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GRAMPIANS HEALTH PROFILE

We Are At Risk!

Overweight/Obese Current Smokers Alcohol Intake per day (Average) Inadequate Fruit & No or Low Exercise
18 Years or older More than 2 Standard drinks Veg Intake

60%
(o)
Overweight Smoking Alcohol Intake Inadequate Fruit & Veg Inadequate Exercise
Being overweight or obese Smoking is a leading cause of Drinking alcohol can increase Intake Lack of adequate exercise
increases riskof developing  cancer and death from cancer. your risk of cancer of the Lack of adequate fruit & vegetable increases cancer risk
caieE mouth, throat, esophagus, consumption increases cancer risk
larynx (voice box), liver, and
breast. The more you drink,
the higher your risk.

State averages:

50%




Lung Cancer in the Grampians

11%
1 1 8 1 1 0 5 Year Survival

New Cases 2 63 Deaths per (State Avg 15%)
in 2014-15 FY Living with year

15
lung cancer b
5
0

Grampiandfictoria

Source: Victorian Cancer Registry, November 2017

Patients diagnosed with lung cancer in the Grampians region experience poorer
survival outcomes than other regional and metropolitan jurisdictions



LUNG OPTIMAL CARE PATHWAY

Step in pathway Care point Timeframe

L o Tests results should be provided to the patient
Presentation, 2 :mgpmveshganﬂns within one week. Prior discussion of test
Initial y results with a specialist is not critical.

Investigations
and Referral 2.3 Specialist The specialist appointment should take place
appointment within 2 weeks of initial GP referral.

Optimal care pathway for
people with lung cancer

Diagnosis,

Stagi d Ideally, all newly diagnosed patients should be
ougjen 3.3 Treatment planning discussed in a multidisciplinary team meeting

;FI:EZM before beginning treatment.

The time from initial referral to initial treatment
42 rea J should be no more than & weeks.




AUDIT OF DATA

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

Compared patient journey with OCP guidelines

Findings:
KPI Measurement (mean time in days) OCP timeline BHS 2015
Referral to triage 7 2.9
Referral to first specialistappointment 14 12
Referral to diagnosis 28
Diagnosis to first treatment 14 @
Referral to first Treatment 42




TYPICAL PATIENT PATHWAYS

Case Description
Patient referred by GP following incidental finding of mass on CXR after presenting to ED following an MWVA.

Referred by GP — Med Onc Clinic — Tests —Referral to Gen Surg Clinic — Referred for Surgery Total = 70 days
15/06/2015 23/06/2015 6/07/2015 31/07/2015
22/05/2015 2/06/2015 Diagnosis 2™ appointment 3 appointment Surgery
. 5/06/2015 Referral to Gen Surg Clinic st
Referred by GP 1% t t 1 E 1% Treat t
appointmen Biopsy & PET ?? When Gen Surg Clinic reatmen
( I||n_g Function
Tests !
22/05/2015 ' v ' ' 31/07/2015
22/05/2015 - 2/06/2015 2/06/2015 - 23/06,/2015 23/06/2015 - 6/07/2015 6/07/2015 - 31/07/2015
11 days 21 days 13 days 25 days

Case Description
Patient referred by GP to Medical Oncology after CT scan showed a lung density.
Referred by GP — Med Onc Clinic — Tests — Referral to Gen Surg Clinic — Surgery Total = 111 days

11/12/2015 4f01/2016
1™ appointment Diagnosis dBfUleUlG 18/01/2016 25/03/2016
a4/12/2015 2"° appointment
Ref d by GP 4/01/2016 hADM Surgery
e errel v PET Scan & Biopsy ?? when 1™ Treatment

J
4.-"12,-h/_A W H_A ' 25/03/2016

4/12/2015 - 11/12/2015 11/12/2015 - 8/01/2016 8/01/2016 - 18/01/2016 18/01/2016 - 25/03/2016
7 days 28 days 10 days 66 days



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




Lung OCP Project:  Solution — Clinical Pathway

MDT Review
3.20cp

82-81 Aeq

Criteria/Service OCP Timeline
Day0
A
o
S8 Family Doctor 2ps! = : GP Conzult
£Q ,
a
i
2 Y
Testz performed <1 wk
General
Referral
XRay
- CT Scan
£ , ' i ,
g Py Paper Referral | g
® E Referral BRICC Clinics BHS Referral <
2 ! 3
© Further tests
E |
e 1BA Regiztration |
3 ¥
o«
|
|
|
|
|
|
|
|
|
!
|
|
| |
| i 14
~
l — - —— | 2300p =
i S |
@ Rapid assessment
g1
=4 31
.
=) | |
)]
=1
=
[=]
311
S l
£
s ||
: B

| |
| |
y | |
. Treatment Plan/ GP Correspodance - _| |
g MDM Meeting Ongoing Care Plan u l
= |
|
|
|
CE— Treatment 3
:: X Planning o
R 330cP &
Bt
[ =
Q
g A
E - R Treatment — g
CIRen commence "
- T a20cp B

Factors for Consideration:

1. Pathway to be rigidly deployed (clock starts from referral lodgement & “suspicion of cancer”)
2. Triage team to be on roster basis; fall-back position is management by medical oncology

3. Once suspicion of lung cancer recognised, appointments to be arranged by triage/liaison nurse —
backwards from OCP aligned treatment date

4. Communication with GP’s at OCP steps 2.2 and 3.2: PHN is be consulted (Jackie White)
5. Radiology Time for tests to be discussed (OCP step ~2.2; Richard Van Dreven contact)

6. Best practice patient care to consider rapid assessment process and availability of key personal at the
time of first consultation

7. Use of MDM management software (MDM1) during MDT to be considered
8. Clinic to be held first — between 9am and 11:30am
9. MDT to be held post clinic — between 11:30 and 12:30pm

10. MDT to be for pre & post treatment planning




PROPOSED SOLUTIONS

|dentified two pronged approach:
Appointment of a Lung Care Coordinator (LCC)

Commencement of a Rapid Access Lung Lesion Clinic (RALLC)



ROLE OF LCC e

pati

p

Negotiator

Facilitates
conversations
between
specialties

Navigator
ient via Explains
hone procedures,

appointments
and triage plan

Lung care

Coordinator

Advocator

Advocates for
patient and asks
questions

Alligator

| can be a bit
snappy when I'm
not happy!

Coordinator

Coordinates clinic

plans clinic, notifies
clinicians of
patients OCP days



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?
O

Referral to RALLC

Triage with Medical and
LCC

Tests determined and PET/CT
booked PET

Lung Biopsy

LCC contacts patient,
explains procedures,
books first appointment

Collate results and
discuss with Medical
team Mx plan,
arrange further tests
if indicated
Patient attends 1°
appointment. LCC in
attendance

LCC primary contact for
patient until
management plan
confirmed



DOES CARE COORDINATION AND
RALLC MAKE A DIFFERENCE?




DEMOGRAPHIC DATA
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Lung Cancer Redesign
Project

Rapid Access Lung Clinic

Patients Referred &
Place of Residence

PDSA Cycle 1 (Joly) refercals

PDSA Cycle 2 (August) referrals

Ortakar Keferrala

November Reterrals

E'
@ rosa Cyrle 3 (Seprember) referrals
@

E} Ceocemnber Referrals

ﬁ January Referrals
ﬁ February Reterrals



DEMOGRAPHIC DATA

Lung Cancer Redesign Project
Post Solution Implementation - July 2017 to February 2018
Age
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Number of Patients



DEMOGRAPHIC DATA

Lung Cancer Redesign Project
Post Solution Implementation - July 2017 to February 2018
Gender

<



CURRENT KPI'S

KPI
(mean time in
days)

OCP Timeline

BHS ‘15-'16
(n = 48)

RALC ‘17 -"18

(n=1217)

Change (%)

Referral to triage

Referral to 1
specialist
appointment

Referral to
diagnosis

Diagnosis to first
freatment

Referral to first
treatment

14

28

14

42

2.9

12

33.6

27

50

2.4

7.9

16.9

20.8

36.4

17%

34%

50%

23%

27%



OBSERVATIONS

Number of Days

Lung Cancer Redesign Project
Post Solution Implementation - July 2017 to February 2018
Referral to Diagnosis
Variation Comparison Between Pre & Post Solution Implementation
90

80
70
60

50

40

30

20

Pre Solution Implementation Post Solution Implementation

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



OBSERVATIONS

Lung Cancer Redesign Project
Post Solution Implementation - July 2017 to February 2018
Referral to First Treatment
Variation Comparison between Pre and Post Solution Implementation
140

120

100

80

60

Number of Days

40

20

Pre Solution Implementation Post Solution Implementation

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



Chemoradiotherapy

Case Description

Patient was refemred by GP after presenting with a 6 week history of haemoptysis on the background of ex smoker. CT chest revealed a very large R sided mass. Referral was triaged on
day 0, and first contact with the lung coordinator also occurred on this day. The patient attended their first appointment on day 4, and had a PET scan on a day 5. A bronchoscopy was
booked and undertaken on day 11 which revealed adenocarcinoma. The patient's case was discussed at MDM on day 18, as well as attending their first appointment with Radiation
Oncology. A second appointment with Radiation Oncology took place on day 20, with first treatment being delivered on day 32 of the patient joumey.

25/01/2018

25/01/2018
Referred by GP after Referral triaged 5/02/2018 12/02/2018
Presenting with 6 week 29/01/2018 Bronchoscopy- st 26/02/2018
st - - i -
History of haemoptysis 1% RALC appointment  adenocarcinoma 1 aF::::j”g:;E”t 1* Treatment —
- CT chest: |arge R o 5-‘.‘01!2“1? 14!"“2!2“13 '::hE|'|"Il:!raI:Ii(:ltl'lerﬂ[.'."yII
ided 1% Contact with 12/02/2018 nd .
slded mass ] . 2™ appointment -
Lung Coordinator 30/01/2018 MDM presentation
Rad Onc
PET scan r,,/
1 1
) A4
25/01/2018 26/02/2018
/ v 5/02/2018 - 26/02/2018 /02/
25(01/2018 - 29/ ﬂl_f 2018 Diagnosis to treatment
Refirral to first appointment =21 days
= 4 days
'V"
25/01/2018 - 25/01/2018 25/01/2018 - 5/02/2018
Referral to first contact Referral to diagnosis
=0 days =11 days J
A4

25/01/2018 - 25/01/2018
Referral to Triage
=0 days

25/01/2018 - 26/02/2018
Referral to first treatment
=32 days



OBSERVATIONS

Change in treatment choice

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 1" appointment and bronchoscopy

Most PET’s completed before 1" 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?

"She didn't leave you hanging or anything like
that. If you wanted to know something and “That nurse made i, it never happened that |
she didn't know it off hand well she'd find out sat in the corridor unsure where to go”
& let you know™

Care Coordination and

continuity of care was
evident

"She made us feel totally at ease, she

“they would go and have a whisper in coordinated things and she was great”

somebody’s ear and it would be done asap
instead of late afternoon it was done while |
was there so | had enough time to drive home

o If you didnt’ have it you wouldnt know who to
again

turn to & you'd be floundering.”



"l came into BRICC on the Monday just to see
if my referral had been sent from Queensland
and the lung coordinator came to see me
outside reception, she said have you got half
an hour, you can see an oncologist now. |
was blown away and from then on it just went
bang bang bang it was just excellent and the
fact that | could see a lung specialist in here

made a huge difference.”

"Well I'm not sure who is at fault for what
happened to me. | think that there should be
some sort of system where it gets backed up

by a second rsnn | sort of said to him that |
had lost confidence, not in the drug but in the

process.”

The delivery of
multidisciplinary,

collaborative and timely
care

“I think you need someone like [the care
Coordinator] in each team it easier for the
patient but | think it would make it much
easier for the medical team to because
there's a contact point for everybody and
there's somebody orchestrating the chorus-
what's happening, when, how and what. |

think having someone like that is almost
invaluable®



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






