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(Previous project 
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desirable) 
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Our Project Phases  

Evaluation of 
Current Practice 

Implementation  

Auditing the 
VFC  

Design Model 
of Care 



Evaluation of Current Practice – what we identified  

•  Increased Emergency Department (ED) attendance for non urgent musculoskeletal 
conditions 
• Variation in management of simple orthopaedic conditions between clinicians 
• Demand for Outpatient (OP) clinic appointments exceeded capacity 
• Patients not always booked to see the right person in the right place at the right time? 

1. What was our problem? 

• Increasing number of referrals to OP clinics from the ED 
• OP clinic activity: overbookings (demand), high ‘did not attend’ rates (potentially 
patient feels appointment not required), low discharge rates, incorrect bookings 
• No standardised guidelines for the management of common orthopaedic conditions 

2. What was the scale of 
our problem? 

• Limited engagement with primary care for management of simple orthopaedic 
conditions 
• Clinician dependent patient management = variation in care 
•ED referrals booked to outpatient clinic without clinician input into triage 

3. What were the root 
causes? 



Design Model of Care (MoC) – you will need to decide 

• Who will make the clinical decisions - orthopaedic consultant vs senior physiotherapist 
vs nurse? (consider scope of practice/upskilling/credentialing) 
• How many clinics will you run per week? (dependent on staff availability) 
• How will you roster clinicians and cover leave?  
• What will be your KPI for response to referral? (we aimed to contact patients within 2 
working days of referral) 

1. Your Model of Care 
(this will be influenced by many 
factors including funding/clinician 
FTE & availability) 

• Referral source: RMH VFC accepts referrals only from RMH ED (GP fracture referrals are 
managed via OP clinics) 
• Conditions: simple fractures +/- acute soft tissue injuries +/- chronic conditions 
• Eligibility criteria (inclusions and exclusions) 

2. The Scope of your VFC 

• Develop robust clinical management guidelines for common conditions 
• Consult with ED, orthopaedic technicians, MSK physiotherapists 
• Determine when VFC episodes require deferral to in person consultation 

 

3. Your Clinical Guidelines 



Implementation – tips for success   
•  Clear communication between orthopaedic team and ED regarding minimal 
assessment requirements to facilitate virtual management 
• Effective communication of change in practice to key groups: ED, orthopaedic team, 
administrative staff, Allied Health, orthopaedic technicians  
• Immediate communication when there is deviation from guidelines 
• Immediate communication of failures 

1. Focus on 
Communication 

• Find a dedicated space for clinic: noise levels, privacy, proximity to orthopaedic team  
• Obtain a range of devices: PC, mobile phone, headset, tablet 
• Electronic access to radiology is essential 
• Devise a fast track pathway for urgent imaging (MRI & CT) 
• Develop templates to minimise administrative duties 
• Create a dedicated orthopaedic technician clinic template for VFC patients 

2. Develop Resources & 
Processes 

• You need a clear pathway for patients to be able to access an orthopaedic opinion 
• Condition specific brochures: refer to our brochures on website 
• Have a dedicated VFC land line number, mobile phone number (handy for SMS/MMS) 
& email account 

3. Determine Modes for 
Patient Communication 



Auditing – ongoing evaluation is essential for safety 

• Set a pilot period for data collection to test efficacy and safety of model e.g. 6 months 
• Identification of failures with root cause analysis 
• Qualitative data including feedback from key stakeholders  
• Patient satisfaction surveys/feedback 

1. Decide what data you 
will collect 

• What was the adherence to the guidelines? Gain feedback 
• Identify & amend any sections which require clarity or are associated with risk 
• Communicate changes to all stakeholders 

2. Perform detailed 
analysis of failures 

• Expand or reduce scope of service? 
• Service efficiencies 
• Modes of communication  

 

3. Modify your MoC as 
required.  



This is our VFC MoC 

1. ED: referral made to orthopaedic 
service  

Discharge Outpatient clinic Other service / 
specialty  VFC Review 

2. Consultant Triage: diagnosis & 
management plan  

3. VFC: Telephone call to patient 



RMH VFC MoC 

ED referral  

• ED directly discharge patients not requiring 
orthopaedic consultation 

• Patients requiring orthopaedic consultation are 
discharged from ED without an appointment – they 
are provided the brochure and referral sent to VFC 

• Clinical decision tools set for proscription of correct 
sling/brace/boot - ED avoid use of full POP (to 
minimise need for patient reattendance) 

• Patient provided with condition specific brochure 
(common conditions only) 



RMH VFC MoC 

Consultant 
Triage 

• VFC conducted 4 days per week 

• Roster: 2 advanced practice physiotherapists & 6 
orthopaedic consultants 

• Physiotherapist collates referrals & identifies exclusions 

• All referrals presented to consultant  

• Consultant provides diagnosis & management plan (with 
reference to clinical guidelines) 

• Time per referral <2mins 

Ineligible for virtual management 

• Admitted patient 
• No imaging available on PACS  
• Non English speaking without 

English speaking proxy  
• No Medicare  
• High velocity trauma  
• Open fracture 
• Neurovascular concern  
• Pregnancy  
• Spine condition 
• Existing consultant plan  
 



RMH VFC Non-operative Clinical Guidelines 



RMH VFC MoC 

Telephone call 

• The physiotherapist calls patients who are: 

• for virtual management 

• in need of ‘work up’ for an outpatient appointment 

• Provides consultant diagnosis   

• Completes clinical assessment – if there is clinical concern, significant deterioration, 
patient declines virtual management etc. a clinic appointment is scheduled 

• Discusses management plan including: follow up (outpatient appointment; VFC review, 
discharge +/- GP review, referral to another specialty or hospital, surgery), further imaging, 
weight bearing restrictions, exercises/referral to physiotherapy etc. 



RMH VFC MoC 

After the 
telephone call 

The physiotherapist completes the following (where required) 

• Schedule review appointment(s) 

• Requests additional radiology / imaging 

• Referral to orthopaedic technician for new cast/sling/brace etc. and schedule appointment 

• Referral for physiotherapy (if indicated) 

• Letter to GP regarding management and follow up requirements 

• Email to patient: instruction summary; medical certificate; rehab instructions; copy of GP letter 

• Text message with appointment instructions  

• Medical certificates 



Dear <insert name> 
Please find attached an information sheet detailing the rehabilitation following distal radius fractures and an electronic copy of the 
letter sent to your local doctor. 
In summary: 
1. You will have a below elbow cast for a total of 5 weeks from the day of your injury.   
2. You may choose to wear a supportive wrist splint for a few weeks after the cast is removed.   This can be purchased from the 

plaster room (for $55) or from most local pharmacies.  Alternatively, we can provide you with a thermoplastic splint (cost covered 
by Medicare). 

3. No lifting anything more than a cup of tea / mobile phone (less than 250g) with the injured arm for 6 weeks from the date of 
injury.   

4. No driving for 6 weeks.   
5. No physical work for 6-8 weeks (as pain and wrist / hand strength allow).    
  
Exercises: Start the exercises in the attached brochure.  After 5 weeks the cast will be removed and you will be assessed by a 
physiotherapist.  
Specialist review: You do not need to have any further appointments with the orthopaedic doctors.   
If you still have pain after 3 months despite physiotherapy and rehabilitation, make an appointment to see your local doctor – you may 
require a referral to see our orthopaedic doctors. 
Plaster clinic appointments:  <insert date and time> level 1 west fracture clinic RMH. Please check in at reception. 
Please contact us if you have any questions or concerns. 
Kind regards 
The Virtual Fracture Clinic  
Mobile: 0427 892 421 
Email:  myfracture@mh.org.au 
Monday – Friday | 9:00am – 4:00pm 
Outpatient clinic queries 
Phone: 9342 8738 
Surgical queries 
Phone: call 9342 7000 and ask for the Orthopaedic Liaison Nurse 
If you have a compliment, complaint or suggestion relating to the Virtual Fracture Clinic, please use this online form or email your 
feedback to consumerliaison@mh.org.au 
** Please note – this email inbox is only monitored during business hours.  In an emergency, you should call 000 or present to your 
local Emergency Department. 

Dear x, you have an appointment for a 
cast change on Thursday 12/3 at 2pm, 
level 1 west Fracture Clinic Royal 
Melbourne Hospital. Please check in at 
reception. Following the cast change go 
to Radiology Level 1 for your x-ray. You 
can then go home. We will call you on 
Friday with the results and plan. Kind 
regards, Virtual Fracture Clinic 

Dear x, please call us regarding your 
injury. Kind regards, Virtual Fracture 
Clinic Royal Melbourne Hospital 

Example email to patient (distal radius fracture) 
SMS: no answer to call 

SMS: notification of appointment 

mailto:myfracture@mh.org.au
https://www.thermh.org.au/patients-visitors/coming-hospital/contacting-us-compliment-complaint-or-suggestion
mailto:consumerliaison@mh.org.au


In Summary we highly recommend… 

1. Identify key stakeholders & establish clear communication  
2. Scope – pilot a small number of conditions with predictable clinical 

outcomes 
3. Rigours application of clinical guidelines 
4. Effective method for patients to return to the ‘bricks and mortar’ 

clinic system 
5. Data collection and auditing to identify areas of failure and risk 
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