


We recognise the need to improve the patient
journey by providing...
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Early intervention,
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Evidence-based care,
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Right Provider Right Place
Teams working Close to home in the place
together across of their choice, maximise
sites independent of primary care, tailored to
funding source ) individual needs )




We know the statistics...

i ED Attendances Long period of no real growth
followed by major increase from 2005
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70% of the burden of iliness and injury across
Australia is attributable to chronic disease

Half of all hospital beds are occupied by people
aged over 65

Hospital admissions for people over 75 age group
are growing 6% per annum

Average length of stay in hospital is 4 days. For
people aged over 75 this increases to 6 days



NSW Health’'s Approach...




We have asked patients what they want and
how we are doing............ .

2007 Patient Survey

e 216,000 surveys mailed
75,000 responses — 37.5%
46,000 patient comments

9 survey categories —

» Overnight inpatients

* Day Inpatients

» Paediatric Inpatients

» Adult Rehabilitation Inpatients

» Mental Health Inpatients

» Non-admitted Emergency Department
Patients

» QOutpatients
¢ Community Health Patients
» Cancer Outpatients



What Is patient and carer experience?

» Person’s perspective of whole journey

» Shaped by information; the way it is given

» What they see, feel, hear all affects their choices

* Includes clinical care and what happens in the “gaps”

 Different from patient satisfaction

Key drivers

How well doctors nurses /treating team work together

Being treated with respect and dignity

Opportunity to discuss fears and anxieties

Continuity and transition



Continuity and integration of care

........ | didn’t get the right services when | needed it.
Home care services where not available when | needed
and | had to wait a long time, long waiting list. | also had
to follow up myself, when | got no feedback as to when |
would get services. We received services up to a point.
The main problem is that information is not readily
available. There is no way of knowing how or what was
available out there...............

Joyce’s Story



Clinical Services Redesign is part of the strategy
to transform the NSW health system

Performance

Process Improvement Management Increased capacity
Changing the way J An additional 2700
we do things to Incre_ased beds added between
improve processes managerial focus 2004 - 2008
and deliver better on targets and
performance

patient journeys




Redesign



Better journeys and smarter care- Examples
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Intervening early to keep people safe
1 at home

Severe Chronic Disease Management (SCDM)
Proposed program is a new approach to managing the
health of those with severe chronic disease by prov iding
access to care coordination and telephone coaching

Contact Centres

Previously SPA (Single Point of Access). One phone call
to help navigate through the existing complicated h ealth
system to access all types of care in the community

Care Navigation

Flags and targets the most vulnerable aged, chronic care &
complex needs patients to improve their experiences and
outcomes by coordinating & integrating care & servi ces

Healthy at Home

Previously the SAFTE Care Program is an interagency
approach between GP, health, home & community care
teams to support the frail older people safely at h ome



g, |f patients require hospitalisation we need to
& MiNiMise ED & inpatient length of stay and
promote patient function

The Medical Assessment Unit (MAU) provides
rapid assessment, treatment & diagnosis by senior
clinicians for non critical medical patients.
Westmead Hospital MAU directly admitting 55%
patients and Concord admitting 40 %

The AgedCare Services in Emergency Teams :
(ASETSs) provides specialist aged care in the ED to
commence care planning for aged care patients who
are admitted or who can be discharged home



Helping prevent hospital readmissions
and sustain care

Community Post Acute Care (ComPacks)
Case managed discharge program between health
teams and community case managers to ensure
they can manage a functional recovery at home.

Community Acute/Post Acute Care (CAPAC)

Patient receives acute care in their home environme nt
rather than hospital e.g cellulitis, COPD, DVT,
pneumonia, urinary tract infection

Rehabilitation for Chronic Disease

Enabling self management of a chronic condition or
effective long term case management in a community
setting



Walgan Tilly Project — Chronic Care for
Aboriginal People

GOALS

 Practical steps and real solutions to
Improving access to chronic disease
services.

* Building working relationships between
Aboriginal and mainstream chronic
disease services

* Identification and sharing of best
practice in meeting the needs of
Aboriginal people with chronic disease



Unplanned admissions from ED for patients
aged >75yrs

ED referred Unplanned admissions aged over 75 years
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Unplanned admissions include those with Urgency of Admission codes:
1 - Emergency (an admission of a patient who has a condition that requires treatment within 24 hrs of diagnosis)
3 - Urgency not assigned (an admission of a patient who is transferred from another hospital for non-emergency care)

Admissions from ED are those with Source of Referral 1 - patients referred from the facilities casualty department



http://www.archi.net.au/



Thank You




