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 October 2005

 Graduate OT, offered 6 week contract

 March 2008

 2½ years, getting the Gen Y itch

 May 2008

 Project Officer 

 October 2008

 Four Hour Rule Lead



Four Hour Rule Program  (the WA edition)

 85% of all patients to be either discharged, admitted or 
transferred from the Emergency Department within 4 hours 
of presentation

 No additional FTE, however non recurrent infrastructure 
funding was available 

 Central Office 
 Training, central reporting, data support

 Funding of Project Lead roles

 Hospital sites
 Project Lead (1FTE)

 Clinical Lead (0.2FTE)

 Executive Directors accountable for performance



Sir Charles Gairdner Hospital

 550 Bed Tertiary Hospital 5kms from the CBD

 All specialist services other than Maternity, Paediatrics and Burns

 5,500 staff

 By floor space, the largest building in Perth

 2010

 57,691 ED Presentations

 37.7% over the age of 60

 56.5% admission rate

 8.2% of presentations are Mental Health (4,748)





October 2010

 2 years into a change program, with a 

baseline performance of 44% of all patients 

admitted, transferred or discharged within 

4 hours

 Lean / Six Sigma / Kotter etc

 July – September quarter 2010

44.2%





Wicked Problems

 There are a whole realm of social planning 

problems that cannot be treated with 

traditional linear, analytical approaches 

 Rottel & Webber – 1973
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#1 

Wicked problems are difficult to define

 The extent of the problem depends on who 

you ask



#2

Wicked problems have many interdependencies 

and are often multi-causal

 Individual wicked problems have  

conflicting goals or objectives within the 

broader wicked problem



#3 

Attempts to address wicked problems 

often lead to unforseen consequences

 Wicked problems are 

multi-causal with 

many connections to 

other issues within 

the broader society



#4

Wicked problems are not stable

 Externally imposed constraints are evolving 

at the same time policy makers are trying 

to address the problem



#5

Wicked problems usually have no clear 

solution

 Since there is no definitive, stable problem, 

often there is no definitive solution



#6

You often only get one chance to fix a 

wicked problem

 Characteristic of a 

wicked problem is that 

you only get one chance 

to fix it, and once the 

change has been made, 

you can‟t go back







#7

Wicked problems are socially complex

 Coordinated actions by a range of 

stakeholders, all with individual views

 St Johns Ambulance, Policy, After hours GPs

#8

Wicked problems hardly ever sit within 

the responsibility of one organisation



#9

Wicked problems involve changing 

behaviour

“…I once told a group of MDs that exactly half of 

all Doctors graduated in the bottom half of 

their medical school”. 

Two doctors in the room said it was 

impossible…

Imagine having to get people like this to see the 

need for change…
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A revitalised perspective

 Appreciate the size, and complexity that the 
problem that our hospital was faced with…hospital 
wide redesign is indeed a Wicked Problem

 Refocus leadership efforts

 Increased focus on utilising the clinical and 
administrative expertise that existed within the 
organisation

 Develop reliable & valid data dashboards and make 
this data available to the people that need it

 Support the transition from a „change project‟ to 
expected organisational performance
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Synergies to Sir Charles Gairdner 2010…

 Government organisation

 Externally imposed target

 Severe political consequences for failure

 ? Unrealistic time line 

 A number of professional experts having to work 
in a team

 Bad coffee

 Furniture from the 1970s



Utilisation of Clinical and 

Administrative Expertise

 Revitalise the Project Working Group to

 Focus on resolution of issues

 Be data driven

 Action orientated

 Assigned accountabilities

 Promotion of inter-specialty problem 

solving
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Develop reliable & valid data dashboards and 

make this data available to the people that need it

“in god we trust; all others must bring data.” 

W. Edwards Deming

 Daily, weekly and monthly 

dashboards are 

automatically produced

 Ward, Specialty and 

divisional performance is 

discussed at every 

meeting

 Coaching of Executive 

team about how to utilise 

data to reform 

performance
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Expected organisational performance

 Hospital divisions expected to report on flow 
issues & actions

 Transition between promotion of change to 
performance management of non-compliance

 Hospital Executive Committee identified 8 priority 
actions
 Weekly reporting of actions towards agreed targets

Project Operations
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Performance against 4hr ED LOS target
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Access Block
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August 2008 

60.2%

March 2011 

10.8%







Daniel Hitchcock

Daniel.hitchcock@health.wa.gov.au

08 9346 4826

If a change is as good as a holiday

...then a holiday is good for change


