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Nesvadba, Natalija,1 Moshonas, Nelly,2 Naccarella, Lucio3
Impact of health literacy initiatives on consumers: Has Mercy Health's
Healthy Eating for Gestational Diabetes information sheet helped you?
1. Mercy Hospitals Victoria Ltd, Heidelberg, Vic., Australia;
2. Mercy Hospital for Women, Heidelberg, Vic., Australia;
3. Melbourne University
Aim
This qualitative research project aimed to learn about culturally and
linguistically diverse (CALD) women’s experiences of Mercy Health’s culturally
adapted Healthy Eating for Gestational Diabetes information sheets in Arabic,
Chinese, Persian and Vietnamese. The project was part of a larger study
looking at understanding the impact of organisational health literacy initiatives
on consumers.
Methods
A total of 12 CALD women participated (with assistance of certified
interpreters) in semi-structured interviews or focus groups. A total of 8 Mercy
Health staff participated in one focus group discussion. All interviews were
audio recorded and transcribed. The transcripts were collated, coded and
analysed using the constant comparative thematic analysis approach.
Results
CALD participants reported multiple impacts that can be clustered into five
areas: a) reduced anxiety; b) increased confidence; c) changed food portions,
choices and the use of meal plans; d) increased knowledge and skills; and e)
ripple effects upon family and friends. Overall, these findings reveal that the
CALD women: are informed, are listened to, understand their care and feel
supported. The staff focus group discussion identified six key principles as
contributing to the impacts of these information sheets on CALD women: 1.
Relevance of the information sheets, 2. Relatable in linguistic and cultural
terms, 3. Practical nature, 4. Realistic nature, 5. Client informed/co-designed
with CALD women with GDM, and 6. Supported by system of care.
Conclusion
Co-design and engagement with consumers who have limited English is often
seen as difficult. This project demonstrated that non-English speaking
consumers are willing and able to engage if there are relevant and
appropriate structures in place at direct care, service and system levels. The
process utilised in this project can be used as a model of engaging with CALD
consumers in service development, evaluation and research.
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Vecchio A, Peleg E, Hendry K, Brown DJ
VALUING THE DIVERSITY WITHIN THE SPINAL COMMUNITY IN SHAPING CONSUMER
ENGAGEMENT PROGRAMS
The Spinal Research Institute, Melbourne, Australia
INTRODUCTION
Consumer engagement programs should seek to close the disconnect between people living
with spinal cord injury (SCI) and the research community. They also need to ensure that they
represent the diverse views within the spinal community.
The Spinal Research Institute (SRI) has developed a Consumer Engagement Program (CEP) to
close this gap and ensure that research outcomes represent the diverse views and needs of
consumers.
METHODS
The SRI established the role of Consumer Engagement Lead, for someone with lived
experience of SCI, to lead the CEP and this position was filled in August 2020.
The SRI has established a Consumer Advisory Network (CAN) that represents the diversity
within the broader SCI community to ensure the CEP’s direction represents the values of the
SCI community. The CAN is governed by a Terms of References and optional consumer
remuneration is available.
RESULTS
Since the formation of the CEP the program has:
●
●
●

Recruited members for the CAN which represent the diversity within the SCI
community.
Held inaugural the meeting of the CAN in April 2021 with meetings to be held
quarterly.
The CAN provided information regarding barriers to consumer involvement in
research and the importance of raising awareness of research in the community.

CONCLUSIONS
Consumer Engagement Programs need to ensure that they receive feedback from the broader
SCI community so that the Programs' direction reflects their values and addresses the barriers
to consumer involvement in the research process.
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Hendry K 1, Vecchio A 1, Peleg E 1, Brown DJ 1
Consumer Engagement in Spinal Cord Injury Research: Developing a
Policy and Model for Consumer Remuneration
1. Spinal Research Institute, Kew, Vic., Australia
Aim
The Spinal Research Institute (SRI) has established a Consumer Advisory
Network (CAN) to assist with development of the SRI’s Consumer Engagement
Program. The SRI values the lived experience of the members of the CAN, who
contribute and share their knowledge. Therefore, the SRI has chosen to
acknowledge and support the skills and expertise brought to the SRI through
this engagement by developing a policy and model for consumer remuneration.
Methods
Consumer remuneration is not mandatory in Australia and is not legally
required or expected. As such, the SRI developed a Policy for Consumer
Remuneration to provide guidance on this matter.
The SRI leveraged resources from the consumer engagement toolkit
developed by the Victorian Comprehensive Cancer Centre1, including the cost
model and remuneration factsheets.
A review of taxation and other financial implications required consumers to be
classified as volunteers and paid in the form of an honorarium, which is not
considered salary.
Results
A policy and model for remuneration of spinal cord injury (SCI) consumers has
been established. Remuneration is determined by the level of engagement –
informing, consulting, involving, partnership and consumer-led – and a defined
cost schedule for each tier of participation maintains consistency across
projects and programs. Consumers also have the option to choose not to
receive financial recognition for their involvement. Reimbursement of eligible
expenses is available.
Conclusion
To establish SCI consumers as partners in research programs, the value of the
skills, expertise and knowledge they contribute must be acknowledged and
supported with resources, including remuneration.
References
What is the toolkit? [Internet]. Melbourne: Victorian Comprehensive Cancer Centre
Pty Ltd; 2021 [cited 19 January 2021]; Available from:
https://www.viccompcancerctr.org/about-vccc/consumer-engagement/toolkit/
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Austin Health Research Week 2021

Title: COVID-19 Pandemic: End of Life Experience in Australian Residential Aged Care
Facilities

Aims
The COVID-19 pandemic has significantly impacted on those in Residential Aged Care Facilities
(RACFs). This research was undertaken to explore and better understand the effects of the
pandemic on the experience of next-of-kin and carers who experienced the death of a loved one
who resided within a RACF.
Methods
Prospective single-centre mixed methods research was undertaken involving telephone interview
with next-of-kin or carers of residents who died within 30 days of being referred to Austin Health
metropolitan Residential Inreach Service during the ‘second wave’ of COVID-19 in Melbourne,
Australia in 2020. Both qualitative and quantitative data was collected.
Results
Forty-one telephone interviews were analysed using qualitative description and descriptive
statistics. Transcripts of recorded interviews were examined to identify themes, which were then
grouped under overarching themes. These included: the effects of lockdown and restrictions;
importance of communication and technology; dying and death experience; bereavement and grief
and availability of social support and external systems.
Conclusion
Findings from this study identify the many COVID-19 pandemic related challenges faced by
participants and their dying loved one in RACFs. Access to palliative care and bereavement
support is crucial for dying patients and for grieving that has been made more difficult by the
pandemic. These are areas requiring greater resources in the event of future waves of COVID-19.
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Kate Lowe1, Catherine Wood1, Lisa Ho1, Amanda Ting1, Emily McCormack1,
Jasmine Lau1, Emily Ferraro1, Beth Veevers2, Shari Antoine2, Deborah Stevens2,
Sarah McKernin2, Katrina Capell3, Simone Taylor1
Feasibility of a smoking cessation program to support hospitalised respiratory
and cardiology patients across the continuum of care
1. Pharmacy Department, Austin Health, Heidelberg, Vic., Australia;
2. Medication Management – Hospital Independence Program, Austin Health,
Heidelberg, Vic., Australia;
3. Cardiac Coach - Hospital Independence Program, Austin Health, Heidelberg, Vic.,
Australia.
Aim
Hospitalisation in a smoke-free environment provides a potentially teachable moment
for nicotine dependent patients to undertake a quit attempt. Whilst our hospital has
long-standing policies for nurse/pharmacist-initiated nicotine replacement therapy
(NRT), uptake has waned. Our hospital has no specific smoking cessation outpatient
clinic and processes to handover support to community healthcare providers are not
well established.
This project aims to develop and evaluate the feasibility of incorporating smoking
cessation support into ward pharmacists’ routine practice, with post-discharge
telehealth follow-up provided by hospital-based transition-of-care teams, to facilitate
handover to community-based supports. To facilitate sustainability of the program,
ward and telehealth workflows have been established and documentation in medical
discharge summaries and telehealth medical records has been standardised.
Methods
During the ward pharmacist admission interview on respiratory and cardiology wards,
patients are being invited to undertake a quit attempt and receive ongoing postdischarge support. Ward pharmacists are initiating NRT, providing motivational
interviewing, facilitating NRT prescribing on discharge, documenting in the medical
discharge summary, and making a referral on Cerner to the Medication Management
or Cardiac Coach teams. Patients are receiving post-discharge telehealth support at
1-week and some at 1-month post-discharge. The program is being evaluated via a
medical record audit, a 6-month post discharge patient telephone interview and a
survey of staff providing the program, to assess the feasibility of incorporating the
program into their routine roles.
Results
In the first month, 15 hospitalised patients were invited to participate. Of the ten
patients who have received their 1-week follow-up, three have remained smoke-free
and five have reduced the number of cigarettes smoked per day.
Conclusion
This pilot smoking cessation program has been established through flexibility and
collaboration across the organisation. Where possible, processes and documentation
have been standardised. Early outcomes are promising, and recruitment is continuing.
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Bodin J, Lubian M, McDonald N, Pamaran K, Hazen A, Arifin D, Sanders K,
D’Souza N
The effects of Noise exposure within the operating room. Can it be improved?

Division of Surgical and Procedural Medicine (SAPM)
Background: Excessive noise in the operating room has been a prevalent topic since
the early 70’s and it has been recognized that excessive noise can affect both cognitive
behavior and impair memory function (Katz 2014) ¹. Though different approaches have
been explored to combat these issues, noise pollution in the operating room continues
to be a health and safety issue.
Aim:
To identify whether the discussion surrounding appropriate noise levels and the use
of a safe word at ‘timeout’ would be of benefit in reducing noise levels. ‘Timeout’ is a
perioperative safety checklist initiated by the World Health Organisation (2009) ².
Method:
The use of semi-structured questionnaires was delivered through the perioperative
department both before and after the study to ascertain the current perception of noise
thought the surgical process. Two observational tools were also used, the first to gain
additional base line information and the second was used over a 3-week trial period,
to assess whether the discussion of appropriate noise levels at ‘timeout’ and the use
of a safe word was beneficial.
Results:
It was found that having a discussion surrounding appropriate noise levels at ‘timeout’
had a positive result in reducing noise levels throughout the surgical possess. This
result was also evident in the evaluation survey completed through the department.
However, what remained was the contributing factor surrounding noise distraction was
non-procedural communication and music (Gregory & Clark 2013) ³.
Conclusion:
The aim of this study was to see whether discussing appropriate noise levels at
‘timeout’ could help reduce current noise levels within the operating room, as it can be
seen from other studies, reducing noise can be a challenge. Though small the overall
results of this study had a positive impact in reducing noise levels. It is however,
recommended that continued re enforcement and education of the issues surround
noise is required.
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Tran A
Medical engagement in quality improvement
Background
Quality improvement is a core activity in health services. Medical Practitioners
are key stakeholders that impact the delivery of health care and their
engagement in quality improvement is vital. To inform the development of
strategies to optimise engagement an understanding of the factors that drive
engagement is required.
Aim
To explore and identify drivers of medical engagement in quality improvement.
Methods
A search of 4 health care databases and review of English language articles
was initially conducted to provide an understanding of the literature on this
topic. The findings assisted with the development of questions used in
qualitative interviews of 8 key stakeholders. These interviews were then
analyzed and findings were compared with the results of the literature review
to identify key drivers of engagement at a health service level.
Results
70 articles were reviewed in the literature review.
The literature review and qualitative interviews identified the following key
drivers of medical engagement in quality improvement:
-Organisational culture supporting medical engagement in quality improvement
-Medical leadership in quality improvement
-Visibility and incentives for quality improvement work
-Availability of resources and support for medical practitioners undertaking
quality improvement activities
-Availability and access to training in quality improvement
-Access to relevant data for quality improvement
Discussion
This study identified important drivers of medical engagement that will assist
with strategies to optimise medical engagement in quality improvement within
health services.
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Tran A, Grieveson C, Burton K, Simmons S
Evaluation of Mercy Health’s Pilot Quality Improvement Education
Program for Junior Medical Officer’s in the Emergency Department
Background
The Australian Council for Safety and Quality in Health Care guidelines
highlight the importance of training in quality improvement to facilitate the
delivery of safe health care. In collaboration with Zest, an external education
provider, a blended education program in quality improvement and patient
safety was developed.
Following a literature review and consultation with a Mercy Health expert work
group, a program for Junior Medical Officers (JMOs) was developed consisting
of 4 face to face sessions which featured case based discussions supported by
written material, resources and an online learning platform QStream TM
Aim
To evaluate whether a pilot QI education program helps to build JMO
knowledge and to identify areas for program improvement.

Methods
A pilot was conducted in the Werribee Mercy Hospital Emergency department
between February to April 2019 with pre and post program surveys conducted.
The participants were JMOs and Emergency Department physicians.
Results
In a pre-survey,11 out of 17 doctors had never attended formal quality and
safety training.
Respondents mentioned the importance of practical activities such as audits
and improvement projects and suggested that these opportunities could serve
as an incentive for completing the program.
Post surveys were only able to be conducted for sessions 3 and 4.
Following session 3, 18/20 participants found the content useful.
19/20 participants found the structure and delivery of the face to face sessions
assisted in the understanding of the topic.
Following Session 4, 4/4 respondents found the content useful and that the
structure and delivery of the face to face sessions assisted in understanding
the topic.
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Case-based discussions in small groups provided opportunities to discuss
personal experience and relevance to daily practice. Interactive role playing
also helped to support learning.
Discussion
The Quality improvement education program was successfully piloted with
most respondents finding the program useful.
The pilot provided useful information to assist with program improvement.
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Dipnall, L 1, 2, Robinson.T 1, Gook. E 1, Ryan. M 1, Shafik-Eid.R1
8-week CASEA Program Improves Socio-emotional functioning in
Primary School Children
1. CYMHS & Schools Early Action (CASEA), Department of Mental Health, Austin Hospital
Heidelberg, Vic., Australia;
2. Cognitive Neuroscience Unit, School of Psychology, Deakin University, Burwood, Vic.,
Australia

Aim
This quality improvement project aims to assess the effectiveness of the
CYMHS & Schools Early Action (CASEA) program. This 8-week school-based,
multi-systemic early intervention program incorporates an emotion and
behaviour focused parenting program, alongside a social and emotion focussed
child group program. The CASEA program aims to work with children exhibiting
social, emotional, and behavioural challenges in grades prep to 3.
Methods
Data from 39 socio-economically diverse schools was analysed to assess the
effectiveness of the CASEA program on a battery of measures, including child
social-emotional functioning, parenting practices and parent and teacher
reported conduct problems, hyperactivity, peer relationship problems and
prosocial behaviour. The cohort consisted of 312 (66% male) primary school
children (Mage=6.96 years; SD=1.04) clustered within schools. Following
exploratory analysis, mixed-effects modelling (MEM) was performed on all preand post-intervention measures, with school accounting for random effects, and
time representing the CASEA program. To assess whether sex moderated the
relationship between time and child and parent outcomes, an interaction term
between sex and time was included in each model.
Results
Results revealed significant relationships between time and most measures.
This included significant positive relationships between time and measures of
child social-emotional functioning, as well as significant negative relationships
between social, emotional, and behavioural difficulties. Modelling also yielded
significant negative linear relationships between time and harsh and dismissive
parenting. Contrary to expectation, significant negative relationships were seen
between time and measures of parenting confidence and attachment, while no
significant findings were found in relation to teacher reported measures. The
random effect of school was not significant, and sex did not moderate any of
the relationships investigated.
Conclusion
These results support implementation of school-based emotion- and
behaviour-focussed early intervention to improve social/emotional functioning
in children, as well as upskilling and enhancing parenting practices. Further
exploration of changes to parenting confidence and attachment following
CASEA program is needed.

New model of emergency surgery – a quality improvement initiative.
Ellard, L1; Heland, M2 ; Winckens,F2; Page,K2; R.Crean3; H.Kneebone3
1Austin Health - Department of Anaesthesia
2Austin Health – Division of Surgery, Anaesthesia & Procedural Medicine
3Austin Health - Enterprise Program Management Office

Background/Aim
Following a two-year program of preparatory work, on 29th March 2021 Austin Health launched a
new model to deliver emergency surgery to the community. There were 4 high level changes to
introduce:
-

Centralised team
New Categorisation for emergency surgery
New digital tracking & triage solution
New operating session capacity

Results
At the 12-week mark since launch the following progress was observed against the original outcome
measures.
1.
There has been an increase in patients receiving surgery within clinically recommended times
from 69% to 85%. This is in the setting of a significant increase in emergency demand, with a
record 700 cases in May 2021, against usual activity of approximately 640 cases per month.
o It is important to declare that the ‘old’ emergency surgery model included 8 patient urgency
categories, which spanned from Cat 1 requiring surgery within 30 minutes, to Cat 8 requiring
surgery within 48 hours. These categories were not fit for the purpose of current practices
in emergency surgery. The ‘new’ model has 5 categories which span from Cat 1 – 1 hour, to
Cat 5 – 10 days. So, it is difficult to compare like with like, however, no matter the number
of categories used, the overall surgery within time has consistently improved since the
project commenced.
2.
The percentage of emergency surgery completed out of hours has reduced from 39% to 31%.
3.
Complaints attributable to ‘access’ have reduced from 25% to zero.
4.
Incidents related to ‘Delay to surgery’ have reduced from an average of 2 per month to zero.
Lessons learned
(i)
Frequent Project team meetings to manage the breadth of work across multiple working
groups, The use of ‘Problem & Aim statements’ and ‘Guiding Principles’ were key to the clarity,
coordination, momentum and success of the change.
(ii) Establishing agreed data points and definitions that are widely understood by users is essential
to allow a ‘common language’ for all involved.
(iii) Development of new IT interface – very specific criteria are required to convey the fine detail
of the objectives of the IT interface.
(iv) It was useful to not be limited by existing IT systems – whilst we had to work within Cerner, a
separate ‘viewing platform’ was developed that pulled data from Cerner and presents it in a
user-friendly fashion.
Conclusion
Three months after the launch of the new emergency surgery model there has been a sustained
improvement in patients receiving their emergency surgery within the clinically recommended time.
Early indications are that there is a reduction in emergency surgery out of hours, incidents related to
emergency theatre access and patient complaints re theatre access.
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Gregory M, 1,2, Green C,2 Gordon B, 2
Developing the tools to improve in Allied Health. A program of work to
build quality improvement capability in a clinical workforce.
1. Physiotherapy Department, Austin Health, Heidelberg, Victoria, Australia
2. Allied Health Division, Austin Health, Heidelberg, Victoria, Australia
Aim
Healthcare Quality Improvement (QI) activities seek to identify performance
gaps and address them, improving the safety and quality of patient care. There
is agreement regarding the importance of developing QI knowledge and skills
in health professionals(1-3) and addressing organisational factors that impact
on QI efforts(4, 5). A 2019 assessment of organisational capability using
Organisational Strategy for Improvement Matrix (OSIM) identified Austin Health
‘A health service with high potential for improvement’; Workforce Capability and
Development scored lowest across four domains (6). Measurement of
individual capability of Allied Health Professionals (AHPs) at Austin Health
identified low levels of Improvement Science Expertise and low use of QI
tools(7). The project aim was to increase QI capability in the Allied Health
Division by addressing system and individual factors.
Methods
Three QI experts formed the Allied Health Improvement Academy and
completed a program of work: 1) Development of a single improvement method,
2) Design and implementation of a systematic approach to QI, 3) Knowledge
and skill development for AHPs. Existing evidence-informed tools, frameworks
and training materials were adapted for local requirements, a customised
training program was delivered.
Results
14 QI projects were commenced; two are completed, three were abandoned
and nine are ongoing. 32 of 37 AHPs completed the program and achieved
Foundation level. 94% reported interest in working towards coaching others,
requiring support to develop confidence to coach independently. A ‘Coach the
Coach’ model staffed by the Allied Health Improvement Academy seeks to
address this need. Re-assessment of system capability (OSIM) and individual
capability (self-report survey) is planned for 2022.
Conclusion
The Allied Health Improvement Academy implemented system changes
designed to support effective QI across Allied Health and established a
community of practice through formal training and ongoing coaching of frontline
staff. Formal re-assessment is required to measure the impact of this work.
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Gregory M, 1,2,3, Green C,2 Gordon B, 2

Do allied health staff have the tools to improve? An evaluation of quality
improvement knowledge, skills and behaviours.

1. Physiotherapy Department, Austin Health, Heidelberg, Victoria, Australia
2. Allied Health Division, Austin Health, Heidelberg, Victoria, Australia
3. La Trobe University, Melbourne, Victoria, Australia
Aim
Quality Improvement (QI) activities in healthcare seek to identify performance
gaps and implement changes to address them, improving the safety and quality
of patient care. Improvement Science Expertise among point of care staff is a
key aspect of organisational QI capability(1-3). The project aim was to assess
the current QI capability of the clinical workforce in the Allied Health Division.
Methods
QI Capability was assessed using a self-report survey. Participants rated their
overall Improvement Science Expertise using a 5-point scale and scored their
knowledge and use of eight QI tools relating to the elements of the Improvement
Science Expertise Capability Set: Identify, Understand & Solve Problems and
Embed & Sustain Changes(1).
Results
201 participants (69% response rate) reported low levels of Improvement
Science Expertise; average Improvement Science Expertise score = 2.1 (target
score = 3.5), and low use of QI tools; 41% of respondents reported ‘No
Knowledge’ and 64% indicated they do not use improvement science.
Conclusion
This project has delivered a measure of the current QI Capability of the Allied
Health workforce; Improvement Science Expertise in the clinical workforce of
the Allied Health Division is low. A program of work to increase knowledge and
use of improvement science is underway.
References
1.
SCV. Improvement and Innovation Program Capability framework (Version
2.0). 2018.
2.
Ham C, Berwick D, Dixon J. Improving quality in the English NHS: A strategy
for action. The Kings Fund. Retrieved from:
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ResearchFest 2021

QI abstracts

Poon J,1,4, Corbett A,2,4, Kolmus A,

3,4,

Kirsner J5,6, Gregory M3,4

Embedding improvement science in everyday practice through a
multidisciplinary improvement group
1. Nutrition & Dietetics Department, Austin Health, Heidelberg, Victoria,
Australia
2. Social Work Department, Austin Health, Heidelberg, Victoria, Australia
3. Physiotherapy Department, Austin Health, Heidelberg, Victoria, Australia
4. Allied Health Division, Austin Health, Heidelberg, Victoria, Australia
5. Austin By Design Program, Austin Health, Heidelberg, Victoria Australia
6. Redesigning Care, Alfred Health, Melbourne, Victoria, Australia
Aim
Mellor Rapid Improvement Group (RIG) is a multidisciplinary group that uses
improvement science to solve problems identified by frontline staff and patients
on the Mellor Ward (Royal Talbot Rehabilitation Centre).
Methods
The group was established April 2018 with representation from allied health,
nursing, medical and administrative staff and endorsement from local
managers. These frontline staff with no previous quality improvement
experience received improvement science training and coaching over a 6month period. Mellor RIG meets weekly for 30 minutes and welcomes problems
raised by all staff and patients relating to the Mellor Ward. The group follows a
standard process, uses quality improvement tools including Cause and Effect
(Fishbone) Diagram, Run Charts and Problem On A Page and tests solution
ideas using Plan Do Study Act cycles. The ethos of the group is to scope the
size of the problem, develop possible solutions, implement sustainable
changes and review solutions to ensure ongoing success.
Results
The Mellor RIG has worked on a total of 60 problems since its inception.
General themes of the problems raised have included team communication,
administration processes, equipment issues and patient safety. Mellor RIG has
reduced medication wastage, increased frequency of accurate documentation
for day leave on case conference forms, redu ced email traffic on team
distribution lists and delivered many other local improvements.
Conclusion
Mellor RIG has demonstrated a sustainable method to embed improvement
science into the everyday practice of frontline staff of a hospital ward. The group
has learnt to explore problems before addressing solutions which helps them
identify sustainable solutions. This group can be replicated in other wards
across the organisation, as demonstrated by the Acquired Brain Injury Unit
starting their own RIG with support from the Mellor RIG.
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Patient Bedside Communication Board
Helen McDougall, Cheree Porter, Luke Bowen, Emily Langley, David Smallwood and Julia Todd

Communication is a key factor in the patient experience 1,2,3,4. Patient-staff communication
downfalls are a major source of clinical risk, patient dissatisfaction and complaint. 1,2,3,4.
Bedside patient communication boards have been shown to enhance patient centred twoway communication and engage patients and families with their care 4,5,6,7. Efficacy is
dependent on multidisciplinary engagement and patient and family awareness 6,7,8.
Despite being a simple and low-cost initiative, bedside communication boards, if properly
implemented, manage to address key actions in three of the National Safety and Quality
Health Service (NSQHS) standards developed by the Australian Commission on Safety and
Quality in Healthcare including ‘Partnering with Consumers’, ‘Communicating for Safety’,
and ‘Comprehensive Care.’9
In consultation with patients, medical, nursing and allied health staff we developed a trial
patient bedside communication board. A four week pilot program is running on four diverse
wards, including acute and sub-acute. Quantitative and qualitative feedback is being
collected by patient and staff surveys to measure overall satisfaction with the boards, the
information included, and the implementation process with focus on engagement from all
disciplines to maximise success and sustainability.
Preliminary results have shown that patients feel the boards assist their communication
with staff and help them feel involved in their care but this is dependent on them being
regularly updated. Nursing staff have been updating the boards but there has been limited
engagement from allied health and medical staff.
The results of the survey will inform changes to the physical board and provide focus for
engagement work prior to hospital wide rollout.

1. Harrison, R, et al., 2015, Patient’s experiences in Australian Hospitals: an Evidence Check
rapid review brokered by the Sax Institute (www.saxinstitute.org.au) for the Australian
Commission on Safety and Quality in Health Care, 2015)
2. Burgener, A, 2017, Enhancing communication to improve patient safety and to increase
patient satisfaction, Health Care Manager, Vol 36, pp 238
3. Chang, JT et al. 2006, Improving patient care. Patients’ global ratings of their health care are
not associated with the technical quality of their care. Annals of Internal Medicine, vol 144,
pp 665
4. Luxford, K, 2015, New South Wales Mounts “patient based care” challenge, BMJ, Vol 350, p
5. Dunbar, S and Fletcher, K, 2020, Whiteboards: important part of the toolbox for improving
patient understanding during hospitalisation, BMJ Quality and Safety, Vol 29, issue 11
6. Goyal, A et al., 2020 Do bedside whiteboards enhance communication in hospitals? An
exploratory multimethod study of patient and nurse perspectives. BMJ Quality and Safety,
vol 29, pp 794 – 801
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7. Singh, S, et al., 2011, It’s the writing on the wall: Whiteboards improve inpatient satisfaction
with provider communication, American Journal of Medical Quality, vol 26, pp 127
8. Sehgal, N, 2010, Patient Whiteboards as a communication tool in the hospital setting: a
survey of practices and recommendations, Journal of Hospital Medicine, vol 5, pp 234
9. The NSQHS Standards | Australian Commission on Safety and Quality in Health Care
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Chen F,1,2, Dunne M,1,3
Goals of Care Documentation at Hospital Emergency Codes
1. Werribee Mercy Hospital, Werribee, Vic., Australia;
2. St Vincent’s Hospital Melbourne, Fitzroy, Vic., Australia;
3. Royal Melbourne Hospital, Parkville, Vic., Australia
¶
Aim
Early discussion and documentation of goals of care (GOC) is important to
ensure that hospital patients receive care which is in line with their wishes and
their specific medical circumstances. We audited the completion rates of GOC
forms among patients for whom emergency codes were called at a public
metropolitan hospital in order to determine whether management could have
been optimised by earlier GOC discussions.
¶
Methods
We identified a list of patients for whom emergency codes, including medical
emergency team (MET) calls and code blues, were called in a 5-month period
at a public metropolitan hospital from March 1 to July 31 2020. An audit was
performed to identify incomplete GOC forms at the time of emergency codes,
and changes to the GOC status of these patients were tracked.
¶
Results
220 eligible emergency code activations were identified in unique patients.
63.2% of emergency codes occurred after hours. The median age was 69 years
(IQR 52-79 years). Overall GOC completion was 46.4%, with highest completion
rates in older age groups (76.5% in the 80 years and older category), and in
medical wards (87.5% and 55.7% in subacute and acute respectively). In
patients who did not have complete GOC forms, 15.3% were later deemed not
for full resuscitation, and 5.9% became for palliative management or later
deceased.
¶
Conclusion
Our findings suggest that many patients at high risk of deterioration were
correctly identified and had completed GOC forms. Overall, however, GOC
documentation at the time of emergency codes remained poor, which is in
keeping with previous similar studies.(1,2) With over half of emergency codes
occurring after hours, incomplete documentation presents potential challenges
in determining appropriate patient management during an acute deterioration.
Further research on how to effectively address this problem is required.
References
1. Kerkham T, Brain M. Goals of care conversations and documentation in patients
triggering medical emergency team calls. Intern Med J [Internet]. 2020 Nov [cited
2021 June 29];50(11):1373-1376. Available from:
https://pubmed.ncbi.nlm.nih.gov/31661181/ DOI: 10.1111/imj.14667.
2. Sundararajan K, Flabouris A, Keeshan A, Cramey T. Documentation of limitation of
medical therapy at the time of a rapid response team call. Aust Health Rev [Internet].
2014 May [cited 2021 June 29];38(2):218-22. Available from:
https://pubmed.ncbi.nlm.nih.gov/24589293/ DOI: 10.1071/AH13138.
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Deanne Layton, Val Crane, Karen Nevin
¶
Title of abstract Staff and consumers engagement and participation is the key!
¶
Aim
Engaging staff in quality improvement is a key to making sustainable change. It
provides staff with the ability to make change which can improve their practice.
Specialist palliative care in the acute and community setting at Mercy Health have
identified process alignment gaps between the services which require mitigating to
provide a continuum of care for palliative patients. The presentation will focus on the
benefits gained by staff engagement including levels of participation, feedback on
improvements to work processes and capacity building in the use of the AIM (Always
Improving at Mercy) framework and quality improvement activities
¶
Methods
• Multidisciplinary Working Groups across sites
• Consumer and volunteer participation/feedback
• Education on project methodology
Results
Participation to date:
• 42 multidisciplinary staff participating in working groups
• 30 consumers
• 3 volunteers
Project results to date:
• Development of an admission criteria
• Triage/Preadmission risk identification tool
• Palliative Care Referral and Intake Procedure
• Simplified Referral Form with an uptake from GPs of 65%
• Improved Palliative Care intranet page
• Strengthen relationship with North and West Metropolitan Palliative Care
Consortium through work being achieved with Residential Aged Care Facility
Consultancy Service
• Palliative Care staff now have access to community and acute patient information
systems to obtain discharge summaries and handover paperwork. No more faxing!
• Lockable storage in patient rooms for voluntary assisted dying (VAD) medications
• Bereavement review – identification and change in when/how bereavement risk is
identified
Conclusion
Mercy Palliative Care Services have identified the need to align their processes to
improve continuity of care for patients using the service and identify efficiencies for
staff. Through staff engagement and participation in the change process there has
been building of confidence in staff in approaching quality improvement activities
including the use of tools and data collection and understanding how to identify what
the problem is before analysis and implementing solutions.
References

Nil
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Improving person-centred practice in behaviour support within an inpatient rehabilitation setting
McGregor, Jodie 1, Oehr, Lucy 1 Hewitt, Renee 1, Fitzgerald, Sarah 1, Suryanarayan, Neha 1, & Wrench, Joanne 1, 2
1
2

Psychology Department, Royal Talbot Rehabilitation Centre, Austin Health, Melbourne, Australia.
Melbourne School of Psychological Sciences, The University of Melbourne, Australia.

Background/Objectives: Behaviours of concern (BOC)1 are common in the hospital setting and are associated
with increased length of stay, likelihood of harm to patients and staff and decreased rehabilitation outcomes 2,3.
Positive Behaviour Support (PBS)4 promotes a person-centered approach and there is evidence it can reduce BOC5.
Implementing PBS to its full extent, including comprehensive behaviour assessment, can be challenging in a faster
paced inpatient rehabilitation setting. As such, the process of developing Behaviour Support Plans (BSPs) by the
Psychology team at Royal Talbot Rehabilitation Centre (RTRC), Austin Health, does not always include in-depth
patient and family engagement. This quality improvement project aimed to (1) better understand barriers to
patient and carer involvement in PBS in an inpatient rehabilitation setting; (2) implement a consistent approach to
involving patients and carers in the development of BSPs; 3) include patient and carer led strategies in inpatient
BSPs and 4) improve patient and carer awareness of behavior support strategies.
Method: This project was conducted at the RTRC, Austin Health, which provides subacute acquired brain injury,
orthopedic, neurological and amputee rehabilitation. We audited 14 consecutive existing BSPs to determine how
patients and their carers were involved in behaviour support, and key barriers to involvement. We then trialed a
new process that included a standard semi-structured interview to elicit self-reported behaviour triggers and
coping strategies, with patients or their carers prior to developing a BSP. A post-implementation audit was
conducted to evaluate improvement in consumer involvement.
Results: Pre-implementation, 29% (n=4) of the 14 BSPs audited contained patient and carer input. Barriers to
participation were present for 64% (n=9) of the 14 BSPs, with significant cognitive impairment being the main
barrier (6 of the 9). Following the invention, 12 consecutive BSPs were audited. Of the 12 BSPs, 42% (n=5)
contained patient or carer reported triggers and coping strategies, and patients were aware of behaviour
strategies. Key barrier to participation remained significant cognitive impairment, identified for 42% (n=5) of the
12 BSPs; 17% (n=2) contained no involvement due to patients having declined or having limited engagement.
Conclusions: We improved patient and carer involvement in developing BSPs in an inpatient rehabilitation setting
using a semi-structured interview and consistent approach to gathering self-reported triggers and coping
strategies. Patient and carer awareness of behavior strategies also improved. Significant cognitive impairment was
the main reason patients were unable to directly contribute to their inpatient BSP.
Future directions: Includes exploring alternate options to involve patients with significant cognitive impairment in
the development of their inpatient BSPs. This may include trialing existing behaviour assessment tools used in the
community or developing a specific tool for use in this inpatient rehabilitation setting.
1. McVilly K 2002, Positive behaviour support for people with intellectual disability: Evidence-based practice, promoting quality of life,
Australian Society for the Study of Intellectual Disability, Sydney.
2. Bogner, J.A., Corrigan, J.D., Fugate, L., Mysiw, J.W., Clinchot, D. (2001). Role of agitation in prediction of outcomes after traumatic brain
injury. American Journal of Physical Medicine and Rehabilitation, 80, 636-644.2.
3. Lequerica, A.H., Rapport, L.J., Loeher, K., Axelrod, B.N., Vangel, S.J., and Hanks, R.A. (2007). Agitation in acquired brain injury: Impact on
Acute Rehabilitation Therapies. Journal of Head Trauma Rehabilitation, 22, 177-183.
4. Carr EG, Dunlap G, Horner RH, Koegel RL, Turnbul, AP, Sailor W, Anderson JL, Albin RW, Koegel LK, Fox L 2002, ‘Positive behaviour support:
Evolution of an applied science’, Journal of Positive Behavior Interventions, 4(1), 4– 16.
5. Positive practice framework: A guide for behaviour support practitioners. State of Victoria, Department of Health and Human Services,
January 2018
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Patients dying in a Palliative Care Unit within 3 days of admission

Allison Dehnert, Juli Moran, Hilary Hodgson

Background:
There is a considerable cohort of patients who die within 3 days of being admitted to the Palliative Care
Unit (PCU). This impacts patients, families, staff and hospital and is felt by staff to be less than ideal
practice. It is unclear whether the patients are being admitted urgently from home or after an acute
event, or whether they are being transferred at the end of a longer hospital admission.
Aim:
To review all patients who died within 3 days of admission to PCU in a 6-month period to see if these
short admissions are avoidable or not.
Methodology:
We conducted a retrospective audit of the electronic medical record of patients who died within 3 days
of admission to PCU between July to December 2019. Data included demographic details, Palliative Care
Outcome Collaboration (PCOC) data, admission and palliative care referral dates.
Results:
Of the 71 patients identified, 40 were male and 31 were female, with the most common day of
admission being Friday (18). Most patients were admitted for end of life care (62). Most of the referrals
were from within the hospital. Once referred to the palliative care service, admission to PCU usually
occurred rapidly.
Discussion:
There were several unexpected results, Friday being the highest day for admission. Most of the referrals
were internal and had been in hospital for a median of 7.8 days prior to referral. Specific units were overrepresented.
Conclusion
This audit has provided valuable insight into admissions lasting less than 3 days. Further analysis will be
undertaken of patients who were transferred on Fridays. This data will be particularly beneficial for work
going forward with the units who had the highest cohort of patients.
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Mercy Health recognised a need to improve service delivery and outcomes for patients with
an end-stage, life-limiting non-malignant illness. Statistically this cohort are underrepresented in our palliative care services and have disproportionately high emergency
department presentations. An innovation and development grant was secured from DHHS to
open a Symptom Management and Referral Team (SMART) clinic and a multi-disciplinary
team of consultant, specialist palliative care nurse and social worker employed to run a
weekly outpatient service.
Patients are assessed utilizing validated tools (PCOC SAS/COPD CAT/POS-S renal) as
relevant, with data collected pre-presentation and after a review appointment to measure
changes in reported symptom burden. To enable the patient to more easily retain information
given regarding symptom management at home, symptom management plans were
developed and consumer tested. These could be tailored to each patient’s individual needs.
The CSNAT tool is used to measure outcomes for the patient’s carer in a commitment to
also acknowledge the burden on carers in their role. In keeping with the holistic approach of
the clinic a social worker enabled discussions regarding advance care directives and other
psycho-social needs of the patient and their carer.
Initially the SMART clinic was face-to-face but due to COVID safe restrictions the format was
changed to Telehealth. Initial findings are that this platform is preferable to the patients and
carers indicated by a higher attendance rate.
The SMART clinic trial will conclude in June 2021, at which time data results and findings will
be completed.
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