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Dr Andrew W Mitchell

Territory Wide, Surgical Services Director, MBBS
FRACS

Dr Simon McCredie

VMO Consultant & Director Urology, MBBS
FRACS

VMO Consultant Urology, MIBBS FRACS '

VMO Consultant Urology, FRACS

VMO Consultant Urology, MIBBS FRACS

.| VMO Consultant Urology, MB ChB

Registrars working in the Department of

Urology, Canberra Hospital
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Nicole Feely
Director-General




92



93



94



95



96



97
UNCLASSIFIED

6. In addition to the matters requiring immediate attention, the report did note that there
have been a number of improvements made in the unit since 2012 however further
progress, particularly in supervision and teaching, need to be demonstrated or these training
positions may be disaccredited.

7.  Inresponse to this report the Urology Unit developed an action plan to address the remedial
actions required by the college, and an inspection report for submission to the college has
been prepared for the upcoming inspection in June 2015. Some of the actions undertaken to
address the recommendations from the college are:

A. Weekly training tutorials for trainees, with signed attendance records and a monthly
review of attendance by the Head of Urology.

B. Consultant attendance at Multi Disciplinary Team and Radiology meetings with
signed attendance records.

C. Increased Consultant attendance in the outpatients department, with signed
attendance records.

D. Consultant support for trainees to plan research projects.

9. The Urology Unit are looking at reorganising their respective roles and reconfirming each
surgeon’s responsibilities, aligning this with relevant RACS, USANZ and ACT Health policies.

10. Administrative support has been provided to the Urology Department to assist with
rostering for consultants/registrars, secretarial support/record keeping and development of
timetables for training.

Y
[

Despite the significant work that the majority of the urology consultants have undertaken to
ensure Canberra Hospital maintains accreditation of these positions, ACT Health is not
certain that the Urology Unit will maintain accreditation for these training positions.

12,

Government Commitment — Other (and reason)
i3. Nil

Issues
ia.

UNCLASSIFIED

TRIM No.: MIN15/717 Page 2 of 3
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ACT MINISTERIAL BRIEF
Government GPO Box 825 Canberra ACT 2601 | phone: 13 22 81
www.health.act.gov.au
Health
UNCLASSIFIED
TRIM No.: MiN14/1514.
-~
To: Minister for Health Date Rec’d Minister’s Office u:’/ff./-{;‘g i
From: Dr Peggy Brown, Director-General ACT Health
Ms Barb Reid, Acting Deputy Director-General Canberra Hospital and Health
Services
Subject: Urology Department at Canberra Hospital
Critical Date: N/A

Critical Reason: N/A

o DGHealth [4/%/73
e  DDGCHHS .[./..

Purpose
1. To provide you with a briefing on the Urology Department at Canberra Hospital, focusing on:
a. an overview of the Mullins Health Consulting draft report on the review of the
Urology Department;
b. ananonymous complainit made to the Uralogical Society of Australia and
New Zealand late 2014; and
¢. correspondence received from a senior Urologist.

Background

Mullins Health Consulting Review

2. A review of urology services across both the Canberra and Calvary Hospitals was conducted
between September and November of 2014, however the extent to which Calvary Hospital was
reviewed was limited. The review focused on the efficiency and effectiveness of urological
services including the Patient Journey, pre and post-operative care, theatre experiences and
outpatients.

3. The review was commissioned following concerns that were raised about the delivery of
urology services in the ACT across both Canberra and Caivary Hospitals. Concerns included a
cluster of clinical incidents that were investigated by the Canberra Hospital Clinical Review
Committee and which formed part of a Health Services Notification to the Director General.

4. The review was performed by Mullins Health Consulting which consists o
Fellow of the Royal Australian Coliege of Medical Administrators an
Fellow of the Australian and New Zealand College of Anaesthetists. A draft report has been
provided outlining a number of recommendations for improvement. The repoit is based on
conversations with over 40 employees and contraciors and an onsile review of documents
conducted over four days in September 2014.

UNCLASSIFIED
TRIM No.: MIN14/1514. Page 10f5
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Complaint made to the Urological Society of Australia and New Zealand
5; _ Chair, Board of Urology wrote to the Canberra Hospital advising of
concerns raised by an un-named member of the consultant stafl at Canberra Hospital. The

concerns related to the provision of services and training for SET Urology trainees and were
raised following a Training Accreditation visit undertaken by the Board.

Correspondence received from an individual Urologist

6. Over many years a senior Urologist, has written numerous vexatious complaints to the
executive of Canberra Hospital, as well as to the Director General and previous Minister for
Health. These generally focus on the quality of care provided by all of his colleagues as well as
the general administration of the hospital.

Government Commitment
7. N/A

Issues

Mullins Health Consulting Review
8. The draft report is provided at Attachment A. Whilst the original scope was to include Calvary
Hospital the review team did not visit Calvary due {o time constraints.

9. The report commended improvements in the efficiency of the Outpatients function. This is
attributable to the appointment of a Head of Unit position in 2013. As a result of this
teadership role, in 2014 the function improved significantly and complaints and cancellations
were almost zero.

10. Another positive identified in the report is that elective surgery wait times are below the
national average. This may be further enhanced with improvements in the operating theatre
processes that are currently being considered.

11. The report cites accountability as an opportunity for improvement. It notes that an
improvement in the provision and analysis of clinical data would strengthen clinical
accountability, by allowing for effective conversations between management and clinicians.
Similarly there is an opportunity to improve communication between medical and nursing staff
on the ward.

12. Accountability for individual behavior is another area identified for improvement.
Interpersonal conflicts within the unit have created difficult working relationships. This has
included one Urologist undermining his peers by querying the credentials of more than one
peer. The billing practices of this individual are also raised. It was noted he consistently has
longstanding financial claims undertaken in an ad-hoc manner. There is also a longstanding .
history of submitting invoices which in the view of the Directorate do not meet the terms of his
contract. This causes a significant administrative burden to reconcile and negotiate with the
Urologist.

13. In discussions regarding the report_dentiﬁed that this individual senior Urologist
provided extremely negative feedback covering all aspects of the urology department. This

individual has been identified as the author of a number of potentiallv vexatious complaints,
submitted to a variety of health monitoring organisations. considered that this fevel

UNCLASSIFIED
TRIM No.: MIN14/1514, Page2 of 5
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REVIEW OF ACT HEALTH UROLOGY SERVICES AT THE CANBERRA AND CALVARY HOSPITALS
NOVEMBER 2014

It should be a requirement for mandétory audit to occur within the Urology Unit; that the
annual plan be made clear at the start of the year and those audits reviewed and looked at,
at directorate and clinical governance level.

RESOURCE MANAGEMENT

The report indicates clear inefficiencies within the Urology Unit. These need to be explored
and discussed within the Unit and with the relevant individual Consultants.

Professional development needs to be a part of a re-appointment and re-credentialing
process within the Canberra Hospital. Specific urological competencies appear not to take
place and a formalised scope of practice for the provision of urology services needs to be
implemented at Consultant and Registrar level. A

A more formalised Reglstrar teachmg programme needs to be put in place so that it
compares favourably with those that occur within the other\large metropolitan urology
training programmes. Fan
‘ A N
RESEARCH Lol X
TN

appears to have Iiﬁ\:@terest in research.
for participation in\{esearch needs

The Urology Department, aside from
This is disappointing and clarificati
to be made clear and be part of ongoir
Consultants.

CONCLUSION el ot

All staff members who parhupated in conversahons wﬁh the revnewers did so in a spirit of

professionalism. " B

Access to timely data waé problematic but owmg te persistence from the surgical executive,
it was eventuallyforshcommg The issug’ of prowsnon and sharing of timely process and
outc,ome data is critical.and must be resolved: 's0 that data can be the currency for effective
commumcabon engagement and mahagement of clinicians.

LIMITATION OF THE REPORT ’

Owing to time constramts we dud ot visit Calvary hospital nor meet with any of their staff.
The system there seems to rin smoothly and no concerns were raised. Indeed, it was held-
up as a much more efﬁcnent way to undertake surgical procedures than at TCH.

We did not use a specialist Urologist on the review team as most of the issues were system—
based .The cases of unplanned returns to the operating theatre and unplanned admissions
within 14 or 28 days are extremely concerning and should be reviewed by a senior urologist,
and we would be happy to arrange for that to occur.

B - :~cviA and -ANZCA
Mullins Health Consulting :

November 2014
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Data available suggests that here is wide variation in their level of efficiency.
Some are always late for outpatients; others always on time. Some see all
new patients; some see none.

From an elective surgical perspective, some manage their allocated sessional
time well; and others have a very low ratio of cases per 'session. Average
length of stay varies greatly in many conditions.

Is the Urology Unit efficient in terms of supervision?
The Registrars note that some consultants are there all the time and others
are there as required, but certainly the Registrars enjoy the post at the
hospital. Are they effective as colleagues to each other? No they are not!
There is not a strong sense of cohesion withip fhe Unit, in contrast to the
vascular unit who are co-located in Ward SA.

The team model of Consultant demarcgtféﬁ,-
works well in terms of Registrars’ experience, but:c

.them working together as. a team or particularly proud to be together as a
team. They are not good colleagues and they are not. good team players.
MM’s activities in undermining peers. and generatly creat;“g trouble needs {o
be managed as an absolute priority.= - . ,

I tefms of effectiveness is the UA' ogy Unit reﬂable?
Yes, they provide a reguia vqce for the hospltal The weekend cover and
after hours cover is led by R gistTars, where they, get varying levels of activity

and involvement, everyth:ng*ﬁom ward:rounds over the weekend to ward
= mi nd needs to be found where

rounds onl fn‘ required, and“a: mt/dé?‘ IC
surgeons Who'are on: call will see afients and: also setting clear boundaries
by which Reglstrars can open theq e need to be established, given they are

relatuvely junior as SET3 tramees

ogy Unit:app R, T
difficult to know because there is very little outcome data that says is the
: {hat they res glvmg appropnate There are no measures m between the

Is the

oun able data suggests similarly that the use of blood 'is
certainly more sabstantial than in other hospitals and the fact that there are
five newly red indicators on the Health Round Table™ data that relate to
surgery warrants general concern from the organisation. It is difficult to know
whether their management of individual cases is appropriate, as M & M
Meetings do not have any data or recorded information in relation to any of
those discussions. In terms of behaviour, the behaviour of some of the
members of the team is quite clearly inappropriate.

The Health Reund:

_Is the Urology Unit accessible?
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REVIEW OF ACT HEALTH UROLOGY SERVICES AT THE CANBERRA AND CALVARY HOSPITALS
' NOVEMBER 2014

The MyHospital data would suggest that there are some wait list problems
that are not particularly different to other peer hospitals. The letters to the
GPs in relation to accessibility to outpatients has clearly revolutionised the
outpatient experience, not only for patients but for the staff, and this is to be
commended and additional work based on that very good response should
take place in terms of category 2 and 3 patients, and especially the need to

" have clear pathways for patients with known and documented malignancies to
manage throughout the unit.

It is noted that since eturned, there has been a substantial increase in his
waiting list and that needs to be discussed in terms of appropriateness for
those patients and the time in which that has taken to build that up so quickly.

fyiReh

Is the Urology Unit responsive? ik ,
The overall sense is that it is more of<a:reactive rather than a proactive
service. Most of the consultants are happy t§6¢ne in. They are certainly
responsive to the Registrars. They* do not\é‘_"pgar to be particularly
responsive to the nursing staff. .“Aside from the unit meeting, there is no
general ward meeting where tﬁey" meet with associate:Unit Managers or
educators or the Quality Manager in teims of ;heir understar@ing their unit.

s 2

Is the Urology Unit responsive 10, é@rganisatioh.

No they are not. Attemptg‘;*té.- have: regular ﬁééf}ngs appear have failed. The

Head of Unit position would é’ij'bg,ear‘t"t‘s'-iﬁpjéz.gqme\i\‘ihgt.gf a poison chalice rather
than somemirf‘gj;vtﬁét"i‘f‘s-.,sought"?{ﬁer and, cerfainly within the Board of Surgical
Directorate; there is‘vi(i!&e-rangmg"- inappropriaté and poor responsiveness in
terms of col‘l‘éit_iliality. p X "

\’2‘5:_ &%
Is the Urology. Unit safe

7\‘.'-1. ¢
s very difficult to kno

DN NP

: : ow. The Registrar certainly works to a significant extent
sin.an unsupe‘rvisad way-‘and may\‘n‘é‘Tate to the individual confidence of the
Registrar rather th’@n the?rx.;")\a‘gi_cular prowess. In outpatients, new patients are
seen and not necessarily é\&f\}fely managed by all of the consultants ‘and this
may lead-to delay or Inefficiency in decision making, which may compound
some of the outpati};ﬂht waiting list problems. Based on the Health Round
Table Initiatives data, there is a higher than average rate for Canberra
Hospital of blood: usage and hematomas post-operatively. This may be
contributed significantly to by the Urology Unit and that would be worth further

investigation. '

Is the Urology Unit safe in terms of outcomes?

Well, it's difficult to know because, aside from deaths that are looked at, no
other outcomes are looked at in any structured way. There are an
extraordinary number of patient safety clinical governance audit and related
officers throughout the Canberra Hospital and it is unclear where all their work
comes to be able to be shared with individual units to help and improve their
services. This absolutely needs to be done as a priority and could well be
done in the context of needing to have demonstration of outcomes as part of
National Standards Accreditation.

—
—
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"Morbidity is discussed regularly but ho notes are kept, so there is no
knowledge of immediate post-operative problems or complications or differing
techniques and this is very disappointing, so it is actually difficult to say
whether this unit is safe or not. All that can be said is that in the three-month
period it had one reportable death to the CRC as opposed to several others,
one of whom is noted having died as a result of having a minor dental
procedure :

There is a great variety in LOS data by consultant by procedure. This should
be internally discussed and reviewed. There is no LOS data for surgical
registrars when they are the primary surgeon. _
Is the Urology Unit equitable?
Certainly within the hospital there’s no f/q‘r'ussmn of private insurance status.
Patients are booked in on the basis of their name, not their insurance, and
they are apportioned on the waltm I3§i> in that way. - In terms of equity, the
Registrars are able to mampulate %e ‘operating list, but this is done within a
fairly clear guideline of patients tho need to be seen, so there s no sense that

patlents are being cherry-plcked over_,' her patzgnts

as almost mvanab.!y those patlenis wo'u]d have a fee attached to that pnvate
visit, but thep:fiave them added to the Hospital waxt tlist. :

It can be seeq. eturned, 68 addmonal patients were added to

ome fromthis private rooms. This does raise an

G'ﬁnﬁberra Hauspital that VMOs, by their definition,

private anﬂg: ngav well have equity issues in relation to

na perennlal problem but it is good to see that, at

{ Managers and Outpatient Managers don't
‘1vate insurance. .

ongomg murky is

\ﬁil work in public a

¢ thelr patients. “This has'b:

thg ~hospital Ievel Wait' |

dlﬁerenmate on the baQis of |

In conclusion, umess there is clear and reliable data; the value of the Unit, its safety .
and quality profile will T remam unclear.




113



114



115



116



117



118



119



120

BACKGROUND INFORMATION TO THE UROLOGY UNIT

Structure of the Unit
TCH
e 5 consultant urologists — All VMOS
2 accredited Urology trainees (registrars) — SET 3
1 non accredited registrar
Hospital medical staff

1 prostate cancer nurse
1 bladder tumour nurse
1 urology Outpatient nurse ‘
1 urology elective waiting list RN

®
®
®
L]

Calvary

5 consultant urologists
SET 2 trainee

Unit activities :
e Morbidity and Mortality meetings (M&M) weekly on Mondays
e Unit meeting — monthly after M&M meeting
o Multi disciplinary meeting MDT — every Thursday
e Unit Grand Round = monthly after MDT started in 2014
e Saturday morning Journal Club - monthly |

Outpatient clinic roster

WEEK ' MONDAY '“’@@Wi‘,._1_wé5ﬁ§§§ﬂl'ilﬂgsgfw _IFRIDAY . ]

AM | REG(HCE) o 5

PM ! S . J l e e

Week 3

PM

- ! l
s S S

PM
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REVIEW OF ACT HEALTH UROLOGY SERVICES AT THE CANBERRA AND CALVARY HOSPITALS
NOVEMBER 2014

Operating theatre list
Elective List per month

| 6 permonth
_| 4 per month
8 per month
8 per month
4 per month

logists

18
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REVIEW OF ACT HEALTH UROLOGY SERVICES AT THE CANBERRA AND CALVARY HOSPITALS
NOQVEMBER 2014

Urology Ward 9A

This is a busy surgical ward and has co-located vascular surgical patlents There is
a big difference in the Unit’s style.

e The Urology Unit is described as somewhat ‘laid back’.

¢ The Vascular Unit is very active. They have clear processes, clear plans, a
very active team ward round, nursing staff are always clear as to what's
happening with all of the patients and their dopdfhe‘ntation is excellent.

e In contrast the Urology" Unit is descnbed 2s ‘laid back’, have ad-hoc
Consultants attend at varying times of the day and mght to do ward rounds —
often after 5 pm. S

¢ In 2013 it was a source of great angst and fl‘UStratTG“l for the nursing staff.
The Registrars in 2014 appear to havaa bette. relahonshup ‘with the nursing
staff, but the nursing staff_still feel they are’ not included in‘disgussions and
decisions in relation to" the patxents and. thmr management. The Registrar
documentation has lmproved alvttle in 2014\\

e The ward receives feedback in. retauon to outcomes by the Quality Manager
and these are by RlskMan mcndences They recéwe no other information in
relation to U{ology patuents or vascular patients:. g

o A unit mectmg ‘that occurs once a month wrth the Consultants. The Unit
Mandger atten \Kether they wanl her to be there or not”.

o\ ,It isa stable nuubmg work#orce The Nurse Unit Manager has, however, been
in an acting posmon for over two years. The comment that there’s not been a
Consultant on the*ward " is clearly not correct. Qm
are often on the ward are. on the ward as ne
attends from time tolttme ut does no on call, this is not seen as particularly
unusual.

e Qutliers are a not lnfrequent part of the Urology Unit reality. The day sample
equals 23 patients listed as Urology, 10 were in 9A, 1 was in 5A, 1 was in 7B,
2 were EGS, 2 were in HDM and 7 were in theatre.

20
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REVIEW OF ACT HEALTH UROLOGY SERVICES AT THE CANBERRA AND CALVARY HOSPITALS
: NOVEMBER 2014

Attempts to have régular meetlings with Heads of Units have failed — due.to non-
attendance by those Heads of Units — and there has been no consequence for this
passive/aggressive inaction. ‘ ‘

There is a minimal Head of Unit position  description; but no clear lines of
accountability; no clear expectations. There is an allowance in the contract for
payment for Head of Unit and some activities are outlined as part of this payment.

Individual surgeons work and engage within a local speciality environment; for
example, it would appear that the Vascular Unit is- cohesive, inclusive, very reliable
and command respect from a number of those working internally.

In contrast, the Urology Unit is seen as-being madej‘ifﬁ of five individuals, all with
different styles and different ways of managing patiénts, colleagues and appears not
to work cohesively as a group at all. i

Urology Unit Clinical Accountability:

The core issue of who is in charge needs
Clinical Director has ultimate responsibilit

‘and that is actioned via the He
position is much clearer and i

He is not, however, particularly ¢

. be made clear. It Wguld seem that the
he management of-tfje Urology Unit
nid 2013, the Head, of Unit
iiin this task. .

ontribute to the Unit being
ther:and were clear on what

14 and cgé:r;plaints ancellations
iably atténd Clinic, although s noted to be
ificant contrast to years of complaints,

et

nternal performance appraisal of his colleagues,

A

raisal-of himself, no performance appraisal by the
he individual Urologists.

As Heéd-\fg_fﬁ_‘Unit there hasibee
no internal_ pgﬁormance

Clinical Dire"(‘:t'Q\g;_o\f the Unit ;
| fester a‘nd this creates difficult
have had their professional

Interpersonal. confli¢ts have been al )

professional relation - and ﬁ

credentials queried significantly and formally almost | diately after they
were appointed. This has led t i assive behaviour b and a somewhat
resigned attitude of frustration by(ﬁD ’

-corresponds -regularly with the Clinical Director and the Head of the Unit in
relation to various concerns. These are seen as particularly time consuming and
very few of the issues that he has raised have been found to be of significance. They

are 'bordering on vexatious. :

The Unit meeting which takes place once a month has no structure, no minutes are
taken, and there is no administration support and no regular data reviewed or

22




discussed. Follow up with incidents, complaints and concerns may or may not
occur, as there is no record of what takes place. -

The Unit is unable to assess itself as a result of lack of data and there is no process
by which it can compare with its other surgical peers within the Canberra Hospital, let
alone other Urological Units across the country. A suite of clear clinical indicators for
all Surgical Units ought to be in place and there appears to be enough quality and
safety staff observed within TCH for this to happen. This will assist the Clinical
Director to better manage performance based on fact rather than hearsay and gossip
in relation to performance. One of the real challenges for the Clinical Director is that
he is working in a data and information vacuum. This makes it extraordinarily difficult
to mange effectively and mdlwdual personalities and behav:ours can have too much
influence. g

The British Association of Urologists has chmcal aud!t data that can assist in
comparing various cases for the urologlsts at similar: levels within the United
Kingdom. Health Round Table data will be dlscussed later as will MyHospital data,
all of which provide information to reassy "4or raise concerns in relatuon to the quality
of the urology service. e 4

is that the only information or
Unless there is a
en the conversations

One of the challenges in terms of chnlcal ac

’ ali . ted such since August

2014, but only rece: éd the"d‘atd in mtd October It ‘would appear that accessing
such information is: not easy jand that may “explain why it has been so difficult to
manage the Unitin the: absepc} facts and ewdence

audit of- ‘cystectomy was: prowded ln August 2014, Immediately aﬁer the extemal
review was llsted to occur

23
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There needs to be agreement and support from the Chief Executive and the

128

© Deputy Director-General that these contract requirements are’ enforced.

Failure to do so will put those people in breach into a standard industrial
performance management situation — first verbal warning, second verbal
warning with a letter, third and final warning and then dismissal. They will be
in breach of their contract and consequences will occur. :

The clarification of the need rd rounds must occur. There are two
extremes within the i does almost no ward rounds unless
specifically requested; oes ward rounds on all patients, often after hours

and often all weekend and-at weekend penalty rates. Criteria for ward rounds
need to be made clear to avoid over and under servucmg

Outpatient expectations and time of attenda ""e needs to be made clear This
needs to be recorded and again, be pa”_ _performance management in
relation to this element of service provrsron

The Code of Conduct for the Médlcat Board of Austraha and the Code of
Conduct for the Royal Australasian College of Surgeons ‘also need to be part
of the framework by which professronat activity-and contractual obhgatlons are
made and these should b part of core expectatuons

Financial Accountability:'
-In discussions with, the Fmance Department . current system works efficiently and
effectively for abolit 95 % of the VMOs: compfy wath reasonable requirements
in relation to subrmss:on of forn*e for pa._ ent and turnaround of payment. There
‘are clear organlsationat rutes tn retatron to" submissions for payment and these need

to be actiefie G 1»

The utn,‘,. of fee for servrce bilis needs to be ctarrfled and a date after which they will
not be pa}d needs to be-made clear. Currently the fee for service model used by the
Canberra Hospltal is equrvalent to. the Commonwealth Medical Benefits Scheme
(CMBS) and’ they have a\two-year time after which claims will not be accepted.
(Under Section‘20B of the} Health Insurance Act 1973, you are required to submit
Medicare bulk bill’ .Claims/ within two years of the date of service) Ideally for
accounting purposes th‘e Canberra Hospital should adopt a one-year time frame,
either within the financial year the service occurred or a one-year time frame after
which claims for payment should not be accepted.

With so many of the medical staff being on VMOs, it is difficult to imagine how
accurate budgets can be projected and accounts signed off if there are so such large
. sums of money outstanding and cannot be accounted for in existing financial years.

Fee for service

A review of the fee for service should include the process by which invoices are paid
for all VMOs. Definition of payment requirements needs to be clear and an FAQ
about what will and what wilt not be paid would be helpful.

25
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Medical record review of written notes and records should occur before payment is
authaorised. -

Consideration should be given to MBS item numbers for written on the operating
sheet at the time of operation and therefore payment can be expedited and the
process made more efficient.

A clarification of what fee for service payment covers as per definition needs to be
made clear; for example, bundling up of procedures into one item number rather
than multiple single item numbers.

Payment when supervising a Registrar needs to be clarified. Within the MBS there
is allowance for training and there is a scale of-fees that includes the impact of
training. This reduced payment to the VMO needs to bé considered by TCH because
a number of the procedures undertaken by trainees who are already being paid. The
consultants are then also being paid afull fee for service for work that they have not
actually undertaken.

A very clear and final process for invoice payment:must be adhéred to and any
invoices from any doctors who do not comply. with the Canberra Hospital application
form and process requirements should be sent back and not paid until they come
through in an authorised and appropriate manner.

Consideration should be given to doctors having tc make a formal, signed,
declaration at the end of the invoice that they believe it is true and correct.
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Supervisory Accountability:

their supervision. The current Surgical Supervisor takes his role very seriously
but appears to do this on his own rather than in a cdliegiate manner with the other
Consultants. The accredited Registrars are in SET :§ of a six-year training program -
so reasonably junior. A

There are five Consultants and they have five veri different styles of engaging in

The obligations of supervision need to be made clear and they need to be consistent
across the five Urologists. (,,f_j_,;-

The scope of practice for individual Reglstrars needs e be established at the start of
the year and reviewed at six months in pelatlon tc, what they can actually do in terms
of particularly surgical and procedura' actlwtles (NSOHS Standard 1)

The College of Surgeons does not have a formal supervnsory scale while the one
adopted by the RANZCOG has a -3 level: supervision definition. It is suggested
that this be adopted by the Canberra Hos*ntaf for all surqucal supervision.

Level 1 —irf roOm/ OT; Ievel 2 on =ite !\,vel 3 off s;te

Registrars need to have the;r scope 'ck,d; ly defined based on their SET 3
_ requnremmr‘!s inirelation to their individual skills and this needs to be made clear.

The current Clinical Director has no issue: with'supervision of Registrars taking place
off site and in the individual consulting rooms. As they are both SET 3 trainees, this
seems %mewhat inappropriate for some larger cases and should be reconsidered.
For small low fevel procedures (that would be clearly defined) the surgeon needs to
be in the hospital but for certalnly anything above minor procedures, given they are
only SET 3, they need to b/e on site and available for advice and support within the
operating theatre.

There needs to be at‘téntii:jn_to supervision of Registrar and HMO documentation.
There is frustration from the nursing staff that unless they “nag” the Registrars and
the juniors, the documentation in relation to patients’ progress is not optimal.

We were unable to view more than one medical record as part of the on-site visit.
The request to access twenty medical records appeared fo have disappeared into

the ether.
The Clinical Director needs to have a much more active role in ensuring that optimal

supervision of the trainees is taking place. Clear expectations need to occur. It
needs to be undertaken in the context of a supportive framework. Regular meetings
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Taking a wider view of the operating theatre, better administration and management
of theatre resources around the elective and emergency workload could be achieved
with having a separate In Charge Anaesthetist to assist the senior nursing staff in the
day to day theatre management. If this role was to be established, it needs a
position description detailing the delegation and responsibilities of the position

There have been complaints by - in relation to" urology pre-admission and
Anaesthetic Clinic criteria. These critetia should be clear. Criteria for admission to
any Anaesthetic Clinic should be based on the procedure being undertaken and the
patient undertaking that procedure. It would not ta,» o0 long for the urologists to
decide on what investigations needs to take placef-f' ’”-,’-Qatlents having TURP, radical
- prostatectomy, nephrectomy, cystectomy apd Ls This becomes very

straightforward and no need for controversy

The need for havmg blood available, enther in the theatre or cross-matched needs to

be discussed. A request to look at blood: usage by the urolognsis has not been met
for us and it would be of interest to look at their blobd utilisation ta determine best
practice in relation to access t0.=. blaod. Undertak:ng a review in lingowith NSQHS
standard 7 : Blood and Blood pf" ucts would tmprove and standardise TCH's blood

management strategy.

- List management is Jeft with the Reglstrars nd,whn!e -anecdotally _ often
changes his, lists about wh)ch frustrates the/
with that process. _ 1o *c;:_

The level of §uperv55|on for tHe Reg:strars g,,-l1oted eatlier must be made very clear

and whaf that: supervision ought to: be should be decided by the hospital, not

IndIVIQEfa{l,“ onsultant“ '”The cases that go to Caigary ought need to be clarified and a

. supervision of the Set 2. trainee over there need similarly to be sorted out so that
| and scrub support for all their procedures.

g-a

they have: lear on site

Clinical pathWays are vely..common in urology surgery across Australia and
internationally andthere seems no reason why such processes ought not to be in

place within this umit,=A cl g

: “plan of post-operahve management, documentation by
exception, clear parameters for the nursing staff and clear reportable levels in terms
of follow up should be refatively straightforward and should be implemented as soon

as possible.

The operating theatre is one of the most expensive areas of the hospital but it is also-

one of the key areas of income for any healthcare organisation. Theatre needs to:
= Have a clear Governance structure
o Be effective at communicating change and be transparent in its decision
making ‘
¢ Meet and exceed key performance indicators
¢ Be appropriately resourced to meet both elective and emergency caseload
¢ Be responsive but not controlled by a.single person or group -
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Healthcare organisations are often made up of many silos — units working alongside
each other but rarely directly interacting. The operating theatre brings some of these
silos close together and at times of reduced resources (e.g.-equipment, limited
nursing or anaesthetic staff etc.) conflict can arise. Anticipation of these conflicts will
often prevent patient care being affected while strong leadership is required to
manage disputes if they do arise. :

Emergency:

Registrars are on call and are in regular communication with Urology Consultants

urs. There is no suggestion that the Urology Consultants are not available.
ﬂdoes little on call andghtakes over his call.. Reg|strars arrange theatre and
undertake some procedures. As noted earlier, they currently do not have a defined
scope of practice and it would appear that ‘a- dec]slon is made between the

Consultant and the Registrar as to whether or. jot the Conisiltant needs to come in to
undertake a case. This needs to be rectified and formahsed {NSQHS Standard 1)

Elective Surgery.

Lists are undertaken by the Reglstrars

Review of patlent follow up, ,

\ ; \
There is some frus!rabbn from the nurémg staff that the plan of care for post-
operative: care for these\patienté is riot: as We H articulated to nursing staff as it might
be. From time to bmes, if the_senior nurSe is. aW'ay, the documentation lapses and the
acting Unit Manager' feels the-n eed to remind Registrars on a regular basis the need
to documént This is® in contrait to the Vascular Unit where their post-operative
orders are “very clear and. the nursing staff are ful!y aware ‘of what to do. (NSQHS
Standard 6: Cumcal Handover)

As noted earher ward rounds oceur in an ad hoe fashion and at the request and
need of the Regrstrar There is no sugyestion that Consultants do not come in when
asked by the Registrar to aftend.

Escalation:

Consultants take regular phone calls and provide timely phone advice. The junior
staff and the Registrar staff appear well supported, although it can be said that this
support is somewhat reactive rather than proactive and may suit an outgoing
personality of a Registrar or Junior Officer rather than somecne who may be quieter.
A more proactive approach to management of the patients would be seen as
advantageous.
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Patient Care rev_iew:
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The Urology Unit Meeting occurs monthly after the Morbidity and Mortality Meeting,

has no minutes, has no agenda, does not have any secretarial or admin support,
despite almost all of the consultants having staff relatively close by who could assist
in this process. Plans, issues and concerns may or may not be raised. The Nurse

Unit Manager attends but is not actively invited and the Clinical Director does not

attend. There appears.to be no data information or evidence shared and discussed
at that meeting.

The Urology MDT Meeting, as noted earlier, is very good. It is uncertain whether
documentation in the patlent’s notes for that meeting takes place.

The Grand Round was instituted by- in early’ 2014 This is followmg on from
the admired Vascular Unit grand round where ail’ consulfants” Registrars go through
all of the patients is seen as a very lmportan riskK management initiative, patient’s
safety initiative and a commumcatlon initia /gw‘ -as well as nmportant for teaching.

It was decided this would occur aftef ,h MDT Meeting on a Thursday. This
precludes three out of the five surgeons from attendirig and attempts te change that
time have not been well received. only rec yj,attends this round. The Head
of Unit has attended one out gf three over this: f. The nursing staff were very
keen for this to take place and are very disappom ,___d;;that it's not quite what all had

intended to do.

There appear to b ' uahty assurance actuvntles within the urology Unit.
Individual cases get revuewed e CRC if there’s been a sngmf icant morbidity or
mortality,- but very littie. akes_place. Research is undertaken by
Reglstrgs typicalty with esented and discussed at some meetings

but rareby to the umt

No formal chmcal audlts have been ‘presented by the Urology Unit in 2010, 2011,
2012, 2013 .A review of cystectomles had been undertaken in 2014 and was shared
in August 2014, -but this is Ithe first of any formal audit that appears to have taken

place for some conqnderab}é time.

Management of incndents oceurs via the Quality Manager and the Unit Manager and
this is not shared with the doctors involved.

Commumcatlon re patlent care

Clinical handover would appear to be reasonable between doctors but, as noted -

earlier,-the nurses do not feel that they are particularly part of those conversations.
Patient booking could be improved and work has been done to make sure category 1
patients have access to outpatients but, as noted earlier, cat 2s and 3s will probably
be waiting a considerable time to ever be seen within the current system and the

limited number of clinics that take place.
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Communication in Relation to Care Escalation:

The hospital has an MET system. Patient care has escalated. In one case we
looked at where the man had three individual episodes in intensive care certainly
demonstrated that access to intensive care was not too difficult. The concern.was
that he was sent back to the ward and required not one, but two additional stints in
intensive care before he ultimately died. This would indicate a useful review would
be of patients who are sent out of intensive care and how well they progress once
that level of care is no longer available to them. Refer: NSQHS Standard 9 :
Recognising and Responding to Clinical deterioration in Acute health care.

Comparative length of stay data

There is no routine available tabulated or ana(ysed Ienoth of stay data (LOS).
We were provided with length of stay data for: 2011\2012 2013 and half of 2014.

The following table is a list of key procedures and the ave@ge length of stay based
on this empirical data: e

Average Length of Stay

Procedure Pl

Complete Unilateral Nephrectomy .,7.08 days -5
Cystoscopy i 0‘56 days
Endoscopic Biopsy of Bladder 0. 93 days
Laparoscopic Complete Unﬂateral o : ;
Nephrectomy N5

Laparoscopic Nephrg Ureterectomy

Laparoscopic Radical Nephrectomy\

Nephro Ureterectomy

Partial Nephrectomy

Percutaneolis. otRemoval oi
Calcul.less than 2~

Percutapeous Nephrec&ou*y

greater: than 3Caleull X, W 11 3
' PyeIOplasty N k. 6.0
Radical Prostaleq,pmy & Bladdé"f B
Neck Obstruction : 4.0
Radical Prostatectmny with ,l »
Resection of Lymph- No"des S 59
Radical Nephrectomy <. @ . . 9.1
Radical Prostatectomy \ 58
Total Excision of Bladder - - 17.7
TURP 2.89

w is a table with the surgeon LOS marked as either above or below the ALOS.
as had his data averaged over the entire time he'was working for completeness.
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