
TicToc (Timely inpatient care co-ordination and 
transfer of care): Has time run out?

Aim Statement: 
By February 2020, St Vincent’s Hospital (SVH), Sydney will see a 
10% decrease in the relative stay index and a 2% decrease in ALOS 
for acute patients as per published health roundtable data. This will 
be achieved by re-imagining the current TicToc Rounds.

Background: 
At St Vincent’s Hospital, TicToc (TT) rounds are held weekly, reviewing 
the cases of all patients who have been in hospital 5 days or longer or 
are assessed as being a ‘difficult discharge’. It is an initiative designed to 
facilitate patient flow through a rapid multi-disciplinary hospital round.
The TT rapid-fire discharge rounds are perceived by junior staff as time 
consuming and that questions asked are beyond their scope. 
The culture of the rounds is negative, and participants reluctantly attend.
No data is collected, or documentation is recorded for this initiative.

This project aims to improve patient flow by achieving our SMART goal, 
while instilling positivity and enhancing team morale when looking at 
discharge planning.
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Plans to sustain change
Standardisation: Each ward’s CPFR will be asked to observe 
another CPFR each 6 months to maintain their ideas and 
enthusiasm. The Care Co-ordinators will report directly to the 
DON, as well as annual review with the CPFR team.
Measurement: A further consumer survey will be conducted in 
February 2020 and ALOS & RSI data reviewed in one year 
Training: Each ward champion is responsible for ‘training’ their 
replacement, all RMOs are now to be educated twice a year as to 
the importance and role of the CPFR. Opportunities will be offered 
such as the CEC Leadership course to those who wish to develop 
these skills further.

Plans to spread /share change
By definition, as a hospital wide project our model will be used 
widely at a local level, with potential to be spread across other SVH 
sites or state-wide.
It has been submitted to the ACI Innovation Exchange 
The original ‘TicToc’ model was entered into the SVH Quality 
Awards. Once we have data, consideration will be given to re-
submission as an update and depending on our outcomes further 
publication of the results.
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Results & Outcome measures
Review of the literature identified the following factors as potential barriers 
to hospital discharge (New et al. 2013):

Our PDSA cycles were trialled between Nov 2018-Jan 2019 on a single 
ward (7S) - chosen for its enthusiasm for the project, and being the base 
ward of 2 working party members. Each week different change ideas 
were integrated into the rounds and in January a second ward (7N) was 
added for a one month full trial of our new model.

8 of the 10 Change Ideas have been implemented through the trial 
period using PDSA cycles and all will continue to be used in the new 
model launch in March 2019. This includes a name change to 
‘Clinical Patient Flow Rounds’.

PDSA Cycle Example 1: Introduction of a file sticker. During the month of 
December, 100% of patients had a trial sticker completed by the RMOs in 
attendance at the CPFR. Whilst not yet integrated into the medical record 
(form approval is still required), this has been shown to be achievable and 
will act as a tool to remind the treating teams on a daily basis of the 
recommendations of the CPFR team.

PDSA Cycle Example 2: CPFR Champions. Introducing a sole AH 
member at the meeting has meant, better use of clinical time for tens of 
clinicians. The champions are enjoying their new role, and due to the 
persons chosen they are passionate about this work. Cost savings could 
be calculated in future once the hours of the champion is known.

PDSA Cycle Example 3: Inservices and Education. 100% of RMOs 
starting at SVH in 2019 have attended an orientation session on the 
CPFR. All care co-ordinators have taken on their new roles with support 
from the hospital DON. By removing the number of AH in attendance, this 
has also reduced the need for a hospital-wide education program.

March 6th will see the launch of the new model with the new name. 
Feedback is already being received that the culture and rounding 
environment is improved, more organised and systematic.

One year after the introduction of the model a further consumer survey 
will be conducted to see if user satisfaction has increased. Data from the 
health roundtable will also be reviewed to assess our SMART goal 
outcomes. 

Discussion
Discharge planning and patient flow is multi-faceted and complex, 
therefore one tool will not be able to concisely define and manage this 
integral part of hospital care. 

However we took a tool that was failing with the aim of not only looking for 
statistical improvement and bed days saved, but investing in grass-roots 
education and developing the discharge planning skills of the hospital 
community.

As a discipline, Rehabilitation Medicine sees many complex cases and 
has particular expertise in discharge planning, community transition and 
reintegration. Hence, rehabilitation physicians are well suited to advise on 
complex discharge planning, and have a keen interest in maximising 
patients outcomes and their ability to live in the community with 
independence. However, I also believe it is the role of everyone within a 
hospital to plan for discharge from day 1. 

There are certain known characteristics and demographics identified in 
the literature that can impede and challenge a team trying to facilitate a 
return to the community. Early recognition and addressing of these 
factors is critical to ensure skills and resources are directed to assist 
those most in need. 

This project has shown that by finding enthusiastic and motivated team 
members – our CPFR champions – with ten change ideas it was possible 
to achieve and implement 8 of these. It is hoped these ward level clinical 
representatives will foster a new culture surrounding patient flow by being 
a recognisable member of the ward team, as opposed to the traditional 
hierarchical concept that discharges and/or admissions are managed by 
executive or other non-clinical staff.

Meetings typically do not excite clinicians at the forefront of healthcare, 
hence we needed to change the ethos and atmosphere within meetings 
so participants felt they were a useful clinical tool and an environment 
where ideas could and would be shared. Anecdotal feedback from across 
the hierarchy of RMOs to Stream managers is already indicating that this 
has been achieved.

While final outcome analyses of the 2020 roundtable data are yet to be 
undertaken, changes made to date appear to be sustainable and have 
made a tangible positive impact compared to the old TicToc model.  Over 
the next year, formal evaluation of the model will be completed, and we 
hope this initiative will help meet our hospital KPIs whilst nurturing and 
developing skills in the workforce.

Overall Outcome of Project:
We have liaised with the hospital DON, Operations Managers, and 
RMO Managers amongst others to discuss and approve our 
working party recommendations. All proposed changes were taken 
to different user groups and managers.
80% of change ideas have already been implemented either 
permanently or in the trial model that was rolled-out in November 
2018.
Stretch goal is a future goal and success is still to be formally 
measured.

March 6th will see our new model launched hospital wide
We’re hoping these changes will not only reach our SMART goal, 

but educate and allow our hospital to become experts in timely and 
safe discharge planning.
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Link to National Standard
Comprehensive Care Standard
• Clinical governance and quality improvement to support 

comprehensive care 
• Developing the comprehensive care plan 
• Delivering comprehensive care 
• Minimising patient harm 


