
Merri Health
Merri Health was awarded The 
Victorian Premier’s Primary Health 
Service of the Year 2018.
This award is one of many awards 
received by Merri Health this  
year. It is a testament to the high 
quality care provided by Merri’s 
dedicated staff. 

Royal Melbourne Hospital
The Parkville precinct was awarded 
$124 million dollars to build a fully 
integrated electronic medical record 
(EMR). Digital Health has long been 
a priority for The Collaborative and 
this EMR will facilitate a future of 
smoother communication between 
the partners. 
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Getting our roadmap ready for 2019

2018 was a busy year for The Collaborative partnership. Our focus was to re-
affirm our shared vision: to improve health outcomes for people with chronic 
illness in our shared population, and the development of a new program logic 
to provide a roadmap for the next phase of our work.

The first step in our roadmap is using high quality data to help us target 
areas most in need of improvement. Critical to this process is hearing from 
consumers and staff about their experiences. There will be opportunities 
for you to be involved this year. If you have any questions or would like to 
be kept informed directly about opportunities to participate and share your 
experience email stacey.dempsey@nwmphn.org.au.

We look forward to working together in 2019.
  

 
THE ROYAL MELBOURNE HOSPITAL -  INTEGRATING 
ELECTRONIC MEDICAL RECORDS 

Rising rates in chronic illness, 
increased population growth 
coupled with an ageing population 
puts unsustainable pressure on  
the hospital system.

In 2017/18 The Royal Melbourne 
Hospital reported an increase 
in emergency department 
presentations by 5,500 and 
inpatient admissions of 6,300. 

Treating people with chronic illness 
in community settings frees up 
hospital resources to be used for 
those who are acutely unwell. 

Why do we work 
together?

Get involved  
For more information contact:   
stacey.dempsey@nwmphn.org.au 
www.collaborative.org.au or join 
us on Twitter@Collab_Melb

Please visit our website to  
access project summaries, 
reports and learnings. 

www.collaborative.org.au

mailto:jacqui.mckenzie%40nwmphn.org.au%20?subject=
http://www.collaborative.org.au


Back Pain Assessment and 
Management Service (BAMS)

BAMS continued through 2018, 
led by Royal Melbourne Hospital 
and Merri Health. This service 
optimises back pain management in 
a community setting. This work will 
continue in 2019. 

Results from 2018: 

•  578 patients triaged to BAC 
and removed from outpatient 
surgical waiting lists annually.

•  322 new patients seen in  
BAC annually.

•  Patients assessed within 6 
weeks of referral receipt and 
referred to community services 
within 10-28 days 

•  Neurosurgery and orthopaedic 
outpatient waitlists reduced  
from an average of 2 years to  
6 months. 

 

 

 
Stepping Up - Diabetes 
Management
The ‘stepping up’ diabetes model 
optimises diabetes management 
in general practice. Practice 
data is used to identify patients 
who would benefit from review 
and intensification of treatment, 
identifying patients for referral to 
specialist clinics and managing 
patients discharged from clinics. 
The project was delivered in 15 
practices in Moreland, Mooney 
Valley and Yarra. 81 patients used 
the model of care. As a result, 26% 
of patients commenced insulin in a 
community setting. 
A focus on data quality in the quality 
improvement activity resulted in a 
5% increase in case finding across 
participating practices. Post-project 
mentoring and support continues for 
practice nurses. 

Chronic Heart Failure
The Chronic Heart Failure project 
was a scoping study led by Royal 
Melbourne hospital. It used hospital 
data to explore impacts of care 
transition from acute settings into 
community-based care for patients 
over 65 with Heart Failure. The 
project finished in 2018, key project 
findings were:
• The only patient variable that 

differed between those with a 
single and those with multiple 
HF admissions was “need for 
interpreter” and 

• The only medical system 
variable that corresponded with 
readmission was (increasing) 
time to first relevant outpatient 
clinic review.

From these findings work is 
occurring towards developing a 
Randomised Controlled Trial to 
implement improvements such as 
a heart failure nurse specialist in 
outpatients to quickly review patients 
following admission
 

Project update 
Several major projects were  
completed last year. 

Advance Care Planning  

The Advance Care Planning 
Project (ACP) was supported by 
a partnership between cohealth 
and Merri health and funded by 
NWMPHN. The project increased 
community awareness of advance 
care planning in older or culturally 
and linguistically diverse people in 
north west Melbourne. A total of 1068 
people attended sessions.
After attendance: 
• more than 90% of respondents 

understood what ACP was, why 
a plan may be useful or how it 
may be used.

“I talked to many friends 
about this - more than 
five friends. I talked to 
friends  
in China.”  
Chinese Seniors

“After this I will ask  
my kids about this.  
Yes, I will talk to  
my doctor.”  
Indochinese Elderly Refugees

• the majority reported feeling 
confident talking to their family 
and friends (86%) or doctor (89%) 
about this issue. 

• Before attending a session 70% 
of participants did not understand 
ACP, how it may be useful or how 
it may be used.

 
BACK PAIN MANAGEMENT - FINALIST BEST 
POSTER AWARD BRISBANE 2018 


