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QUALITY AND SAFETY

So, what is quality?

The Australian Commission for Safety and Quality in
Health Care defines quality as “the extent to which
a health care service or product produces a desired
outcome or outcomes”. Delivering optimal care relies
on the quality of systems and processes in place. The
best systems are designed to make it hard to ‘do the
wrong thing' that may lead to patient harm.

How is Medibank Private working with
our healthcare partners?

At Medibank Private we recognise that all
participants in healthcare including patients,
healthcare professionals and health funds have
vital roles in securing optimal health outcomes
for patients. That's why, as part of Medibank
Community, we are advocating for safety and
quality on behalf of our members by endorsing
the stringent standards and key national initiatives
of the Australian Commission for Safety and Quality
in Health Care.

A framework of quality and safety is now included
as part of our contracting arrangements with our
Members' Choice Hospitals. By promoting accepted
industry quality and safety guidelines, we are working
to ensure our members receive services that comply
with safe practice in the healthcare sector.

Our quality and safety initiatives have created a new
focus in our healthcare partners as we encourage
their ongoing efforts to implement best practice in
quality and safety.

Further details about these initiatives
can be found online at
medibank.com.au/About-us/Publications.aspx
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This publication is based [in part] on information reported by various hospitals participating in the Medibank Private Safety & Clinical Improvement Incentive Pool [MPSCIIP] programme. Medibank Private has not
independently verified results of improvement initiatives reported by these hospitals. Copyright 2008 Medibank Private Limited. No part of this publication can be reproduced in whole or in part without the express
permission of Medibank Private Limited ABN 47 080 890 259. Publication date: July 2008
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PATIENT FLOW, ADMISSION AND
DISCHARGE PLANNING

It is important that there is good continuity (uninterrupted connection or union)
between pre-admission, admission, inpatient and discharge phases of a patient's
hospital stay, with appropriate procedures in place as the patient moves from one
phase to the next. Hospitals sometimes refer to this movement as ‘patient flow".

Discharge planning ensures that there is a coordinated program developed by
hospitals to ensure that each patient has a plan in place at discharge for needed
continuing or follow-up care.

Effective planning about what occurs after a patient is discharged plays an important
role in improving a patient's recovery, reducing potential for re-admission and
maintaining overall health and well being. Appropriate discharge planning also

reduces costs to patients, hospitals and health funds.
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THE VALLEY
PRIVATE HOSPITAL:

REDUCING UNPLANNED

RE-ADMISSIONS

What did the project aim to do?

The Valley Private Hospital gained Medibank Private
funding to set up a project aimed at reducing
re-admissions further. The project had five major
components, each designed to tackle a separate
aspect of the problem of unplanned re-admission.

What outcomes did the project have?

The Valley Private Hospital project has produced
encouraging results, with improved clinical services
leading to better results for patients.

First, the hospital designed an easily administered
re-admission risk checklist which is now used to
identify patients at low, medium or high risk of
re-admission. When a patient is rated as high risk,
intensive discharge planning is organised in an
effort to prevent re-admission. Factors known

to be important in identifying a patient as high risk
include:

Having one or more co-morbidities (other illnesses
or conditions)

Aged 70 years or over

Medium or high acuity (level of seriousness
of condition)

Having had a hospital admission in the last
12 months

Poly pharmacy (requires multiple medications)

FALLS RISK
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Following a medical or surgical procedure, patients
sometimes need to be re-admitted to hospital for:

> Further treatment of the same medical/surgical condition
> Treatment of a related medical/surgical condition

> A complication of the original medical/surgical condition.
Extensive clinical experience and research shows that
unplanned re-admissions can affect patient health
outcomes, and that unexpected costs are often incurred
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by patients, health care providers and health funds.

> Lives alone

> Already using support services, for example,
has a case manager.

Second, the hospital improved its systems for
monitoring re-admission data, enabling earlier
alerts and more proactive management

of patients who may be re-admitted.

Patients are often re-admitted through the hospital’s
emergency department. The third component of the
project was to appoint an emergency department
case coordinator, whose job is to coordinate the
patient’s stay in hospital, ensure that discharge
planning is started early and that relevant healthcare
professionals are involved. The case coordinator also
plays an important role in providing patients, families
and carers with information and links to appropriate
community supports following discharge.

Patients are reporting a high level of satisfaction with
how the case coordinator helps them, consider that
they are given good information about their progress,
and are happy to have greater involvement in their
discharge planning.

Fourth, weekly multidisciplinary team meetings

are now held at the hospital. These meetings

bring together staff from nursing, physiotherapy,
occupational therapy and social work to share
information about a patient’s progress. Through these
multidisciplinary meetings, there has been improved
communication between professionals, making for
better discharge planning and reduced risk of re-
admission.

The fifth initiative in the project tackled the problem
of late discharge. Late discharge reduces the ability
of a hospital to accept new admissions. An audit

in 2006 indicated that a significant number of
discharges occurred after hospital policy of 10am.
One of the main reasons for late discharge was
patients waiting for medications to be taken home
with them. The hospital improved the system for
patients to receive discharge medications, leading to
a major reduction in pharmacy related late discharges,
from 22% in 2006 to 4% in 2007.

This publication is based on information reported by The Valley Private Hospital, which has participated in the Medibank Private Safety & Clinical Improvement Incentive Pool [MPSCIIP] programme.
Medibank Private has not independently verified results of improvement initiatives reported by The Valley Private Hospital. Copyright 2008 Medibank Private Limited ABN 47 080 890 259.
No part of this publication can be reproduced in whole or in part without the express permission of Medibank Private Limited. Publication date: July 2008
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Effective post-discharge planning regarding what
happens after a patient is discharged plays an important
role in reducing re-admissions.

The Valley Private Hospital recognised that reducing
unplanned re-admissions was a priority in improving
their clinical services. The hospital was already showing
a downward trend in re-admissions between 2002
and 2005.

What are the learnings for other
healthcare providers?

The project to reduce unplanned re-admissions has
strengthened and streamlined processes at The Valley
Private Hospital. Importantly, from the outset, care
was taken to ensure that the five components of the
project operated as a set of linked initiatives with
common aims, including reduction in re-admissions
and appropriate management of length of stay.

The Valley Private Hospital has continued to reduce
its re-admission rate. Re-admission within 28 days of
discharge moved from 1.9% in 2003, 1.56% in 2004,
1.41% in 2005, and 1.39% in 2006, to 1.37% for
January to March 2007.

During the period of the Medibank Private project,
average length of stay for The Valley Private Hospital
reduced from 3.06 days (January — July 2006) to 2.43
days (January — March 2007).

RELATED MPSCIIP PROJECTS:

 Optimising patient flow: Mercy Hospital Mount Lawley
* Discharge planning: The Victoria Clinic,

o Discharge planning: The Geelong Clinic

medibank

<4 PREV NEXT »

OTHER PATIENT
MANAGEMENT INITIATIVES



MEDICATION
MANAGEMENT

FALLS RISK
MANAGEMENT

WOUND
MANAGEMENT

VENOUS
THROMBOSIS

PATIENT FLOW, ADMISSIONS
& DISCHARGE PLANNING

OTHER PATIENT

CONTENTS MANAGEMENT INITIATIVES

Mercy Hospital Mount Lawley had identified
issues related to its patient flow, including
low attendance at pre-admission clinic,
dissatisfaction with admission and discharge
processes and lack of clear policy and
procedures in some key areas.

MERCY HOSPITAL
MOUNT LAWLEY:
OPTIMISING PATIENT FLOW

What did the project aim to do?

In 2006, Mercy Hospital Mount Lawley was
awarded Medibank Private funding to look at ways
of improving patient flow and the experience of
patients throughout their hospital stay. The project
targeted pre-booked surgical patients.

How did the project achieve its aims?

> Hospital personnel (nurses, medical officers,
clerical and health information staff) and patients
participated in project teams addressing pre-
admission, inpatient and discharge issues.
Each team prepared a work plan to improve
how things are done in that area, with particular
attention to the next phase in a patient’s care

The hospital undertook a major review of
its systems, including audits of medical
records, review of incidents reported to the
risk management system, analysis of clinical
indicators, and staff and patient surveys

New ideas were important. National and
international literature was reviewed.
Brainstorming sessions were run for hospital
staff to exchange ideas. As well, the project
teams looked at how other health organisations
had addressed similar issues.

This publication is based on information reported by Mercy Hospital, which has participated in the Medibank Private Safety & Clinical Improvement Incentive Pool [MPSCIIP] programme.
Medibank Private has not independently verified results of improvement initiatives reported by Mercy Hospital. Copyright 2008 Medibank Private Limited ABN 47 080 890 259.
No part of this publication can be reproduced in whole or in part without the express permission of Medibank Private Limited. Publication date: July 2008

What outcomes did the project have?

Some major changes have been introduced
as a result of the project, and further work is
occurring to make more improvements.

Outcomes for pre-admission include:

> The hospital arranged for standard information
to be given to patients by referring doctors

Each medical record now includes the referring
doctor's preferences for their patient's care

Attendance at pre-admission clinic has improved
(from 7% to 24%) and guidelines are now in
place for the information to be collected and
screening to take place at the clinic

Written information given to patients is now
reviewed for its ‘readability” and usefulness
to patients

94% of staff report that the pre-admission
process has improved significantly.

Improvements to the inpatient phase focus on
development and implementation of new policies
and procedures where there were gaps. For example,
formal guidelines for admitting patients to the special
nursing unit, better clinical management guidelines
and streamlined medical records.

There are now improved processes for discharge RELATED MPSCIIP PROJECTS:

including:
o Discharge planning: The Victoria Clinic,
> A new and more comprehensive discharge form « Discharge planning: The Geelong Clinic

. . . ® Reduci | d re-admissions: The Valley Private Hospital
> Completed medical discharge summaries have e

increased from 33% to 100%
Outcomes for discharge include:

> 93% of patients surveyed are happy with the
information they receive at discharge.

What are the learnings for other
healthcare providers?

The key to success in the Mercy Hospital Mount
Lawley project was its broad based and collaborative
approach, involving staff from across the hospital, as
well as patients.

New strategies have been well received, time has
been saved and dissatisfaction reduced. Importantly,
improved patient care has been achieved without
making extra work for management and staff.

A future plan has been developed for further
improvements which build on this project, finding
better ways to provide clinically appropriate, safe
and cost effective patient care.

<4 PREV

medibank

NEXT »




MEDICATION FALLS RISK WOUND VENOUS PATIENT FLOW, ADMISSIONS OTHER PATIENT

CONTENTS MANAGEMENT MANAGEMENT MANAGEMENT THROMBOSIS 8 DISCHARGE PLANNING TN TN LIRS

T H E V | C T O R | A C L | N | C: A Discharge Planning Coordinator was with doctors to improve discharge process and
implemented at The Victoria Clinic to referral to day programs, outreach services and

D | S E H A R EI E P l_ A N N I N G consolidate all areas of discharge planning community organisations.
8 ONGOING SUPPORT o ane comphenende pracraill

enabled improved communication of discharge
information to improve the patients transition
back into the community as well as liaising

What did the project aim to do? Meets with patients early in their admission to There is better consultation with doctors and RELATED MPSCIIP PROJECTS:
The Victoria Cl.inic ga.ined Me_diba_nk Private funding :)éi)le??aiTedt(())fEreasaptrizﬁ?ate services which are gitshcehraf;g:Igf;;i;?np;rofessmnaIs involved in
to set up a project to improve its discharge planning by « Optimising patient flow: Mercy Hospital Mount Lawley
consolidating discharge planning in a single program Makes follow up calls to recently discharged The number of referrals to services to maintain

managed by a discharge planning coordinator. Prior patients patients’ wellness has increased

to the project, The Victoria Clinic used a discharge
coordinator position only for post discharge follow
up with patients. The Victoria Clinic wanted to make Maintains and upgrades discharge information
sure that discharge plans made during the inpatient packages given to patients Re-admission rates have decreased and there
stay were coordinated with post discharge follow up. is a downward trend in average length of stay.

 The Geelong Clinic: Discharge planning and ongoing support

Liaises with outreach services and day programs Patients are more satisfied with the discharge
process

Works a variety of shifts on wards so that the

The project also aimed to: coordinator is well known to patients prior What are the learnings for other
. . - to discharge i ?

> Improve the quality of information given g healthcare providers?

to patients to achieve better transition to > Collates feedback on all aspects of discharge. Key learnings from this successful project include:

the community A weekly discharge group, run by one of the Victoria > Benefits are gained by taking a coordinated

Liaise with doctors to improve referrals to day Clinic's consultant psychiatrists, provides additional and comprehensive approach, with dedicated
programs, outreach services and community support for patients and complements the work of resources and clearly defined project objectives
organisations, as well as improving the Victoria the coordinator.

Clinic’s internal discharge process It is important to start discharge planning early

What outcomes did the project have? in a patient's stay, and for the patient to be

!'Iow.dld the project go about achieving T e e [ e closely involved in the process.

its aims?

> The Victoria Clinic now does discharge planning
as one comprehensive program, managed by
the discharge planning coordinator, from early

inpatient stay through post discharge follow up

Employing a discharge planning coordinator was
central to success of the project. The coordinator has
broad duties across the Victoria Clinic, but also makes
special effort to take part in day to day nursing activities
so that the coordinator is well known to patients. Patients receive better information which is
The coordinator: assisting them to make a more effective transition

) ) . from Victoria Clinic to community
> Attends nursing handovers and patient clinical

review meetings

Medibank Private has not independently verified results of improvement initiatives reported by The Victoria Clinic. Copyright 2008 Medibank Private Limited ABN 47 080 890 259.

This publication is based on information reported by The Victoria Clinic, which has participated in the Medibank Private Safety & Clinical Improvement Incentive Pool [MPSCIIP] programme. medibank
No part of this publication can be reproduced in whole or in part without the express permission of Medibank Private Limited. Publication date: July 2008 P R I V A T E

<4 PREV NEXT »




MEDICATION
MANAGEMENT

FALLS RISK
MANAGEMENT

WOUND
MANAGEMENT

VENOUS
THROMBOSIS

PATIENT FLOW, ADMISSIONS
& DISCHARGE PLANNING

OTHER PATIENT

CONTENTS MANAGEMENT INITIATIVES

THE GEELONG CLINIC

DISCHARGE PLANNING

& ONGOING SUPPORT

What did the project aim to do?

The Geelong Clinic gained Medibank Private
funding to set up a project to improve its discharge
planning by consolidating discharge planning in a
single program managed by a discharge planning
coordinator. The Geelong Clinic wanted to make
sure that discharge plans were started early in the
inpatient stay and coordinated with post stay follow
up.

The project also aimed to:

> Improve the quality of information given
to patients to achieve better transition to
the community

Liaise with doctors to improve referrals to day
programs, outreach services and community
organisations, as well as improving the
Geelong Clinic's internal discharge process.

How did the project go about achieving
its aims?

Employing a discharge planning coordinator was
central to success of the project. The coordinator
provides an intensive individualised program for
patients, helping them to improve their understanding
of their own illness and recovery path. Key elements
in the program are:

> On admission, each patient receives an admission
pack with information about their particular
illness, e.g. a depression pack

To decrease the length of stay and the incidence
of unplanned re-admissions within 28 days,
The Geelong Clinic introduced a Discharge
Coordinator to their organisational structure.
Another aim of the initiative was to improve

patient and doctor satisfaction with the

discharge process.

The coordinator meets patients on a one-to-
one basis to support and encourage them to
participate in biweekly group discharge planning
sessions

In the group, patients work through an intensive
program, using specially designed work booklets,
to identify how they can best prepare for the
transition from Geelong Clinic to home

Through the group, the coordinator facilitates
referrals to specific services within the Geelong
Clinic and in the community

Referrals are approved by the treating psychiatrist
and followed up post discharge by the coordinator.

What outcomes did the project have?
The project has resulted in significant improvements:

> The Geelong Clinic now undertakes discharge
planning as one comprehensive program,
managed by the discharge planning coordinator,
from early inpatient stay through post discharge
follow up

There is overall improvement in documentation
of discharge and care plans

Patients receive better information about their
illness, relapse prevention and support services
available after discharge

There is increased attendance at inpatient
therapy sessions, and increased patient follow
up post discharge

Better consultation occurs with doctors and
other healthcare professionals involved in
discharge planning

More patients are participating in community
day programs

Patients are more satisfied with the discharge
process

Unplanned re-admissions and average length
of stay have both decreased.

What are the learnings for other
healthcare providers?

Key learnings from this successful project include:

> Benefits are gained by taking a coordinated
and comprehensive approach, with dedicated
resources and clearly defined project objectives

It is important to start discharge planning early
in a patient’s stay, and for the patient to be
closely involved in the process

> The discharge planning program is intensive,

and should be tailored to meet individual needs.

This publication is based on information reported by The Geelong Clinic which has participated in the Medibank Private Safety & Clinical Improvement Incentive Pool [MPSCIIP] programme.
Medibank Private has not independently verified results of improvement initiatives reported by The Geelong Clinic. Copyright 2008 Medibank Private Limited ABN 47 080 890 259.
No part of this publication can be reproduced in whole or in part without the express permission of Medibank Private Limited. Publication date: July 2008

The role of the Discharge Coordinator includes
providing patients with a more intensive
discharge program that would assist to
understand and improve their knowledge
relating to their specific illness and recovery.

RELATED MPSCIIP PROJECTS:

 Optimising patient flow: Mercy Hospital Mount Lawley
o Discharge planning: The Victoria Clinic

 Reducing unplanned re-admissions: The Valley Private Hospital
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The Multidisciplinary Cancer Team approach to
cancer care brings together medical, nursing and
allied health professionals working in collaboration
to provide an integrated response to cancer
management. Health professionals consider all
relevant treatment options and together develop
an individual treatment plan for each patient.
Evidence suggests that Multidisciplinary Cancer

Care provides cancer patients with improved
outcomes, streamlines health service delivery and
has significant flow on effects in raising cancer
awareness across healthcare organisations.

SYDNEY

ADVENTIST HOSPITAL:
MULTIDISCIPLINARY
CANCER TEAM

What did the project aim to do?

Sydney Adventist Hospital gained Medibank Private
funding to further develop projects to improve
coordination and resourcing of Multidisciplinary
Cancer Team programs already operating at the
hospital (breast, gastrointestinal and urological
cancers).

How did the project achieve its aims?

By developing several initiatives underway at Sydney
Adventist Hospital, including:

> Improving coordination, administration and
referral processes for Multidisciplinary Cancer
Team meetings

Educating General Practitioners (GPs) about
access to, and benefits of, Multidisciplinary
Cancer Teams

Developing and trialling tumour specific
treatment plans

Partnering with other Multidisciplinary
Cancer Teams.

What outcomes did the project have?

While many elements of the project continue
to be developed, outcomes to date include:

The appointment of a Multidisciplinary Cancer
Team coordinator has facilitated a more
streamlined and efficient approach to team
meetings, more comprehensive case discussions
and earlier commencement of treatment plans.
The hospital now uses a standardised referral
form. New audiovisual equipment enables better
viewing of patients’ diagnostic test (e.g. imaging,
scans) results

The hospital is working with others to develop
educational packages for General Practitioners
about the multidisciplinary team approach

Tumour specific treatment plans are being trialled
and are expected to be in use within 12 to 18
months. Information may be communicated
with primary carers and referrers through the
treatment plans. Patients may also receive a
copy of their plan

Planning is well underway to develop a
partnership model for collaborative support and
direction, information sharing and relationship
building with other Multidisciplinary Cancer
Teams. Colleagues will be encouraged to visit
Sydney Adventist Hospital and experience the
Multidisciplinary Cancer Teams at work, view
the hospital's services and meet specialists.

What are the learnings for other
healthcare providers?

Key points from the Sydney Adventist Hospital
project indicate that:

>

The multidisciplinary approach provides benefits
for patients and referring physicians over other
traditional approaches. Patients receive the
opinions of several specialists at one time;
referring physicians may receive treatment
details more quickly

The approach intends to reduce time from
diagnosis to the start of therapy, whether the
patient is beginning chemotherapy or radiation
treatment, or undergoing surgery

While Multidisciplinary Cancer Care has been
found to improve outcomes for cancer patients,
its uptake and feasibility is not uniform across
geographical areas or cancer types.

This publication is based on information reported by Sydney Adventist Hospital, which has participated in the Medibank Private Safety & Clinical Improvement Incentive Pool [MPSCIIP] programme.

Medibank Private has not independently verified results of improvement initiatives reported by Sydney Adventist Hospital. Copyright 2008 Medibank Private Limited ABN 47 080 890 259.
No part of this publication can be reproduced in whole or in part without the express permission of Medibank Private Limited. Publication date: July 2008
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