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THE PROBLEM



GRAMPIANS HEALTH PROFILE 



Patients diagnosed with lung cancer in the Grampians region experience poorer 

survival outcomes than other regional and metropolitan jurisdictions



LUNG OPTIMAL CARE PATHWAY



AUDIT OF DATA

Audit of patient with a primary diagnosis of lung cancer between Jan – Dec 2015

Compared patient journey with OCP guidelines 

Findings:



TYPICAL PATIENT PATHWAYS



IDENTIFIED ISSUES

Multiple entry points in the hospital – Oncology, Surgery, General Medicine 
clinics

Multiple clinics act as silos – formal referral process between clinics, written 
correspondence regarding planning

Patients journeys were often very linear – no planning ahead or coinciding 
appointments especially for patients who travel a long distance



PROPOSED SOLUTION





PROPOSED SOLUTIONS

Identified two pronged approach:

• Appointment of a Lung Care Coordinator (LCC)

• Commencement of a Rapid Access Lung Lesion Clinic (RALLC)
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RAPID ACCESS LUNG LESION CLINIC

RALLC is a diagnostic clinic

For patients with confirmed Lung Ca (primary) or suspicion of Ca Lung.

Patients required to have chest Xray and CT before referral

One clinic per week (Monday am)

Attended by Medical Oncology, Surgery and Respiratory Medicine

Triage primarily completed by specialists with LCC and plan is formulated at triage

Patient may attend 1 or all disciplines each visit – same location

Followed by Thoracic MDM each fortnight



WHAT HAPPENS TO A RALLC PATIENT?
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DOES CARE COORDINATION AND 
RALLC MAKE A DIFFERENCE?



DEMOGRAPHIC DATA 



DEMOGRAPHIC DATA



DEMOGRAPHIC DATA



CURRENT KPI’S

KPI

(mean time in 

days)

OCP Timeline BHS ‘15-’16

(n = 48)

RALC ‘17 –’18

(n = 217)

Change (%)

Referral to triage 7 2.9 2.4 17%

Referral to 1st

specialist

appointment

14 12 7.9 34%

Referral to 

diagnosis

28 33.6 16.9 50%

Diagnosis to first

treatment

14 27 20.8 23%

Referral to first 

treatment

42 50 36.4 27%



OBSERVATIONS

Average pre solution = 33.6 days Average post solution = 17.8 days



OBSERVATIONS

Average pre solution = 50.4 days Average post solution = 37.7 days





OBSERVATIONS

Change in treatment choice

Treatment PRE RALLC (% of patients) POST RALLC (% of patients)

Surgery only 11% 34%

Chemo/RT 15% 22%



HIGHLIGHTS OF THE SERVICE 

Patient focused and personal service from Day 1

Flexibility – very lucky to be aligned with Oncology service and ability to see patients outside 
of RALLC times if appropriate

Collaboration between clinicians at clinic

Same day 1st appointment and bronchoscopy

Most PET’s completed before 1st appointment

Pre-emptive booking of procedures – CT guided biopsy, EBUS, Radiation Oncology

Data driven – clinicians asking where patients are in relation to the OCP

Direct entry onto the ESWL – patients leave with a surgery date

Happy clinicians 



WHAT DO PATIENTS THINK?





CHALLENGES

Setting up of clinic – billing, medical records etc

Management of annual leave

Services that are not offered “in house” – EBUS

Promotion of the service

Surgical waitlists

Maintaining the momentum and not becoming complacent



POSSIBLE FUTURE DIRECTIONS

Expansion of services for the “near misses” with Resp Med

EBUS service

Smoking cessation

Patient feedback in real time – satisfaction and QoL

Cost effectiveness/economic benefits of the program




