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About Austin Health 

• 600+ bed, tertiary level hospital 

• 3 campuses 

• Mix of existing informatics 

– ED 

– ICU 

– Specialist databases 

– Discharge Summaries 



  



Clinical System 

• State build, shared domain 

• Key functions of implementation 

– Pathology / Radiology Orders 

– Pathology / Radiology Results 

– Discharge / Outpatient Medications 

 

SNOMED Terms used for Discharge Summaries 



Project Team 

• ROMeO- Results Orders Medications Online 

• Project Team approx 24 EFT 

– Mix of nurses, pharmacists, HIMs 

• 18 month implementation phase 

– Learning the system 

– Understanding clinical workflows 

– Testing / Change Requests 

No local / state SNOMED expert 

 



Implementation @ Austin Health 

• Go live – 15th June 2011 

• 5000+ staff to be trained 

• Training commenced 14 weeks out 

• Junior doctors had 2 hours training 

• Consultants had 1:1 post go live 

 
   No time to explain SNOMED 

 



Where is our SNOMED used?  

• Diagnosis 

• Problems 

• Procedures 

• Past medical / surgical history 

 

• Available for all clinical staff to use 

 



How do we use it? 

• Not linked decision support 

• No reporting system for SNOMED data 

 

 

….yet 

 

     

 



What it looks like for users 



But did you spot this? 

Does this compromise the quality? 



The search 



The results 



How it looks for recipients of the summary 



But how would you record these? 

Sepsis secondary to Cellulitis of Lower Limbs and necrotic L hallux 

 

 



How it is displayed on the summary 



Imagine this… 

Sepsis, duodenal cutaneous fistula, R paracolic 

gutter abscess with faecal contamination, wound 

infection, deconditioning, pressure ulcers, 

anaemia secondary to bile duct perforation 

 



How to add more structure 



Which direction to make it easier? 



What we thought might help 

• Subsets / Favourites 

– Specialty  

– General Comorbidities  

– Post Op Complications 

– Mimic a pre-admission form 

• Preliminary work 

– Based on ICD-10 codes 

 



What we did 

• General Comorbidities (10 folders, 250 terms) 

– Acute Coronary Syndrome 

• Angina, Angina Pectoris, NSTEMI, STEMI, Unstable Angina 

– Arrhythmia 

• Acute subendocardial infarction, AF, AV Block, Bradycardia, Heart block, 

Sick sinus syndrome, Sinus tachycardia, tachycardia, VT 

– Electrolyte imbalance  Gastroenterology  Hypotension 

Infection    Nutritional Deficiency  Overdose 

Renal   Respiratory 

 



What we did (cont) 

• Post Op complications (28 terms) 

– Postop nausea, postop shock, postop ileus, 

postop infection, post op confusion 

• Pre-admission form (80 terms) 

– Grouped by body system 

– Mix of finding and past procedures 

• No specialty subsets 

– Little time &exposure prior to go live  

 



Pre-Admission Form 



Why we’re not sure if it will help 

• Did we pick the right code to include? 

 

 



Why we’re not sure if it will help (cont) 

• Reducing selection for users 

• Putting terms in the mouth? 

• Is it too fiddly for end users? 

• Is there a best / standard approach for 

subset development 

 

Is freetext easier and quicker? Yes! 



User experience  

• Mostly junior staff using SNOMED 

• Training is intense 

• Documentation is least important 

• Want to create the summary… quickly! 

• Look up is fiddly 

• Building a personal favourite subset  

– 5 rotations per year! 

 



Where to now 

• Need our SNOMED data to analyse use 

• Senior clinical understanding: how / why 

• Clinical staff leading design 

 

SNOMED to be part of decision support  

for greatest impact 

 

 

 

 


