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Patient Flow: The journey so far … 



The holy grail 
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• Approx 834,000 people across the wider area we 

serve - predicted to grow to >1.1 million in a decade 

• Two fastest growing municipalities in Australia -  

Wyndham and Melton – high proportion of young 

families 

• Almost 50% (46.9%) speak a language other than 

English at home – compared with 36% for Greater 

Melbourne (in 2016) 

• Over 110 languages are spoken in our communities 

About our communities 



Adding Hobart to western Melbourne… 

• In less than a decade, regional population growth will 

equate to adding a city larger than the size of Hobart to 

the western suburbs of Melbourne – our catchment 

 

 

 









May 29 2014 

“…Footscray’s Western and  
Frankston Hospitals are          
among Australia’s worst       

performing hospitals when it 
comes to Federal targets  to  

treat emergency  
patients within four hours…” 



Footer Text 9 







Footer Text 12 

Establishment of Steering Committee & 

Project Groups  
• Weekly steering committee  - CEO Chaired 

•  Project Group areas 

• Whole of Hospital access initiatives  :-  

o Myth busting 

o Site Access meetings  

o Admission Protocols  

o General Medicine  

o Hospital at Night  

o Sub Acute  

o Community Programs Stream  
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First improvement targets 
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Equal weight for Quality & Performance  



Relative stay index 



Relative stay index 



2016- 2017 

2017- 2018 

Average length of stay 
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NEAT performance at Western Health 
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Tackling patient 

flow on other 

fronts 
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*Margaret’s story 

• A 72 year old patient who suffered from CHF, COPD, CKD, 

depression, PTSD, gout, chronic back pain, left shoulder 

replacement, hyper cholesterol, previous alcohol abuse with early 

cirrhosis and recurrent falls.  

• On 23 medications.  

• Nine Western Health admissions between Apr-Nov 2013 

• A total of 15 referral notes had been made in her records throughout 

that time, but not one had been followed through 

• We knew we were failing many more *Margarets 

There had to be a better way.  

*Margaret is a pseudonym. The circumstances were real.  
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Chronically 
ill patients 

Changing 
patterns of 
population 

growth 

High index of 
socio 

economic 
disadvantage 

Low levels of 
private health 

cover 

High 
readmission 

rates for 
chronically ill 

patients 

Inadequate 
discharge 
planning 

Fragmented 
care - 

*Margaret 

Key issues 
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Baseline data 

• 19-24% readmission rate for patients with chronic disease 

• Only 30% of at risk patients identified and connected to supportive 

services 

• Multiple case studies identified we failed to identify all high risk 

patients and provide integrated and supportive care 

• Multiple studies indicating a high number of specialists seeing 

patients throughout their care episode and in the hour before their 

discharge 

• Patient feedback: “Very confusing”; “Who do I call?”; “Unhelpful 

advice” 











A new approach 



Western HealthLinks – Model of Care 



Finding Margaret – essential changes 

• Keeping track of Margaret as she comes in and goes out of hospital 

as we run an algorithm daily 

• Created a multi-faceted identification system in our systems 

• Inform care teams when Margaret has been admitted 

• Identify Margaret within hospital using alerts on patient records 

• Simplified community referral as one simple Needs based electronic 

referral form  

• Changed care coordination approach 

 

 

 



HealthLinks 

Alerts  
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Activity data 
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Predicted vs Actual Cost 
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Outcomes so far 

• 25% more patients enrolled onto the program than anticipated 

• 75% of Priority Response episodes resulted in the patient staying at home 

(90% would have otherwise attended ED) 

• Lower 30 day readmission rate than projected 

• Patient experience surveys for patients on the program >6 months 

highlighting marked improvement and highly positive patient experience 

• The feedback provided by patients and carers is a motivating factor for the 

continuing refinement of the program.  
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My key learnings / reflections  

• We are moving to a “bottom up” approach, rather than top down 

• People who are working in the area are identifying the 

gaps and designing their own solutions  

• Providing coaching and support to staff 
 

• Using improvement methodology to support change not 

Campaign based  

• Clear air is a luxury ! 

• Change takes time to embed and often we are very impatient! 

 

 



Thank you 




