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Summary

(QFIRST) is a multidisciplinary model of care that involves the establishment of a multidisciplinary
working group to explore the development of mechanisms to ensure the full range of options



available to high risk patients are investigated prior to undergoing procedures and facilitate
agreement regarding treatment that aligns with the patient’s wishes. QFIRST targets high risk
patients undergoing procedures in Queensland public hospitals. High risk is defined as:

¢ ASA Physical Status 4

e ASA Physical Status 3 and Age>70

¢ Clinical grounds to suspect at risk of poor outcome on basis of frailty or comorbidities

e Demonstrable limited cardiorespiratory reserve from testing (e.g. Anaerobic threshold
<11ml/kg/min)

¢ Predicted mortality >5 per cent or double baseline

¢ Predicted morbidity >20 per cent

The QFirst Nurse in consultation with the patient undertakes an assessment to determine risk, frailty,
disability, goals and promote understanding. The patient is provided with an information package
including a ‘statement of choice’ which sets goals / identifies substitute decision maker / advanced
care planning. The QFIRST Nurse then meets with the multidisciplinary team to plan meetings,
present the case and the collation of assessment, investigations, goals/values etc. The QFIRST
Nurse then meets with the patient and clinician to undertake pathway planning and discuss support
and follow up (refer to the attached workflow diagram). QFIRST trial outcomes will be provided in a
report to the SWAPNET Steering Committee and will guide decision making in relation to the future
direction of the project. This body of work follows on from the SWAPNet Pre-anaesthetic Evaluation
Framework Project (to ensure appropriate and effective triage and assessment of patients
undergoing procedures requiring anaesthetic) and specifically focusses on the management of high
risk patients.
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Aim

QFIRST aims to improve the delivery of healthcare for high risk patients through shared decision
making and patient engagement by providing a seamless continuity of care from decision to
intervention that aligns with the patient’s goals to recovery (providing the right care in the right place
at the right time).

Benefits

QFIRST aligns with Statewide Clinical Networks Vision Statement and Guiding Principles in that it
aims to drive clinical practice improvement; reduce clinical risk; improve quality of care and patient
outcomes and embed evidence based practice. Benefits of QFIRST include:

e decreased length of stay

ICU avoidance

decreased complication rates

decreased mortality and morbidity

patient focused care resulting in better outcomes for patients and increased patient
satisfaction.

Background

QFIRST is an initiative of the Statewide Anaesthesia and Perioperative Care Clinical Network
(SWAPNET). In 2017, a Queensland Clinical Senate report highlighted the need for value based


/user/0

healthcare to ensure a sustainable healthcare system and suggested that clinicians and consumers
must question existing models of care to ensure there is real benefit to the patient for the investment
of resources. In addition, a Queensland Audit of Surgical Mortality (QASM) report identified the need
to establish systems that protect the elderly in surgical care (Goal 4) and provide funding for research
into reducing incidence of avoidable clinical incidents (Goal 5) and the Queensland Perioperative and
Periprocedural Anaesthetic Mortality Review Committee (QPPAMRC), Mortality Review Report,
Volume 1 identified that 62 per cent of the first 800 reviewed cases as Category 5 (inevitable death
that would have occurred irrespective of anaesthetic or surgery procedures).

Solutions Implemented

¢ accept referrals and meet and interview new patients

follow up QFIRST patients

e engage multidisciplinary team members and stakeholders

data collection through clinical audit

mapping the process and project to inform the sustainability report

Evaluation and Results

Key performance indicators include patient centred (qualitative, PROMSs), Quantitative (functional
outcome measures (WHODAS 2.0); disability free survival, morbidity, mortality, PRECALL/MET last
48 hours and discharge destination) and HHS centred (resource utilisation (LOS, throughput) and
complication rates.

Lessons Learnt

¢ Having realistic timeframes.

Continuous engagement of staff.

Understanding limitations and where to seek help.
Seeking feedback.

Test and trial.
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