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Victorian specialist clinics services

Victorian public hospital specialist clinics provide
scheduled or planned non-admitted services
that require the focus of an acute setting to
ensure the best outcome for a patient.

e In 2008-09:
— 1.25 million medical/surgical occasions of service
— 600,000 allied health occasions of service
— $572m was provided to the 17 Health Services



Victorian public hospital specialist clinics

strategic framework (2009)

3 key objectives of the framework are:

1. Timely access

e Patient journey standards — Redesign demonstration
project

e Access and discharge guidelines
e New:Review ratio

2. Patient focus
e Communications training
e Standardised referrals
e Infolines

3. Sustainable services
e Allied health and nursing work
e Minimum Data Set
e Develop program measures



Redesigning Hospital Care Program

e 4 year statewide initiative, commencing
July 2008 with $5m funding p.a.

e Program objectives are to achieve
measurable improvement in:

1. Service delivery In priority areas
- access
- efficiency
- service quality
2. Health service capability for redesign



Individual programs of work

Collective programs of work

Demonstration programs of work

o Ambulance
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*6 Surgery
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Specialist Clinics Redesign project

Demonstration project:

Care pathways will be developed and evaluated

during this project to address four key areas of
high demand for specialist services In Victorian
public hospitals

St. Vincent’s Western Health Mercy Hospital

for Women

* Urology » Urology
» Gastroenterology « Gastroenterology

» Maternity
» Orthopaedics « Orthopaedics




Specialist Clinics Redesign project

QUALITY

Outpatients:
A Big Vague Problem
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Specialist Clinics Redesign project

Progressing a
complex project:
a proven REDESIGN
FRAMEWORK

Establish  Define
Continuous Problem
Improvement & Scop




Defining the problem

e Data
— minimal in the OP environment

e “GO see”
e Big Picture Mapping

‘ some common guestions
emerged
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ng the problem:

Amval & check in

Pt review >

Pt Check Out

People

Patient / Process

HIS Clerical
Are the right
.f%’%}ii people doing the e
7 right work? _
— .
f2F10Q

Is the waiting room safe?

Where is the patient
journey up to?

Arrival & Check-in

Patient files often missing at check-in (FTQ unknown)

Queuing in the snake potentially unsafe for patients -critical issue
One gueue — no streaming

Plastics clinic also on at the same time - 2 large clinics amplifying
impact of Qs.

Patients sometimes waiting for wrong clinic — poor signage &
information

Literacy of MNESB patients - slows down clinic flow.

Files kept behind registration desk as there is no room in the back
comdor

Kay te Symbole W =Warlatton 1 = inventory @ = Gueus
FT@ = Firaf Time Quallty  Clock face = walt

Does the patient
know what to do

once they leave?
[F]

doctors?

Patients / carers waiting can't find anyone to
ask

Challenges with interpreter senvices

Mot encugh room n working comidor for all
patient files

Review

(V') Depending on teaching. patient,
indwidual practice. interpreter, experience.
Template does not match practice — creating
quELSs

Uncdear criteria for discharge

Dirs don't know they are meant to depart
patient

' | Palient Review
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Check-out

» Often pts don't check out, there is
frequently a Queue

» Pathology not reviewed by Dr. unitil
next visit




Defining the problem

Deep Diagnostics Plan for one site
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With our problems
defined we had to dig

deeper to understand
them




The Patient Journey Problems

-

From Referral to appointment

/

*Quality of the referral
*Process flow
*Acceptance criteria
*Other options for review
*Waiting times

*Patient / GP enquires re
referral / appointments
(phone room tracking)

*Patient journey
tracking process and
patient experience
*Clinic flow and utilisation
*Template review
Clinician continuity of
care

eDischarges

*DNAs

From Arrival to Discharge - MAJOR FOCUS
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The referral process
g oo

Problem:

The pile of
unprocessed
referrals I1s unsafe
for patients




Intra Clinic Patient Journey
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Problem:
The patient visit
IS not optimal

Patient Experience

“Overall the
experience was what “lI had to ask the

you would expect BUT nurse if | had been
not what you want.” forgotten.”

“lI had to wait ages
In the reception
gueue. | was on
crutches, so it was a
bit of a pain.”

“The long wait — |
“The clerks don’t really get it.”
are lovely.”
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Problem:

at.-kent_ Experience _The patient Visit
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Building capability for redesign Building capability for redesign

Positive:

e Access to care
* Respect for
patient values &
REELS

» Patient comfort

Dimensions of Care Patient-Centred Dimensions of Care

ienca comments (30%) Megative patient experience comments (70%)

74
% ¥
B 2 Fis @
L% FiF5 £ )
E‘? DS Negative:
e » & . « Access to care
e « Respect for
s patient values &
?wuw".*
needs
* Information &
Patient-Centred Dimensions of Care provided by Patient-Centred Dimensions 4 ed u Catl O n

NRC+PICKER, a division of National Research Corporation. MRC+PICKER, 2 division of National Research Corporation.



Intra Clinic Patient Journe
What does impede clinic flow?

*The clerical work is complex and manual

* Nurses are not nursing

*Doctors are not arriving on time

sLack of administrative support for Doctors

*A clinic seem to be more than a clinic
-Gathering spot / networking

*The waliting room is not set up or designed
for sick patients, but it is a place full of
unwell people

The work requires redesign to
Improve the patient journey
and experience

Are we game
enough to
tackle the

({e]8]e]g!
ISsues?

We could
INcCrease
throughput
with current

resources,
but can we?




Specialist Clinics Redesign project

-

With a deep understanding of the identified
problems we are preparing for improvement

3 month
Action Plan

What can we
do next
week?

Ongoing
improvement




Learnings & Challenges

1.Designing the SC clinic work is key to
Improving intra-clinic throughput

2.Poor data & lots of piles of paper
 How do we measure when we have no data??
« Just because we don’t have the data doesn’t mean it
Isn’t important

3.Engagement in specialist clinic

Improvement isn’t easy
e Ownership
» Too difficult — where do you start
e Poor (forgotten) cousin



Next steps

Project outcomes:

e Clearly defined patient pathway through outpatients
from referral to discharge

e Suite of solutions and measures for use across the
system

e Linked with other key reform work being undertaken:
e Access guidelines
e Minimum patient data set
e Standardised referral processes and templates
e Patient focused booking systems
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