
Decision before Incision

Aim Statement: 
By December 2017, 50% of high risk patients for 
possible elective surgery will be seen in a 
multidisciplinary high risk clinic
Background to problem worth solving 
Each year there is an increase of 2.5% in the number of 
elective surgical procedures in Australia.  With our patients 
presenting with increasingly complex comorbidities, can we 
improve our model for preoperative assessment to 
multidisciplinary team reviews, aiming for better 
postoperative outcomes. 
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Plans to sustain change
1. Standardisation

• Current HRC model will be discussed with general PAC special 
interest group at Westmead, to implement certain tools into every 
patient assessment. 

• Perioperative anaesthetic fellow will be part of our HRC team, so 
she can lead another HRC session next year. 

2. Documentation
• Electronic upload of our HRC patient notes into CERNER.  
• Plan for seamless data extraction from EMR.  
• Letter summary of patient review to GP. 

3. Measurement
• Postoperative morbidity and mortality data of patients seen in HRC, 

including cost saving.  
• Patient satisfaction data. 

4. Training
• Ongoing staff training with up to date, evidence based strategies 

and knowledge.  

Results- Outcome Meassures

Process measures  

Plans to spread /share change
Done: 
• Submitted to the ACI Innovation Exchange
• Presented at ACI Integrated Surgical Care Forum
• Presented at Hospital week and Grand Rounds
Planned:
• Enter Poster into ANZCA ASM and Perioperative SIG
• Enter Poster into Westmead Hospital week
• Present to Surgical and Anaesthetic Department meetings
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Link to National Standard or 
Strategic Imperative
NHQHS Standard 1: Governance for Safety 
and Quality in Health Service Organisations
NHQHS Standard 2: Partnering with 
Consumers
NHQHS Standard 6: Clinical Handover

Planning PDSA Cycles

Change concept 2 - PDSA 
Cycle 

Testing a solution via PDSA 
Cycle

Results continued
Balancing Measures

Discussion
Prior to this project, all patients requiring preadmission clinic 
review, were seen in general clinic, where up to 18 patients were 
seen by 2 anaesthetists in 4 hours.  We have set up a High Risk 
Clinic where 4 patients are seen in 4 hours.  More than 50% of 
patients requiring multidisciplinary review are being seen in 
HRC.
Our outcome measures clearly highlighted the importance of 
having strategies to increase the awareness of HRC.  Having our 
hospitalist be our primary referral receiver also consistently 
improved our referral numbers.  
Our multidisciplinary team, having different patient assessment 
tools, increased communication between specialty teams and 
shared decision making processes helped patients decide for 
non-surgical treatment options where appropriate.  

Overall Outcome of Project:
By December 2017, up to 50% of patients requiring 
multidisciplinary team review were seen in High Risk 
Clinic. 

$ Cost saving
With each cancellation of surgery, we can postulate the cost saving 
per patient.  ICU stay postoperatively = $4500 per day.  The cost saving 
for 1, 2 and 3 postoperative complication = $3583, $12802, $42790 
respectively.  Our next stage of the project will look at analysing our 
postoperative morbidity data and projected cost saving. 
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