic 
 Have we achieved this? 
 We have definitely reached the 80% mark, now 

looking for ways to capture ‘missed’ patients 
  

mailto:orysia.sandry@health.nsw.gov.au
http://www.anzca.edu.au/getattachment/Resources/Professional-documents/PS07_Guidelines_Pre-Anaesthesia_Consultation_Patient_Preparation.pdf
http://www.anzca.edu.au/getattachment/Resources/Professional-documents/PS07_Guidelines_Pre-Anaesthesia_Consultation_Patient_Preparation.pdf
http://www.anzca.edu.au/getattachment/Resources/Professional-documents/PS07_Guidelines_Pre-Anaesthesia_Consultation_Patient_Preparation.pdf
http://www.anzca.edu.au/getattachment/Resources/Professional-documents/PS07_Guidelines_Pre-Anaesthesia_Consultation_Patient_Preparation.pdf
http://www.anzca.edu.au/getattachment/Resources/Professional-documents/PS07_Guidelines_Pre-Anaesthesia_Consultation_Patient_Preparation.pdf
http://www.anzca.edu.au/getattachment/Resources/Professional-documents/PS07_Guidelines_Pre-Anaesthesia_Consultation_Patient_Preparation.pdf
http://www.anzca.edu.au/Documents/ps26-2005-guidelines-on-consent-for-anaesthesia-or.pdf
http://www.anzca.edu.au/Documents/ps26-2005-guidelines-on-consent-for-anaesthesia-or.pdf
http://www.anzca.edu.au/Documents/ps26-2005-guidelines-on-consent-for-anaesthesia-or.pdf
http://www.anzca.edu.au/Documents/ps26-2005-guidelines-on-consent-for-anaesthesia-or.pdf
http://www.anzca.edu.au/Documents/ps26-2005-guidelines-on-consent-for-anaesthesia-or.pdf
http://www.anzca.edu.au/Documents/ps45-2010-statement-on-patients-rights-to-pain-man.pdf
http://www.anzca.edu.au/Documents/ps45-2010-statement-on-patients-rights-to-pain-man.pdf
http://www.anzca.edu.au/Documents/ps45-2010-statement-on-patients-rights-to-pain-man.pdf
http://www.anzca.edu.au/Documents/ps58-2012-guidelines-on-quality-assurance-in-anaes.pdf
http://www.anzca.edu.au/Documents/ps58-2012-guidelines-on-quality-assurance-in-anaes.pdf


Early discharge post groin dissection for 
metastatic melanoma 

Aim Statement:  
In 6 months, 50% of metropolitan Sydney 
patients undergoing a groin dissection at 
RPAH will be discharged within 2 days 
Background to problem worth solving  
United States - groin dissection patients 
discharged within 24 hours of surgery 
RPAH - 2014-2017 ALOS 5 days (range 4-10 
days)  similar to other hospitals 
Problems with bed rest 
 
 

 
 
 

Team members 
• Sponsor  
Dr Tamsin Waterhouse 
 
• Project Team   
A/Prof Robyn Saw 
CNC – Sr Natalie Foster 
Community Nursing – Sr Ivanka 
 Komusanac 
Physiotherapy – Dr Teresa Lee 
Consumer – 2 discussions 

 
 
 

 
 
 
 
 
 
 
  

      Author Robyn Saw   Position HOD Dept Melanoma & Surgical Oncology RPAH   Email robyn.saw@melanoma.org.au   Phone 9515 6061  CLP cohort 17 

Plans to sustain change 
Dissection clinic to continue 
Further collaboration with community 
nursing  
Engagement other surgeons in unit 
Comparison complication rates 
 
 
 
Plans to spread /share change 
Aim to roll out to our other centres 
Analyse data from dissection clinic 
Publish data from dissection clinic 

Link to National Standard or Strategic 
Imperative 
NSQHS - Governance for Safety and 
Quality in Health Service Organisations  
 
Literature review  
1. Kristin 2007 J Exercise Physiology 
2. ASERNIP-S Report no. 7 2009 Fast-track 
surgery and enhanced recovery after 
surgery (ERAS) programs 

 
 

 
 
 
 

 
 
 

Change concept 2 - PDSA Cycle  
Education of community nursing and 
development of pathway 
Melanoma CNC crucial  
Meetings 
 - discussion with head of community nursing SLDH 
 - patient information sheets provided  
 - presentation to community nursing  
Pathway development 
Data collection  
 - community nursing attendance & drain manipulation 
 

 
 

Change concept 1 - PDSA Cycle  
Set up of preoperative dissection clinic 
Melanoma CNC education by Physiotherapy 
Lymphoedema assessment 
Patient education 
Data collection 
 - quality of life and lymphoedema questionnaires 

 

Results 
4 months to set up whole project 
 - Dissection clinic set up 

- Education of CNC (physio/OT support 
unavailable) 

- Community nursing 
- Other surgeons 

 
4 patients potentially eligible in 4 months since 
setup – only 1 enrolled (2 patients non- 
metropolitan, 1 older patient not suitable) 
 
Overall Outcome of Project:  
Did not meet stretch goal – too little time 
Potential cost saving  
Benefited neck/axillary dissection patients 
 
 



The Tiny House Approach to 
Analytics and Reporting One of the issues is 

developing a culture of 
collaboration with data 
and information as part 
of project development We sometimes feel quite under 

resourced and unsure who to 
turn to when we have queries 

regarding data analytics 

By 30/6/2017 100% of CEC staff are able to access and use 
analytics applications that include data from CEC program 
areas, activity data and organisation development data 

Aim Statement 

Andre Jenkins 
Roger Kerr 
Poppy Sindhusake 
Coral Choi 
Wendy Jamieson 

Additional Task Based Participants 
Sally Francis 
Iain Crawford 
Lisa Coombs 
Debbie Draybi 
Mary Ryan 

Supervision 
Alison Starr 
Bernadette King 
Andre Jenkins 

Outcome Statement 
As of 30/6/2017 78% of CEC staff were able to access and use 
analytics applications that include data from CEC program 
areas, activity data and organisation development data 

1 
a. Support for agile decision 

making 
b. Supporting a data driven 

business model 
c. Moving beyond the 

organisation 

1. Develop a  
consumer friendly 
analytics application 

2 
a. Experiment and fail fast 
b. Moving data from spread 

sheets to QlikView 
c. Reaching the un empowered 
d. Focus on supporting 

improvement 

2. Engage staff and 
build awareness of 
value creation  
related to analytics 

3 
a. Connecting people 
b. Hands on  

introductory training 
c. Next steps workshops 
d. Project focused application 

development 

3. Improve the 
knowledge, skills and 
attitudes of staff 
related to analytics 

Analytics Working Group 
Ian Richards 
Wendy Manning 
Maree Connolly 
Sarah Luff 
Angie Dalli 

Natalie FesterLloyd (WSLHD) 
David Pryce (WSLHD) 
Sandy Meredith (NNSWLHD) 

Contact Details: Roger Kerr Senior Project Officer 
Data Analysis & Reporting, Development Directorate | Clinical Excellence Commission  

Mobile +61 418 831 901 roger.kerr@health.nsw.gov.au 

Small footprint reporting and 
analytics 

The goal of the improvement project was to create a 
pathway for developing and publishing reports and 
analytics to support small scale improvement projects. It 
involved the following components: 
• Developing and testing a reporting and analytics platform hosted by the 

Clinical Excellence Commission that enables secure publication of data within 
the NSW Health network. 

• Establishing common application design elements to accelerate application 
development and support a consistent experience for users. 

• Provide training for staff on accessing and using the applications. 

• Releasing the value of existing data collections. 

• Engaging staff in a process that recognised the  skills and knowledge they 
brought to developing data, reporting and analytics. 

• Identifying  resources needed to bridge the gap between the existing 
situation and the desired state. 

An Improvement Project 27 July 2017 

Selvana Awad 
Selina Boughton 

Bernadette King 
Anne Axam 
Jenny Griffiths (WNSWLHD) 
Maryanne Mitchell (WNSWLHD) 

CEC Drivers for analytics and reporting 
Strategic Plan Consultation Towards 2020 National 

Standards 

1 

2 

3 

25% 

19% 

47% 

15% 

38% 

62% 

Includes staff in decisions on data,
reporting and analytics

Easily access the data reporting
and analytics tools needed to do

my role

Team uses data, reporting and
analytics to design and optimise

new activities

Baseline Post Intervention

Staff Experience: Strongly agree or agree to the statements 

n=32 n=13 

Use of CEC QlikView Portal by week 

1. Generate & 
capture ideas 

2. Validation 3. Proof of 
concept 

4. Scale 

Bottom up 
innovation 

Organisational 
(Digital ecosystem strategy) 

Directorate led 
(operational need) 

Information that drives 
safety and quality 

Key 
enablers 

Innovation that seeks 
future horizons 

People who create 
insight and action 

Systems that promote 
efficiency 

This slide is based on a methodology used by the Commonwealth Bank 

Analytics Innovation Model 

Access basic tools 

Intermediate skills 
Identify  new data to 
collect 
Learn about advanced 
features 

Advanced skills 
• Value creation 
• Mentoring other 

staff 
 

Define 
• Why are we doing 

this 
• What are the goals 

and objectives 
• What will change 

Analyse 
• What are the 

drivers 
• What is the current 

performance 
• What is the desired 

outcome 
Basic Design 
• What is the best 

content 
• What is the best 

modality 
• Map drivers to 

content 

Basic Implement 
What data can I collect 
now 

Identify what has 
changed (Basic 
Evaluation) 

Intermediate Evaluate 
• Why is change 

happening 

People Development 

Advanced Implement 
• What new data  

must we collect 

Advanced Evaluate 
• What is the value 

to the organisation 

Able to use the basic 
features of applications 

Advanced Design 

Capability Development Model 

Measures and Models 

Improvement Cycles 

0
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Applications Users Trendline of application users

Time consuming 
to compile but 

we do get there 
in the end  

Comments from baseline survey 



Rosalind Foster               Clinical Director Sexual Health                  rosalind.foster@health.nsw.gov.au        02 9462 9500                        ECLP Cohort 17 

Youth Health Risk Assessment at Clinic 16  
Northern Sydney Sexual Health 

Overall Outcome of Project: 
We have achieved many of the change ideas but have not yet reached 
our stretch goal or evaluated process measures. 

 
  

 Plans to sustain change 
Standardisation: local work instruction becomes standard of care 
Documentation: standardised practice to document in electronic health record 
Measurement: regular surveys of staff and clients 
Training: new staff to undergo MHR training and child protection training, existing staff to keep 
learning current 

 

 
 

Plans to spread /share change 
Submitted to the ACI Innovation Exchange 
Planned:   
• ACHS Quality Award 2018 
• Present at Australasian Sexual Health Conference 2018 

 
      Aim Statement:  by June 2017, 100% of young people aged 24 and under attending Clinic 16 / The Beachside Clinic will be assessed for youth health vulnerability 
 
 
 
 

 

 
 

Team members 
Project Sponsor Kim Field, Director Primary and Community Health, NSLHD 
Team Leader  Ros Foster, Clinical Director Sexual Health, Clinic 16, 
   NSLHD 
Quality Advisor Ralph Forbes, Clinical Quality Manager, Primary and 
   Community Health, NSLHD 
Team Members Andrew Stone, Health Education Officer, Primary and 
   Community Health, NSLHD 
   Anisa Cheshire, Clinical Nurse Specialist, Clinic 16, NSLHD 
   Joanne Holahan, Nurse Unit Manager, Clinic 16, NSLHD 
   Kate Tolley, Clinical Nurse Consultant, Child Youth & Family 
   Health Directorate, NSLHD 
   Kelly Johnston, Child Wellbeing Co-ordinator,  
   Northern Sydney Child Protection Service 
   Vicki Gibb, Counselling Manager, Clinic 16, NSLHD 
Consumer involvement: 
   Tom Mooney, Clinic 16 Consumer Rep  
   Youth Consultants, Northern Sydney Youth Health  
   Promotion, NSLHD 
 
  

Alignment with National Standard 1.8 
Adopting processes to support the early 
identification, early intervention and 
appropriate management of patients at 
increased risk of harm  

 
 
 
 
 
 

 
 
 

Background 
NSW Youth Health Policy 2011-2016: Healthy Bodies, Healthy Minds, Vibrant Futures 
Adolescence is a time of increased risk-taking behaviour 
Intervention in adolescence can have long term health benefits and prevent serious long-term conditions 
Some young people are more vulnerable due to disabilities, chronic illnesses or experiencing abuse 
Others are marginalised because of sexual orientation or cultural background 
KEY RECOMMENDATIONS 
Staff should receive training, supervision and support in working with young people aged 12-24 and youth health issues 
The confidentiality policy should be widely publicised to young people 
Youth health checks (including HEEADSSS assessments) should be routinely used with young people 
 
The Problem: not all young people attending Northern Sydney Sexual Health Services (Clinic 16 / The Beachside Clinic) 
are assessed in a systematic way for risk of harm and vulnerabilities 
 
 

 

Driver diagram session Dec 2016 

Clinic 16 confidentiality 
leaflet, developed with input 
of Youth Consultants  

mailto:rosalind.foster@health.nsw.gov.au
http://www1.health.nsw.gov.au/pds/ActivePDSDocuments/PD2010_073.pdf
http://www1.health.nsw.gov.au/pds/ActivePDSDocuments/PD2010_073.pdf


Melanoma Trials in  the Central West. 
Closing the gap. 

 AIM: Within 1 year patients with Advanced 
Melanoma will have the option of  
accessing local Clinical Trials. 
Background  
Both Local and state strategic plans have 
identified that patients in the Central West are 
disadvantaged by geographical location and by the lack of 
some services including clinical trial’s. Patients still have to 
travel large distances to receive trial drugs that are 
available to those who live in metropolitan areas. During 
the last 12 months 50 patients have been treated by 
medical oncology for Melanoma in Orange hospital. 
 
 
 
 
 

 
 
 

THE TEAM 
• Sponsor- Catherine Nowlan . General Manager. 

Orange Health Service 
 

• Project team members:   
• Kerry Lenton- Research Nurse 
• Dr Peter Fox-Medical Oncologist 
• Dr Rob Zielinski- Medical Oncologist 
• Sarah Belringer-Cancer Institute of NSW 
• Kate Ellis-Western NSW Primary Health Network 
• Joel Begnall- Cancer Services Information 

Manager 

Author: Stephen Millard    Position: Clinical Trial Manager   Email: Stephen.millard@health.nsw.gov.au                            
Phone: 02 6369 3127                         ECLP Cohort 17 

 
 

 
 

Plans to spread  
It is hoped that the success in attracting Melanoma 
trials will continue as more treatment options become 
available and more GP’s, sponsors and facilities come 
on board to make the patient journey a little more 
bearable. 

Standards and Literature 
http://www.clintrial.org.au/index.php?option=com_content&
view=featured&Itemid=101 
 
http://www.clintrial.org.au/index.php?option=com_content&
view=article&id=18&Itemid=106 
 
 http://www.safetyandquality.gov.au/our-work/accreditation-
and-the-nsqhs-standards/ 
 
http://www.statistics.cancerinstitute.org.au/trends_agegrou
p/trends_agegroup_incid_C43_X850_extall_P.htm  
 
http://www.statistics.cancerinstitute.org.au/ 

 
 
 

 
 
 
 

 
 
 

 
 
 
 
 

 
 
 
 

 
 
 
 

Outcomes 
Current strategic plans have already clearly 
identified that the availability of some health 
care services are lacking in rural areas. 
The project has highlighted that 
communication and collaboration processes 
across multiple teams and sponsors can bring 
services together to provide options to 
patients closer to home.  
The rural trial App will bring information to 
local GP’s allowing them to at least consider 
local options before referring patients out of 
the district. 
Thanks to Roche and MSD BRAF + and  
BRAF wildtype trials have been offered and 
accepted .Patients will soon have options 
closer to home. 
Both Melanoma trials will be available to 
patients before the end of 2017 and although 
we still have a long way go the foundations for 
more Melanoma studies are strong. 
Resources remain the strongest challenge for 
trials in the central west as it is the single most 
self limiting factor for progress in the future. 

http://www.clintrial.org.au/index.php?option=com_content&view=featured&Itemid=101
http://www.clintrial.org.au/index.php?option=com_content&view=featured&Itemid=101
http://www.clintrial.org.au/index.php?option=com_content&view=featured&Itemid=101
http://www.clintrial.org.au/index.php?option=com_content&view=featured&Itemid=101
http://www.clintrial.org.au/index.php?option=com_content&view=article&id=18&Itemid=106
http://www.clintrial.org.au/index.php?option=com_content&view=article&id=18&Itemid=106
http://www.safetyandquality.gov.au/our-work/accreditation-and-the-nsqhs-standards/
http://www.safetyandquality.gov.au/our-work/accreditation-and-the-nsqhs-standards/
http://www.safetyandquality.gov.au/our-work/accreditation-and-the-nsqhs-standards/
http://www.safetyandquality.gov.au/our-work/accreditation-and-the-nsqhs-standards/
http://www.safetyandquality.gov.au/our-work/accreditation-and-the-nsqhs-standards/
http://www.safetyandquality.gov.au/our-work/accreditation-and-the-nsqhs-standards/
http://www.safetyandquality.gov.au/our-work/accreditation-and-the-nsqhs-standards/
http://www.safetyandquality.gov.au/our-work/accreditation-and-the-nsqhs-standards/
http://www.safetyandquality.gov.au/our-work/accreditation-and-the-nsqhs-standards/
http://www.safetyandquality.gov.au/our-work/accreditation-and-the-nsqhs-standards/
http://www.safetyandquality.gov.au/our-work/accreditation-and-the-nsqhs-standards/
http://www.statistics.cancerinstitute.org.au/trends_agegroup/trends_agegroup_incid_C43_X850_extall_P.htm
http://www.statistics.cancerinstitute.org.au/trends_agegroup/trends_agegroup_incid_C43_X850_extall_P.htm
http://www.statistics.cancerinstitute.org.au/


Results 
Outcome measures 100% of referrals for a Community Health Services 
will be received via a centralised intake. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Pre intervention referrals were received in multiple ways via multiple models 3000 referrals were 
received in 2016. Post intervention (implemented on 31st January) 2004 referrals had been received via 
CCIS  

Process measures 100% of referrals will be received via a centralised 
intake.  
 
 
 
 

 
 
  
 
 
  
 

Improving Access to Community Health 
Services  

Aim Statement: Within 9 months 100% of Community 
Health patients will receive the appropriate service to meet 
their needs.  
Background to problem worth solving  
Inconsistencies are being observed with the referral, 
access, allocation and delivery of community Health 
services across the LHD. Inconsistent access to 
Community Health Services impacts on appropriate care 
and resource distribution.  
 
A review of the LHD Community Health referral pathways 
found: 

• Multiple referral pathways 
• Multiple modes of referring 

 
A review of the Community Health services found: 

• Inequitable service delivery 
• Clinical variation across services and communities  
• Delays in service delivery   

 
 
 
 
 
 

 
 
 

Team members 
Sponsor/s (Guidance team)  members: 
•  Fiona Renshaw, Director Integrated Care and 
Partnerships 

Project team members:   
• Thomas Glanville, Business Analytics Unit, Finance and 
Performance, MLHD 

• Cheryl Murphy, Rural eHealth MLHD Implementation Lead, 
Information Services, MLHD 

• Sheree Lang, Manager Performance and Activity, MLHD  
• Sandra Royal, Community Care Manager, Griffith Cluster, 
MLHD  

• Jo Davey, CCIS Information Officer,  Integrated Care and 
Partnerships 

• Andrew Corrigan, Team Lead Regional Assessment 
Service, Aged Care Services 

Quality Advisor- Nicole Moloney, Patient Quality Safety 
Manager, Clinical Governance Unit 
 

 
 
 
 
 

 
 
 
 
 
 
 
  

Summa Stephens   Community Care Manager  Summa.Stephens@health.nsw.gov.au   0400 442 091     ECLP Cohort 17 

Plans to sustain change 
Standardisation of Community Care Intake Service model, CCIS referral pathway and 
referral models i.e. new referral form and Community Health Service models and 
referral criteria. 
Documentation and implementation of Community Health Service Referral Procedure, 
Service Operational Guidelines for all Community Health Services; which outlines 
service delivery model, referral criteria and service outcomes for patients  
Continue to measure impact by creating a dashboard to collect quantitative data. 
Support clinicians to continue service and patient rounding. Record lessons learnt to 
share with new communities to assist with implementation   
Provide ongoing training to support staff and consumers and embed change. Provide  
regular feedback on results and progress to maintain motivation and embed change 

 

 
 
Plans to spread /share change 
Implement Community Care Intake service across LHD 
Continue to work through the solutions to; Implement a standardised referral system, 
embed a clinician led model to improve allocation of resources and services for 
Community Health patients and increase patient access  
Measure the above to understand if 100% of patients received Community Health 
Services that meets their needs and if 100% of referrals for a Community Health 
Services are being received via the CCIS for the LHD 
In 2018 enter: MLHD Quality Awards & NSW Health Awards  
 

 

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

– 1.1 Implementing a governance system that sets out the policies, procedures and/or 
protocols 

– 1.8 Adopting processes to support the early identification, early intervention and 
appropriate management of patients at increased risk of harm  

– 1.18 Implementing processes to enable partnerships with patients in decisions about 
their care, including informed consent to treatment 

Literature review:  
• ACI Clinical Innovation Program Service access & coordination centres 

(2014). 
https://www.aci.health.nsw.gov.au/__data/assets/pdf_file/0007/262807/Service-
Access-and-Care-Coordination-Centres-Model-FINAL-ACI-Clinical-Innovation-
Program.pdf  

• Improving quality and reducing inequities: a challenge in achieving best 
care (2006). 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1426185/  

• Patient-centred access to health care: conceptualising access at the 
interface of health systems and populations (2013). 
https://equityhealthj.biomedcentral.com/articles/10.1186/1475-9276-12-18  

 
 

 
 
 
 

 
 
 

1. Standardise referral pathway - 
PDSA Cycle 

1. PLAN:  
Introduce one point to receive and manage referrals   

Community Care Intake Team and Community Care Manager, Service 
Managers and Clinicians  

Commenced Jan 31st in 3 Communities  
% of referrals received 

2. DO: 
% referrals by month and community 

Service and Patient rounding  
 
 
 
3. STUDY:  
Increase in number of referrals  
Clinicians and patients found it easy  
Some referrers continued to use the old referral processes 
4. ACT:  
Work with referrers to understand why old referral processes are still 
being used 
Continue to communicate new referral process and results to embed 
change  
 

 

2. Clinician lead intake service - 
PDSA Cycle  

1. PLAN:  
Introduce clinician led intake model to review, manage and allocate all 

referrals   
Community Care Manager  

Commenced Jan 31st in 3 Communities  
% of referrals received 

2. DO: 
% referrals by month, service & community 

Service and Patient rounding 
 
 
3. STUDY:  
Increase in number of referrals to all services  
Referring Clinicians and patients found it easy  
Each patient was contacted and needs discussed to ascertain 
appropriate service 
Some referrers continued to use the old referral process  
4. ACT:   
Work with referrers to understand why old referral processes are still 
being used 
Continue to introduce to new Community Health Services  
 

 
 

3. Standardised referral form - 
PDSA Cycle  
1. PLAN:  
Introduce a single/standardise referral form for accessing all 
Community Health Services    
Community Care Intake Team and Community Care Manager, small 
Community Health clinical and manager group   
Form was circulated to the group for use review and comment 
Review comments and completion numbers    
2. DO: 
Review comments and feedback  
Review small number of referral forms completed, specifically 
observing quality of data provided and completion   

 
3. STUDY:  

Key data fields has been overlooked  
Clinicians liked using one single referral form 

Would like if it was electronic and built into EMR  
4. ACT:  

Update referral to include fields 
Continue to monitor for quality 

Investigate incorporating into electronic systems such as EMR   

 
 

Results continued 
Balancing  measures 100% of referrals that are not received via the centralised 
intake will be redirected prior to allocation 

 
 
  
 
 
 
Discussion  
The introduction of a standardised referral pathway on Jan 31st 2017 has seen a steady increase in referral numbers 
via the centralised intake- Community Care Intake Service (CCIS) over the past 5 months. Overall compared to 
referral number from the previous year across the 3 communities there has been increase in referrals to these 
Community Health Services, 3000 per annum increasing 2004, for 5 months with a projection of 4,810 for 12 months.  
 
Compliance rates for referring patients via the new referral pathway- CCIS also show a steady increase in 
compliance. With referrals via the CCIS being between 40-65% for the sites in February and increasing to 65-90% in 
June. However, a review of service data suggests there are a number of referrals still being made via historical 
referral pathways and steps for redirection of these referrals prior to allocation have not been as successful as 
anticipated. Further work is required in this area to reduce these numbers and ensure all referrals are coming via the 
CCIS.   
 
Moving forward steps will be taken to review the referrals via the CCIS and understand the numbers of patients who 
received a needs assessment at the point of intake to align them with the most appropriate services and what impact 
this has on service allocation.  
 
Currently it is though that approx. 98% of patients are contacted for needs assessment prior to service allocation with 
2% not being able to be contacted. Of the 98% less then 1% are refusing the services they are being offered. 
However, robust data systems required to accurately collect this are still being developed 

Overall Outcome of Project: 
Still working on the stretch goal 

The implementation of a standardised referral pathway accompanied by a 
standardised referral from has seen an increase in the number of referrals for the 3 
communities. Since implementation the percentage of referrals received via the CCIS 
has increased gradually for all communities over the past 5 months. Suggesting there 
has been a good level of uptake by clinicians and consumers. Qualitative and 
quantitative data collected over the past 5 months is being used to introduce the 
process and form to new services and communities. 
 
The implementation of a clinician led intake model to review, manage and allocate all 
referrals and the work undertaken with the clinicians and service managers to develop 
service referral criteria were the initial steps. Helping to ensure consumers service 
needs are identified at point of intake and assist with the most appropriate alignment 
with services. Feedback and end user testing has allowed for the development of 
resources and templates to facilitate the collection of the information to be used when 
introducing the CCIS to other services.     
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4. Develop service referral criteria 
- PDSA Cycle  
1. PLAN:  
Work with services to develop their service referral  
criteria    
Community Care Intake Team, Community Care Manager,  
Service Managers and Clinicians  
8 weeks prior to going live with standardised referral pathway 
Usage of service criteria and completeness and accuracy of information   
2. DO: 
Workshop with clinicians to collate data and understand what 
information is required in service criteria for appropriate service 
allocation 
Develop a small number of service criteria and implement them for use 
by clinicians in intake service 
3. STUDY:  
Variation in the information provided by different services    
Additional information required for clinically appropriate service 
allocation   
4. ACT:  
Workshopping developed clinician partnerships 
Develop template to outline information and level of detail required for 
criteria to be for the criteria to be clinically meaning and assist service 
allocation     

 
 
 

mailto:Summa.Stephens@health.nsw.gov.au
https://www.aci.health.nsw.gov.au/__data/assets/pdf_file/0007/262807/Service-Access-and-Care-Coordination-Centres-Model-FINAL-ACI-Clinical-Innovation-Program.pdf
https://www.aci.health.nsw.gov.au/__data/assets/pdf_file/0007/262807/Service-Access-and-Care-Coordination-Centres-Model-FINAL-ACI-Clinical-Innovation-Program.pdf
https://www.aci.health.nsw.gov.au/__data/assets/pdf_file/0007/262807/Service-Access-and-Care-Coordination-Centres-Model-FINAL-ACI-Clinical-Innovation-Program.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1426185/
https://equityhealthj.biomedcentral.com/articles/10.1186/1475-9276-12-18


Running Away Causes Delay 

Aim Statement:  
Reducing Absconding Rates in Coffs Harbour 
Mental Health Inpatient Unit by 50% 
Background to problem worth solving  
Results from the MNCLHD Mental Health 
Clinical Incident Trending report indicated that 
17% of all admissions resulted in an 
absconding event.  Of those events Coffs 
Harbour mental health inpatient unit 
accounted for 49% of all absconding events. 

Team members 
Sponsor  - Alan Pretty, General Manger Mental Health 
Services MNCLHD 

Project Lead TANYA DUGARD 

Project Team  
• Nurse Unit Manager – Paul Glover

Clinical Nurse Consultant level 3 Kim Edwards
• Clinical Nurse Educator – Allyson Wilson
• Occupational Therapist – Jaclyn Cansdell
• Social Workers – Michelle Donges
• Health Security Assistants – Kathy Brazel
• Consumer Representative – Nicholas Kosseris
• Clinical Director – Dr Afraz Zaman
• Clinical Educator – Lynn Davies

Author      Tanya Dugard  Position   District Mental Health Quality Manager 
Email     Tanya.Dugard@ncahs.health.nsw.gov.au     Phone    0459 821 797   ECLP Cohort 17 

Plans to sustain change 
• Continue with action plan till completion
• Education plan on new procedure
• Auditing of leave and care planning
• Standardised documentation via eMR
• Provide project to sister IPU undertaking

expansion

 
 

Results 
Outcome measures 

 21% less absconding incidents 

11% LESS REPEAT ABSCONDERS 

Process measures 

45% Reduction in absconding from the courtyards

Plans to spread /share change 
Entered into 2017 MNCLHD Innovation Awards 
Agency for Clinical Innovation Exchange 
Review all Mental Health Inpatient units in MNCLHD 

Link to National Standards for Mental 
health  

Standard 2 Safety 

The activities and environment of the 
MHS are safe for consumers carers 

families visitors staff and its 
community 

Process measures  continued 

40% Visitations outside visiting       Less incidents of absconding 
Hours                                                       directly from the unit 

Balancing  measures 

 29% reduction in readmission rates 

Discussion 
Use of leave in clinical handover -  Measurements taken on 23 
electronic medical records to locate clinical handover sign of 
mechanism. 100% had leave arrangements documented in the 
handover tool. 
Consumers who smoke offered NRT upon admission 
Documentation Audit conducted in April 2017 indicated that 53% of 
consumers who were identified as a smoker was provided the 
appropriate processes to commence smoking cessation 
Number of Patient stories = 2 
o Themes identified – issues with not being listened to, medication not 
helping and misinterpreting information due to psychosis 

Overall Outcome of Project: 
Overall a 21% reduction in absconding 
events with improvements in all tested 
areas  
• Readmission rates
• Absconding directly from the unit
• Clinical handover
• Sustained Multidisciplinary reviews



Remote Temperature Monitoring of 
Specimens in Transport 

Aim Statement 
Within 9 months there will be 100% 
compliance with NATA regulations for 
remote temperature monitoring of 
specimens in transport.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
National Standard or  
Strategic Imperative is the project aligned? 
 
 
 
 
 
 
 
 

 
 
 

Background to problem worth solving 
• Non compliance to NATA accreditation on 

temperature monitoring of specimens in 
transport.  

• CPI – SEALS Home Collections increased 
haemolysis rates compared to SEALS outpatient 
collections.  

 

 
 

Results / Discussion  
• 3 Ice bricks in Esky effective in 

maintaining temperature of 10°C for 
8hrs  

• Haemolysis – one of the most common 
causes of pre-analytical errors. 

 
• Affects integrity of blood samples, 

reliability of results, quality & efficiency 
of laboratory processes. 
 

     % Haemolysis Rates   2015 – 2016 
All Collections                 2.53% -  2.59%  
    SEALS Collections        0.9% - 0.81% 
SEALS Home Collections 1.94% - 1.65% 
 
• 2015 – 2016 Number of home collected 

patients affected by haemolysed blood = 
1,017 requiring re-collection.  

       Increased rates of haemolysis         
    experienced by home collections   
 possibly due to delayed transport of   
     specimens to laboratory in non-   

      refrigerated environment.  
 
 
 
 
  
 
 
  
 

 
Changes made: Install remote temperature 
monitoring technology in home collection 
and courier vehicles 
 
 
 

Conclusion  
 Patients benefit from having highest quality 

pathology service 
 
 Invalid or unavailable test results require follow-up 

phlebotomies, unpleasant, increase risk of infection, 
delays in diagnosis 

 
 Haemolysis disrupts lab processes, need to 

communicate invalid result to clinicians requesting 
repeat test 
 

 Increase turnaround time to results and increase 
laboratory costs 

 
References: 
Vecellio et al (2014) Frequency and variability of haemolysis reporting across 
pathology laboratories. 
 
McCaughey et al (2016) Key factors influencing the incidence of haemolysis a 
critical appraisal of current evidence. 
 
 
  

Place LHD Logo 
Here 

Place other Logo 
Here 

Thomas Karagiannis Network Manager NSW Health Pathology SEALS Prince of Wales Hospital Randwick   
Thomas.Karagiannis@health.nsw.gov.au (02) 9382 9140   ECLP Cohort 17 

Plans to sustain change 
1. Standardisation 
 Install technology into home collections and courier vehicles 

~ $800 per vehicle $55 per month maintenance 
 
2. Documentation 
Feedback action plan  
Consult with other disciplines  
 
3. Measurement 
 Continue to monitor temperature and haemolysis 

rates pre and post implementation 
 
4. Training 
Educate staff on accreditation requirements and 

patient outcomes e.g. haemolysis rates and re-
collections 

User friendly technology only required to change ice 
bricks at the beginning of shift   

 
 
 

Results 
 
 
  
 
 
  
 

 

A Clinical Practice Improvement Project 

Plans to spread /share change 
 Present CPI project at clinical stream meetings  
 SEALS pilot site – Randwick, Kogarah, Sutherland 

and Wollongong 
 Other NSW Health Pathology Networks  
 Consult with other disciplines e.g. Blood Bank / 

Transfusion Services.  

 
 



Fixing the SMHTAL Line!! 

Aim Statement: 
By June 30th 2017, the Sutherland Acute 
Care Mental Health Team response rate in 
answering the State Mental Health 
Telephone Access Line(SMHTAL) will be 
consistent with the key performance 
indicators 
Link to National Standard or Strategic 
Imperative 
Standard 10 – Delivery of care(Access) 

Team members 
 Peter Griffiths(Project leader) 
 David Hehir(CNC) 
 Duncan Howard(CNC)  
 Tina Howarth(Psychologist) 
 Ben Chidester(RN) 
 Ellen Mc Farlane(QI Advisor) 
 Beate Zanner(consumer rep) 
 Sponsor: Sharon Carey 

Place LHD Logo 
Here 

Peter Griffiths    Team Leader  of Sutherland  Acute Care Mental Health Team      ECLP Cohort XX 

Plans to sustain change 
Trying to keep the focus of the team on 
answering calls coming through on the 
SMHTAL line will remain one of my goals 
after this project has been completed.\ 
However senior management in the 
mental health service have taken the 
decision to centralize the answering of the 
SMHTAL line at one location in the belief 
that having staff purely focused on this 
task will significantly improve the 
response rate  and ultimately provide a 
much better service to the public.. 

Results 

BACKGROUND 
The SMHTAL telephone 1800 number was set up to enable 
the public to speak to a mental health clinician within 
moments of making a call. But the service is consistently 
failing to meet it’s KPI’s e.g. length of wait time, speed of 
calls being answered , number of calls abandoned etc 

Change concept 1 - PDSA 
Cycle  

Results 

Challenges 
Finding the time to work on it amongst all my 
other duties! 
Getting staff inspired to work with me on this 
issue. In reality the belief that calls not 
answered at Sutherland would be answered 
somewhere else meant that calls on the acute 
care phone were prioritised over SMHTAL 
calls. 
Trying to get the results of the project to justify 
and confirm the work done and changes made 
to the system! 

Outcomes 
The aim of the project was to ensure that the 
Sutherland Acute Care Team’s response rate to 
answering SMHTAL calls would be consistent 
with the key performance indicators 

Before this project commenced, the team were 
well behind the targets set for the KPI’s for this 
service. Realistically there is still a long way to 
go but we are moving in the right direction. 

‘Snip’  your driver diagram 
from your Power Pt 

Presentation and paste here 
– learn more about ‘Snip’ see You Tube
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