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SECTION 1 
Project overview
1.1 Purpose
This project implements Visionflex virtual care technology at [Site] to enable safe, reliable virtual consultations and clinically meaningful use of peripherals (as applicable). The implementation will be embedded into existing clinical governance and safety systems, with clear accountabilities for quality and risk. 
1.2 Scope
In scope
Virtual consultation workflows for the Phase 1 use cases listed in Section 3.3, including required equipment setup, access control, staff training, privacy and consent workflow, and operational SOPs for go-live and BAU.
Out of scope (unless explicitly added)
Commissioning a new clinical service, redesign of EMR, procurement of internet services, hardware beyond the agreed bill of materials, and workforce recruitment.
1.3 Success criteria
Success is achieved when:
1. The site can run the Phase 1 use cases end-to-end using the agreed workflow and escalation pathway, with Clinical Lead sign-off. (Virtual care still requires the same safety and quality expectations as in-person care.) 
2. All key roles complete training and a short competency check appropriate to their role. 
3. Privacy, consent, and information handling steps are implemented in routine practice and documented. 
4. The service establishes a baseline usage and a 30/90-day review cadence to improve adoption and outcomes. 
1.4 Assumptions and constraints
[bookmark: _Toc219805095]Assumptions typically include minimum workable connectivity, availability of nominated champions, and IT support for access and network validation. Constraints usually include clinician time for training, competing priorities, and variability in external clinician availability.


SECTION 2 
Governance, roles, cadence
2.1 Clinical governance ownership
This implementation sits within the organisation’s clinical governance framework. The governing body and executive leadership are accountable for ensuring systems exist to support safe, high-quality care, while clinical leaders are responsible for defining and maintaining safe clinical workflows. 
Practical allocation for this project:
· CEO (Executive Sponsor): Accountable for resourcing, risk oversight, and organisational adoption.
· Head of Clinical (Clinical Lead): Responsible for “minimum safe workflow”, clinical appropriateness, escalation pathways, and clinical go-live sign-off.

2.2 Project roles
Use the table below and populate names.
	Role
	Name
	Organisation
	Responsibility summary

	Executive Sponsor (CEO)
	
	Customer
	Overall accountability, decision escalation

	Project Lead
	
	Customer
	Day-to-day delivery, RAID log, coordination

	Clinical Lead (Head of Clinical)
	
	Customer
	Workflow safety, escalation, clinical sign-off

	IT Lead
	
	Customer
	Network, device access, identity and security

	Privacy Officer (or delegate)
	
	Customer
	Privacy/consent and information handling

	Site Champions (min 2)
	
	Customer
	Local change leadership, peer support

	Visionflex Implementation Lead
	
	Visionflex
	Vendor delivery, enablement, issue triage



2.3 Meeting cadence
· Weekly implementation huddle (30 mins): Project Lead + Clinical Lead + IT Lead + Visionflex
· Go-live readiness checkpoint (45 mins): end of Deploy/Train phase
· Hypercare check-ins (15 mins): daily for first week if high volume, otherwise twice weekly
· 30-day review (30 mins): adoption, issues, workflow optimisation
· 90-day review (45 mins): outcomes, BAU embed, next use cases
(Embedding review and improvement into BAU aligns with established virtual care safety and quality guidance.) 
2.4 Decision rules
A decision is required when scope changes, clinical workflow changes, privacy risk changes, or go-live readiness is in question. Clinical safety decisions sit with the Clinical Lead, technical readiness decisions sit with the IT Lead, and resourcing decisions sit with the Executive Sponsor. 

[bookmark: _Toc219805096]SECTION 3
Readiness assessment and discovery
3.1 Current state snapshot
Document how things work today in two short paragraphs:
· How appointments and consults are booked, supported, and documented
· Who is present onsite during consults and how escalation is handled today
This becomes the baseline for measuring improvement and for training realism.
3.2 Readiness domains and sign-off
Readiness is assessed across five domains and recorded in a short scorecard.
	Domain
	What “ready” looks like
	Owner
	Status (R/A/G)
	Notes / actions

	Clinical workflow
	Phase 1 workflow agreed, escalation defined
	Clinical Lead
	
	

	People and change
	Champions nominated, training time allocated
	Project Lead
	
	

	Technical
	Network validated, access and accounts set
	IT Lead
	
	

	Privacy and consent
	Consent and information handling documented
	Privacy Officer
	
	

	External parties
	External clinician(s) invited and test booked
	Project Lead
	
	


Privacy items should be treated as implementation work, not just “policy awareness”, because health services routinely handle sensitive information and need clear handling practices. 
3.3 Phase 1 use cases (prioritised)
Select three Phase 1 use cases. Keep them simple and repeatable.
	Use case
	Description
	Why it matters
	Notes (constraints)

	UC1
	
	
	

	UC2
	
	
	

	UC3
	
	
	


When selecting use cases, apply a clinical appropriateness lens so staff are confident when virtual care is suitable and when an in-person pathway is needed. 
3.4 Risks, assumptions, issues, dependencies (RAID)
Maintain a living RAID log from week 1. This is where adoption blockers belong (not in email chains). Record owner, due date, and decision required.
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Solution design and workflow sign-off
4.1 Objective
Design the Phase 1 workflows so staff can deliver safe, consistent virtual care at [Site], with clear responsibilities for consent, clinical appropriateness, documentation, escalation, and failover when technology or connectivity is unreliable. This section ends with clinical and technical sign-off prior to go-live. 
4.2 Design principles
The workflow design should align with established expectations for safe care, including timely escalation of deterioration and reliable communication and documentation across care teams. 
For each use case, the design must make it obvious:
· when virtual care is appropriate and when it is not (and what happens next) 
· how consent is obtained and recorded 
· how the service escalates clinical concerns and who can trigger escalation 
· where documentation sits and how information is handed over safely 
4.3 Use case workflow sheet (complete one per Phase 1 use case)
Populate the template below for UC1, UC2, UC3. Keep it one page per use case.
	Field
	UC1
	Notes

	Use case name
	
	

	Intended outcomes
	
	Define what “better” looks like at the site

	Patient cohort and setting
	
	Clinic, outreach/mobile, in-home support

	Trigger and booking
	
	Who requests, how scheduled, how patient informed

	Participants and roles
	
	Onsite support person, clinician, interpreter, family

	Clinical appropriateness rules
	
	When virtual care is suitable, when to convert to in-person or ED pathway 

	Consent process
	
	How consent is obtained and documented in the record 

	Pre-call checks
	
	Identity verification approach, environment, equipment readiness

	In-consult steps
	
	How observations are captured, how peripherals are used (if relevant)

	Documentation requirements
	
	Where notes go, how results/images are stored, who documents what 

	Escalation pathway
	
	Deterioration recognition, who is contacted, timeframes, transfer pathway 

	Technology failover
	
	What happens if video fails: phone fallback, reschedule, alternate connection

	Post-consult follow-up
	
	Actions, referrals, patient instructions, bookings

	Quality checks
	
	What will be reviewed at 30 and 90 days


4.4 Escalation and deterioration recognition
Escalation must be explicit, rehearsed, and easy to follow under pressure. At minimum, define:
1. what constitutes deterioration or a “red flag” in each use case
2. who has authority to escalate (staff, clinicians, and in some models the patient or carer)
3. where escalation goes during business hours and after hours
4. what documentation is required for the escalation and handover
This aligns with national expectations that deterioration is recognised early and escalated appropriately, and with practical NSW guidance that escalation pathways must be clearly documented and communicated. 
4.5 Documentation and communicating for safety
For each use case, define a “single source of truth” for documentation (usually the patient clinical record) and how information is handed over across teams. Documentation expectations do not reduce in virtual care, and the safety risk is usually higher when information is split across systems or informal channels. 
Where images or device outputs are used, specify where they are stored, who can access them, and how long they are retained, consistent with the organisation’s privacy obligations. 
4.6 Consent and privacy integration
Consent should be obtained before the consult and recorded. The workflow should also address who else may be present (family, interpreters, support people) and how that is confirmed with the patient at the start of the consult. 
Privacy considerations should be built into the workflow rather than treated as a separate policy reminder, consistent with OAIC guidance for health service providers. 
4.7 External clinician touchpoints (GPs, specialists, partner services)
If external clinicians will join sessions, define a lightweight onboarding pathway: invitation, a scheduled test call, and a clear “how sessions are booked” process. NSW virtual care implementation guidance supports contacting local virtual care leads and establishing consistent service pathways as part of implementation. 
4.8 Sign-off checkpoint 
The site should not proceed to go-live until the following are signed off:
· Clinical Lead sign-off that each Phase 1 use case has an agreed minimum safe workflow, appropriateness rules, consent method, documentation expectations, and escalation pathway. 
· IT Lead sign-off that connectivity, access, and required devices are ready for testing and training.
· Project Lead sign-off that operational responsibilities are allocated and that the training plan in Section 8 can be delivered as scheduled.
Sign-off record
Clinical Lead: __________________ Date: //______
IT Lead: _______________________ Date: //______
Project Lead: __________________ Date: //______
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Technical deployment and validation
5.1 Objective
Deploy and validate the Visionflex solution at [Site] so Phase 1 use cases can run reliably, including under “real world” conditions such as variable bandwidth, shared Wi-Fi, and mobile coverage. The outcome of this section is a documented technical sign-off that confirms the site is ready for training, go-live, and hypercare. 
5.2 Technical build and asset control
The Project Lead and IT Lead should maintain a simple asset register that records the location, custodian, and serial numbers for all deployed devices and peripherals. This reduces delays during go-live and enables faster troubleshooting when equipment is moved between rooms, outreach vehicles, or sites.
For the build, confirm: device configuration, peripheral pairing, user access, and any local security requirements. If the customer requires their own standard operating environment build, schedule this early because it affects drivers, peripheral connectivity, and testing outcomes.
Where the deployment includes mobile or outreach, include a field for “transport and storage” so equipment handling is consistent and safe.
(ADHA and NSW ACI virtual care guidance (see References) both emphasise clear technical readiness and suitability checks as part of safe implementation.) 
5.3 Connectivity and environment validation
Connectivity is a common hidden failure point in clinics and remote settings, so validate it explicitly rather than assuming the network is adequate.
NSW ACI virtual care guidance (see References) provides a useful baseline for clinical video consultations, including a minimum recommended upload speed of 512 kbps, with higher speeds improving reliability and quality. 
At minimum, validate:
· the consultation location (Wi-Fi signal strength, contention at peak times, and whether a wired option exists)
· firewall and network constraints that may impact video calls
· the fallback pathway for low bandwidth (for example, switch to audio-only or telephone, then reschedule video when clinically appropriate)
· the environment for privacy (door, signage, sound bleed, camera positioning), because room setup is part of confidentiality and patient trust 
5.4 Identity, access, and user setup
Confirm how users will authenticate, which roles have access, and how accounts are managed when staff change. Define whether accounts are named or shared, and ensure the approach still supports auditability and safe use.
Your minimum acceptance for go-live should include:
· role-based access agreed by IT and Clinical Lead
· a clear process for onboarding and offboarding users
· published support contacts and escalation path for technical incidents
(ADHA provides standards and guidance for systems and technologies in virtual care services, including general requirements relevant to secure and reliable delivery.) 
5.5 Privacy and security controls
The customer should confirm that virtual care technology is used in a way that protects health information. This includes room privacy, access controls, and safe handling of any images or captured outputs.
Two practical reference points you can cite in the kit:
· OAIC’s Guide to health privacy (see References) (see References) for health service providers, which reinforces obligations when handling sensitive health information 
· ADHA’s security guidance for online conferencing technologies, which helps organisations assess solutions and apply basic security controls 
5.6 Test call procedure
ACI virtual care guidance (see References) recommends conducting a test call before the first appointment. The test can be completed by any trained team member and usually only needs to be done prior to the first appointment, unless there are changes to location, devices, or connectivity. 
Test call run sheet (template)
Record the results in the project log.
Test context
· Location: [room / outreach vehicle / in-home workflow]
· Connection type: [Wi-Fi / Ethernet / 4G/5G hotspot]
· Participants: [internal test user] + [external clinician or partner]
· Use case: [UC1/UC2/UC3]
Steps and pass criteria
1. Join call successfully within 2 minutes (pass/fail)
2. Video quality acceptable for the intended clinical use (pass/fail)
3. Audio is clear with no persistent dropouts (pass/fail)
4. Camera positioning supports clinical interaction and privacy (pass/fail) 
5. Peripheral check (if relevant): device connects, produces expected output, and data handling pathway is understood (pass/fail)
6. Failover check: simulate a bandwidth drop and confirm the fallback workflow is understood (pass/fail) 
Outcome
· Result: [Pass / Pass with issues / Fail]
· Issues and actions: [owner, due date]
· Retest required: [Yes/No]
5.7 Technical readiness checklist
Use this as the formal “definition of done” for Section 5.
	Item
	Acceptance criteria
	Owner
	Status

	Asset register complete
	All equipment recorded and assigned to a custodian
	IT Lead
	

	Consultation location validated
	Suitable room setup and privacy controls in place
	Project Lead
	

	Connectivity validated
	Meets minimum baseline and performs under load
	IT Lead
	

	Access and roles set
	Users can log in; roles align with workflow
	IT Lead
	

	Privacy and security reviewed
	Local requirements addressed; guidance considered
	Privacy Officer
	

	Test call completed
	End-to-end test passed for each Phase 1 use case
	Project Lead
	

	Support pathway published
	Staff know where to go for help and escalation
	Project Lead
	


5.8 Technical sign-off checkpoint
The site proceeds to Section 6 (privacy and consent detail) and Section 8 (training delivery) once the IT Lead confirms technical readiness and the Project Lead confirms the test call outcomes are acceptable for the Phase 1 workflows. NSW and ADHA guidance both reinforce that implementation should include explicit readiness checks and safe delivery preparation, not just installation. 
Sign-off record
IT Lead: _______________________ Date: //______
Project Lead: __________________ Date: //______
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Privacy, consent, and information handling
6.1 Objective
Establish a practical, documented approach to privacy, consent, and information handling for virtual care at [Site], aligned to Australian privacy obligations for health service providers. This section is designed to be usable by clinics, ACCHOs, remote teams, corporate health settings, and mobile or in-home workflows. 
6.2 Privacy framework and responsibilities
This implementation should align with the organisation’s privacy obligations under the Privacy Act 1988 and Australian Privacy Principles where applicable. The OAIC’s Guide to health privacy (see References) (see References) is an appropriate reference point for health service providers and should inform local procedures rather than sit on a shelf. 
Responsibilities for this project:
· Privacy Officer (or delegate) confirms the local privacy approach, reviews risks, and approves the site’s privacy and consent artefacts.
· Clinical Lead ensures consent and information handling steps are built into the clinical workflow and are consistently applied.
· IT Lead ensures appropriate access controls and security configuration are in place, including secure use of online conferencing technology. 
6.3 Data flow and information register
Create a short register that describes what information is handled during a virtual care encounter, where it is stored, and who can access it. This becomes the anchor for training and audits.
	Information type
	Source
	Where stored (system/location)
	Who can access
	Notes

	Consult notes
	Clinician
	[Clinical record/EMR]
	[Role-based]
	Single source of truth

	Images (if used)
	Peripherals/camera
	[Clinical record/approved repository]
	[Role-based]
	Include retention rules

	Call metadata
	Platform
	[Platform logs]
	IT / Admin
	Access controlled

	Patient identifiers
	Admin/Clinician
	[Clinical record]
	[Role-based]
	Minimise duplication


The NSW virtual care implementation guidance stresses privacy and security considerations as part of implementation, not as an afterthought. 
6.4 Consent model
Consent must be obtained and documented in a way that is understandable to the patient and appropriate to the context. AHPRA virtual care guidance (see References) emphasises informing patients what to expect, obtaining informed consent, and being clear about information sharing and recording. 
Use a simple, consistent consent approach:
Baseline consent points
At the start of the consult, the clinician (or onsite staff supporting the consult) confirms:
· the patient agrees to proceed via video or phone today
· who is present on each side of the call
· whether any additional parties are joining (family, interpreter, student) and the patient agrees
· whether the consult will be recorded (default is not recorded unless explicitly required and approved)
RACGP virtual care and telehealth guidance (see References) is clear that other parties should introduce themselves and patient consent should be confirmed for their participation. 
Documentation requirement
Record consent in the clinical note using a short standard phrase, for example:
“Consent confirmed for virtual consultation. Participants confirmed. No recording.”
6.5 Privacy and security controls for virtual care delivery
Define practical controls that reduce privacy and security risk without slowing clinicians down. The Australian Digital Health Agency guidance on using online conferencing technologies securely (see References) guide provides a sound baseline for technology assessment and operational controls. 
Minimum controls to document for the site:
· which platform(s) are approved for clinical use
· how meetings are created and who can join (links, waiting rooms, authentication where relevant)
· how staff avoid using personal accounts or unmanaged devices unless explicitly permitted
· how staff ensure the physical environment supports confidentiality (room privacy, signage, audio leakage)
6.6 Special situations that must be covered in the workflow
Third parties and family involvement
Always confirm who is in the room on both sides, and explicitly confirm consent for any third-party participation. 
Mobile and outreach
Document how staff handle privacy in vehicles or shared spaces, how devices are transported and secured, and what happens if a consult cannot be conducted privately.
In-home support
Document the approach to privacy when the patient is at home, including confirming who else is present and whether the patient is comfortable proceeding.
Recording and screenshots
Default position should be “no recording” unless there is a defined clinical, legal, or operational requirement and an approved policy pathway. If recording is ever used, the patient must be told, consent must be obtained, and storage and access must be controlled. AHPRA’s guidance explicitly calls out informed consent, particularly if recording is involved. 
6.7 Privacy checklist and local policy alignment
Use a recognised checklist as a cross-check against local policies. The Department of Health “Privacy Checklist for Telehealth (virtual care) Services” (see references) is a useful high-level prompt list for services delivering virtual care. 
For NSW customers (or customers aligning to NSW practice), the NSW Health Privacy Manual for Health Information is a relevant local reference for procedures and expectations. 
6.8 Incident and breach response
Document what staff do if something goes wrong, in plain language:
· what counts as a privacy incident (misdirected email, images stored in the wrong place, consult conducted where others could overhear, unauthorised access)
· who staff notify immediately
· how the incident is logged and reviewed
· how patients are informed if required under the organisation’s processes
This should align to the organisation’s broader privacy management approach as described by the OAIC’s health privacy guidance. 
6.9 ACCHO-specific considerations
For ACCHOs, add a short subsection that reinforces community control and culturally safe handling of information. At minimum, include a statement that data and reporting should be governed in a way consistent with Indigenous Data Sovereignty principles and local ACCHO governance expectations. The Australian Government’s framework for governance of Indigenous data references the Maiam nayri Wingara Indigenous Data Sovereignty Principles. 
This does not need to be heavy. One paragraph plus an internal governance approval step is usually enough, unless the customer requests deeper reporting and data sharing arrangements.
6.10 Deliverables and sign-off checkpoint
Deliverables produced in this section:
· Site privacy and consent one-pager (patient-facing, plain language)
· Staff quick guide (how to confirm consent, third parties, no recording by default)
· Data flow and information register (Section 6.3)
· Privacy incident pathway (who to contact, how to log)
Sign-off:
Privacy Officer (or delegate): __________________ Date: //______
Clinical Lead: ________________________________ Date: //______
IT Lead: _____________________________________ Date: //______
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Change management and communications
7.1 Objective
Build staff confidence and routine use of Visionflex virtual care workflows at [Site] so Phase 1 use cases become “how we do it here”, not a side project. This section focuses on behaviour change, local ownership, and clear communications that support safe integration into everyday care. NSW guidance for virtual care implementation explicitly calls out effective change management and a communications plan as part of governance and implementation. 
7.2 Change approach for a single site
Use a “model of care first” approach. Start with what the service is trying to achieve clinically and operationally, then position technology as the enabler. This reduces resistance and avoids a rollout that feels IT-led. 
In practice, adoption improves when staff can answer three questions without hesitation:
· When should I use virtual care for this patient and when should I not?
· What is the simplest safe workflow for the top use cases?
· What do I do if something goes wrong clinically or technically?
(These questions align closely with the best-practice implementation patterns in established implementation playbooks.) 
7.3 Stakeholders and key messages
Keep the message consistent but tailored by audience. The Project Lead maintains the stakeholder register and message map; the Executive Sponsor and Clinical Lead are the “faces” of the change.
Audience: Clinical staff
Position virtual care as a supported workflow with clear clinical guardrails, escalation, documentation expectations, and time-saving benefits for the service.
Audience: Admin and coordinators
Emphasise booking, room setup, patient preparation, and what a “good session” looks like so clinicians are not carrying admin load.
Audience: External clinicians and partners
Focus on simplicity: how to join, how bookings happen, what onsite support exists, and how information is shared.
Audience: Patients and community (especially ACCHO)
Lead with trust: choice, privacy, who will be present, and how virtual care supports timely access while keeping care connected to Country and community governance. NSW virtual care implementation resources include cultural safety considerations in virtual care service design. 
7.4 Champions and local ownership
Nominate at least two site champions and make the role explicit: practical peer support, short “floor walking” coaching, and a direct line into the issues log. Champions reduce reliance on the vendor and accelerate normalisation of workflows, which is consistent with common adoption guidance in implementation playbooks. 
7.5 Communications plan and schedule
Use the table below as the site’s minimum comms schedule. Keep messaging short and operational, and always include “what’s changing, when, who it helps, how to get support”.
	Timing
	Sender
	Audience
	Channel
	Purpose
	Artefact

	T-2 weeks
	CEO (Exec Sponsor)
	All site staff
	Email
	Why we are implementing virtual care, what success looks like, who is leading it
	CEO note

	T-10 days
	Project Lead
	Clinical + admin
	Email/Teams
	What is changing, Phase 1 use cases, training dates, where to find SOPs
	Staff launch email

	T-10 days
	Project Lead
	Champions
	Invite
	Confirm role expectations, time commitment, escalation pathway
	Champion invite

	T-7 days
	Clinical Lead
	Clinicians
	Huddle/briefing
	Clinical appropriateness, escalation, documentation, safety guardrails
	Clinical briefing pack

	T-7 days
	Project Lead
	External clinicians/partners
	Email
	How to join, booking pathway, test call booking, support contacts
	External clinician invite

	T-2 days
	Project Lead
	All site staff
	Email/Teams
	Go-live date, what to do on day 1, hypercare support hours
	Go-live reminder

	Go-live day
	Project Lead
	Clinical + admin
	Huddle
	Reinforce workflow and failover, confirm support
	Day 1 run sheet

	Week 1
	Project Lead
	Champions
	Short check-in
	Capture friction points, reinforce practice
	Issues log update

	Day 30
	CEO + Clinical Lead
	Steering group
	Review
	Adoption baseline, safety and quality feedback, next improvements
	30-day review summary

	Day 90
	CEO + Clinical Lead
	Steering group
	Review
	Outcomes, BAU embed, next use cases
	90-day optimisation plan


This style of structured communication and reinforcement aligns with NSW virtual care implementation guidance and general best-practice implementation playbooks. 
7.6 Feedback loop and reinforcement
Make it easy for staff to report problems and suggestions. The Project Lead maintains a simple log and closes the loop weekly so staff see progress. This is critical because early friction is usually what kills adoption, not the technology itself. Implementation playbooks emphasise iterative improvement and issue management during rollout and post go-live. 
7.7 Deliverables
At the end of Section 7, the site has a complete, ready-to-send comms pack and an agreed schedule:
· CEO note
· Staff launch email
· Champion invite
· External clinician invite
· “How it works” one-pager
· Go-live reminder
· 30-day review template
7.8 Sign-off checkpoint
Executive Sponsor (CEO): __________________ Date: //______
Project Lead: ____________________________ Date: //______
Clinical Lead: ___________________________ Date: //______
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SECTION 8 
Training and competency
8.1 Objective
Equip staff at [Site] with the practical skills, confidence, and judgement required to deliver safe, consistent virtual care for the Phase 1 use cases, including consent, identity confirmation, privacy, clinical appropriateness, escalation, and technology failover. This aligns with NSW virtual care education expectations and national regulator guidance that the same professional standards apply regardless of modality. 
8.2 Training approach
This plan uses three layers: role-based training, simulation on the actual workflows, then a lightweight competency check so go-live is based on evidence, not optimism. NSW Health’s virtual care education framework and training resources emphasise building capability for virtual care delivery, not just tool use. 
8.3 Training audiences (define roles for this site)
Populate this list for the site so training is targeted and short.
	Audience
	Typical roles
	Primary responsibility in the workflow

	Clinical users
	GPs, nurses, allied health, onsite clinicians
	Clinical delivery, consent, escalation, documentation

	Coordinators
	Reception, admin, care coordinators
	Booking, patient preparation, room setup, follow-up

	Champions
	Nominated clinical/admin champions
	Peer support, first-line coaching, feedback loop

	IT support
	IT or designated super user
	Access, network checks, troubleshooting, escalation


8.4 Training schedule 
Adjust timing to suit operational reality. Keep sessions short and repeatable.
	Timing
	Session
	Duration
	Audience
	Facilitator
	Output

	Week 1
	Orientation and use case walkthrough
	45 min
	All relevant staff
	Project Lead + Visionflex
	Shared understanding of UC1–UC3

	Week 1
	Secure setup and privacy basics
	30 min
	Clinical + admin + IT
	IT Lead + Visionflex
	Staff know “what not to do” and how to run sessions securely 

	Week 2
	Train-the-trainer
	60 min
	Champions
	Visionflex
	Champions able to coach peers

	Week 2
	Role-based clinical session
	45 min
	Clinical users
	Clinical Lead + Visionflex
	Consent, identity, appropriateness, escalation rehearsed 

	Week 2
	Coordinator workflow session
	30 min
	Admin/coordinators
	Project Lead
	Booking, prep, room privacy, follow-up

	Week 2
	Simulation lab
	60 min
	Mixed team
	Clinical Lead
	Run UC1–UC3 end-to-end including failover 

	Go-live week
	Quick refresh + hypercare briefing
	20 min
	All
	Project Lead
	Final reminders, support pathway

	Day 30
	Refresher + optimisation
	30 min
	Targeted
	Champions + Visionflex
	Fix friction points, expand confidence


8.5 Minimum training content 
Training content should explicitly cover regulator expectations and local safety requirements. AHPRA virtual care guidance (see References) highlights confirming identity, explaining what to expect, and obtaining informed consent, including if recording or an AI scribe is used. 
RACGP virtual care and telehealth guidance (see References) also reinforces consent, privacy, and risk management principles that translate well beyond general practice. 
Use these topic headings in your session plans:
· Preparing the environment for privacy and confidentiality
· Identity confirmation and participant introductions
· Consent script and documentation phrase
· Clinical appropriateness and when to convert to in-person or emergency pathways
· Escalation pathway and deterioration recognition
· Documentation expectations and information handling
· Technology basics, peripherals as applicable, and failover steps
· Secure use of conferencing and accounts (local policy aligned to ADHA guidance) 
8.6 Competency checklist (lightweight, role-based)
Competency is pass or needs follow-up coaching. Keep it practical, observed, and tied to UC1–UC3.
	Competency item
	Clinical users
	Coordinators
	Champions
	Evidence method

	Prepares environment for privacy (room, signage, audio leakage)
	Yes
	Yes
	Yes
	Observed setup 

	Confirms patient identity and who is present
	Yes
	Support
	Yes
	Observed start-of-call 

	Uses consent script and records consent appropriately
	Yes
	Support
	Yes
	Note review + observation 

	Applies appropriateness rules (knows when not to use virtual care)
	Yes
	No
	Yes
	Scenario questions 

	Runs UC1 end-to-end including documentation
	Yes
	Support
	Yes
	Simulation

	Runs UC2 end-to-end including escalation trigger
	Yes
	No
	Yes
	Simulation 

	Performs failover step correctly (video fails)
	Yes
	Yes
	Yes
	Simulated bandwidth drop 

	Knows support pathway and escalation contacts
	Yes
	Yes
	Yes
	Verbal confirmation


8.7 Training records and quality improvement
Maintain a simple register: attendance, competency status, and follow-up actions. This supports clinical governance and reduces risk during staff turnover. NSW virtual care resources emphasise building workforce capability and supporting clinicians with training and education. 
	Staff member
	Role
	Training completed (Y/N)
	Competent (Y/N)
	Follow-up required
	Date

	
	
	
	
	
	


8.8 Sign-off checkpoint
The site proceeds to go-live only when:
· Champions are trained and available in the first two weeks post go-live
· All staff scheduled for Phase 1 delivery have completed training and competency checks
· Clinical Lead confirms the team can run UC1–UC3 safely, including escalation and failover
This is consistent with regulator and guideline expectations that virtual care delivery must meet the same standards as in-person care and must be appropriately supported. 
Sign-off record
Clinical Lead: ________________________________ Date: //______
Project Lead: ________________________________ Date: //______
Visionflex Implementation Lead: ________________ Date: //______

[bookmark: _Toc219805102]SECTION 9 
Go-live and hypercare
9.1 Objective
Transition [Site] from “project mode” into routine delivery of the Phase 1 virtual care use cases (UC1–UC3), with a short, structured hypercare period that stabilises workflows, resolves early friction quickly, and builds staff confidence. NSW virtual care implementation guidance reinforces the need for clear go-live planning, support pathways, and ongoing review as part of implementation. 
9.2 Go-live model
For a single-site rollout, treat go-live as two linked events:
Technical go-live
The solution is installed, access is working, connectivity is validated, and test calls have passed for UC1–UC3.
Business go-live
Staff use the agreed workflows with real patients, documentation is completed correctly, consent is captured, and escalation and failover steps are applied when required.
This split is a useful pattern for avoiding “we’re live” before staff are actually ready to operate safely. 
9.3 Go-live entry criteria
Go-live proceeds when Sections 4 to 8 have been signed off, and the following are true:
· UC1–UC3 minimum safe workflows are signed off by the Clinical Lead. 
· A test call has been completed and recorded, and staff know the failover approach. 
· Staff scheduled to deliver Phase 1 have completed training and competency checks. 
· The support pathway is published and understood (who to contact, when, and how). 
9.4 Day 1 go-live run sheet (template)
This is the “operational script” for the first day. Keep it simple and visible.
Pre-start (30 minutes before first session)
Confirm the room setup, privacy, equipment power, connectivity, logins, and that the day’s bookings reflect UC1–UC3 only (avoid introducing new use cases on day 1). AHPRA and Medical Board guidance emphasise appropriate environment and continuity steps as part of safe virtual consultations. 
First consult of the day
Run with a champion present if possible. Confirm consent and participants explicitly, and ensure documentation is completed in the clinical record as per the agreed workflow. 
Between consults
Capture any friction immediately into the Issues Log (Section 9.6) and apply fixes same day where feasible.
End-of-day huddle (10–15 minutes)
Review: number of sessions completed, what worked, what failed, actions with owners and dates. This “tight loop” aligns with common implementation playbook patterns and NSW guidance that implementation should include active review and improvement. 
9.5 Hypercare plan (recommended 2 weeks)
Hypercare is structured support after business go-live. The aim is to reduce early drop-off in adoption by resolving issues quickly and reinforcing good practice.
Hypercare coverage model
Week 1: short daily check-in on operating days (10–15 minutes).
Week 2: two check-ins (for example, Tuesday and Thursday).
Escalate to an ad hoc huddle if there is a safety risk, repeated technical failures, or staff confidence drops.
NSW and related Australian implementation resources highlight the value of test calls, support, and continuous feedback early in deployment. 
Hypercare agenda
· Adoption: sessions completed by use case, who used it, where it stuck
· Safety and quality: any near misses, escalation events, consent or documentation issues
· Technical: repeated failure modes, connectivity patterns, peripherals performance
· Actions: owners, dates, retest requirements
9.6 Issues log template (RAID for go-live)
Use one shared log. This becomes the single source of truth during hypercare.
	ID
	Date
	Category: (Clinical / Workflow / Tech / Privacy /Training)
	Description
	Impact
	Owner
	Action
	Due date
	Status

	
	
	
	
	
	
	
	
	


Where issues touch clinical safety, escalation, consent, or documentation, treat them as priority. AHPRA virtual care guidance (see References) makes clear that records, follow-up, and continuity remain essential after virtual consultations. 
9.7 Go-live escalation pathways
Document two clear pathways so staff do not hesitate.
Clinical escalation
If a patient deteriorates or a red flag is identified, follow the site escalation pathway defined in Section 4, including after-hours rules. This aligns with NSW safety expectations for virtual care models that require clear escalation and safety governance. 
Technical escalation
If video fails or equipment does not function, apply the failover step immediately (audio-only or phone, or reschedule if clinically appropriate), then log the issue and escalate to IT or Visionflex support based on the support pathway. Australian virtual care implementation resources (see References) explicitly recommend test calls and structured support to address issues early. 
9.8 Go-live exit criteria
Hypercare can close when the site demonstrates stable BAU operation:
· UC1–UC3 can be run reliably without vendor support for routine cases
· Champions can coach peers and address common issues
· There are no open high-risk clinical, privacy, or security issues
· A 30-day review meeting is scheduled and the BAU owner is confirmed
(Closing hypercare into a defined BAU review cadence is consistent with NSW virtual care implementation guidance on ongoing use and improvement.) 
9.9 Sign-off checkpoint
Project Lead: ________________________________ Date: //______
Clinical Lead: ________________________________ Date: //______
IT Lead: _____________________________________ Date: //______
Visionflex Implementation Lead: ________________ Date: //______
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BAU operations and continuous improvement
10.1 Objective
Embed Visionflex virtual care into routine operations at [Site] with clear BAU ownership, documented SOPs, a consistent support model, and a simple monitoring and evaluation cycle that drives safe uptake and ongoing improvement. NSW guidance is explicit that monitoring and evaluation underpin continuous improvement in virtual care services. 
10.2 BAU ownership and accountability
Once hypercare closes, BAU ownership must be assigned so virtual care is not dependent on the original project team.
Recommended BAU roles (single site)
· Service Owner (Accountable): Head of Clinical (or delegated clinical governance lead)
· Operations Owner (Responsible): Practice Manager, Clinic Operations Manager, or Nurse Unit Manager (site dependent)
· Technical Owner (Responsible): IT Lead or nominated IT support function
· Quality and Risk (Consulted): Privacy Officer and clinical governance committee as applicable
This aligns with Australian virtual care governance expectations that safety and quality systems should be integrated with existing governance processes and reviewed over time. 
BAU handover record
Service Owner: __________________ Date: //______
Operations Owner: _______________ Date: //______
Technical Owner: ________________ Date: //______
10.3 SOP embedding and document control
All operational SOPs created in this kit should move into the customer’s document control system (or agreed shared location) with version control and review dates.
Minimum SOP set for BAU:
· Virtual care session SOP (clinic-based)
· Mobile/outreach SOP (if applicable)
· In-home support SOP (if applicable)
· Escalation and deterioration pathway
· Troubleshooting and technical failover
· Privacy, consent, and information handling quick guide
Safety and quality bodies emphasise that virtual care needs clear workflows and integration into safety and quality frameworks, rather than being treated as “separate”. 
Document review cadence
· 90 days after go-live (first review)
· Then every 12 months, or sooner if a safety event, material change to workflow, or platform change occurs
10.4 Support model in BAU
Define what the site handles internally versus what is escalated.
Tiered support approach
· Tier 0: Self-service (quick guides, “how to” one-pager, known issues list)
· Tier 1: Champions and local super users (workflow questions, basic setup)
· Tier 2: Customer IT support (access, connectivity, device issues)
· Tier 3: Visionflex support (platform-specific issues, peripherals, advanced troubleshooting)
The BAU model should preserve clinical safety responsibilities and documentation expectations regardless of modality, consistent with AHPRA virtual care guidance (see References) on virtual care responsibilities. 
10.5 Monitoring and evaluation framework
Keep monitoring light but meaningful. The aim is to detect risk early, demonstrate value, and guide workflow improvements.
A practical reference model is NSW ACI’s virtual care monitoring and evaluation guidance, supported by safety and quality resources from the Commission and NSW CEC that emphasise embedding virtual care into safety and quality systems. 
What to monitor (minimum dataset)
Use four buckets so it stays balanced:
1. Activity and adoption
2. Safety and quality
3. Experience (patient and clinician)
4. Reliability and operations
10.6 KPI set (site-friendly, practical and site-friendly)
Adoption and activity
· Number of virtual care sessions per week (by use case UC1–UC3)
· Active users per fortnight (clinical and admin)
· Sessions completed without support intervention
Safety and quality
· Escalations triggered (count, type, outcome)
· Documentation compliance spot check (small sample)
· Privacy incidents or near misses (count, resolved within agreed timeframe)
Experience
· Patient experience pulse (1–2 questions, optional free text)
· Clinician confidence pulse (quick monthly)
Reliability
· Call success rate (completed as planned)
· Primary failure reason (connectivity, device, workflow, user error)
· Mean time to resolve recurring issues
This aligns with the broader Australian direction that virtual care should be governed with safety and quality monitoring, and continuously improved through review cycles. 
10.7 Monthly BAU review pack (template)
Keep this to one page plus an issues appendix.
Monthly Virtual Care Review Pack (one page)
Organisation/Site: [ ] Month: [ ] Owner: [ ]
1) Activity
· Total sessions: [ ]
· By use case: UC1 [ ], UC2 [ ], UC3 [ ]
· Top 3 clinicians/teams using: [ ]
2) Safety and quality
· Escalations: [ ] (brief summary of any trends)
· Documentation spot check: [pass/fail, notes]
· Privacy incidents/near misses: [ ] (actions closed: [Y/N])
3) Experience
· Patient pulse: [score/summary]
· Staff pulse: [score/summary]
4) Reliability
· Call success rate: [ ]
· Main failure reasons: [ ]
· Fixes implemented this month: [ ]
5) Decisions and actions
· Decision required: [ ]
· Actions (owner, due date): [ ]
Monitoring and evaluation as an ongoing BAU practice is a core NSW ACI principle for virtual care services. 
10.8 30-day review template (post go-live)
Purpose: stabilise adoption and resolve workflow friction.
Inputs
· Activity baseline (first month)
· Issues log summary
· Any safety events or near misses
· Staff confidence feedback
Outputs
· Updated “known issues and workarounds”
· Training top-ups scheduled (targeted, short)
· One workflow improvement per use case (UC1–UC3)
· Confirm BAU owner is active and meeting cadence is working
This matches the NSW approach that virtual care should be monitored and improved continuously after implementation. 
10.9 90-day optimisation review template
Purpose: move from stabilisation to benefits realisation and expansion.
Review topics
· Are UC1–UC3 delivering the intended outcomes?
· Where are sessions failing and why?
· Are escalation and documentation steps being followed in practice?
· Is consent being consistently confirmed and recorded?
· What is the next best use case to add (UC4), and what changes are required?
Outputs
· Prioritised optimisation backlog (top 5 items)
· Decision on scaling (mobile/outreach, in-home, additional partners)
· Refresher training plan for new starters and low-confidence roles
· Updated SOP review schedule
Embedding virtual care in organisational safety and quality frameworks and using monitoring to improve care is reinforced across NSW CEC and Victorian operational framework guidance. 
10.10 Sign-off checkpoint
Service Owner (Clinical): ________________________ Date: //______
Operations Owner: _____________________________ Date: //______
Technical Owner: ______________________________ Date: //______
Visionflex (handover complete): _________________ Date: //______
[bookmark: _Toc219805104]References and useful resources
These links are provided for convenience. Customers should apply their own governance, policies and jurisdictional requirements.

R1. AHPRA – Information for practitioners who provide virtual care: https://www.ahpra.gov.au/Resources/Information-for-practitioners-who-provide-virtual-care.aspx
R2. Medical Board of Australia – Telehealth consultations with patients: https://www.medicalboard.gov.au/Codes-Guidelines-Policies/Telehealth-consultations-with-patients.aspx
R3. RACGP – Principles for conducting telephone and video consultations (consent, introductions): https://www.racgp.org.au/running-a-practice/technology/clinical-technology/telehealth/guide-to-providing-telephone-and-video-consultatio/principles-for-conducting-telehealth-consultations
R4. OAIC – Guide to health privacy: https://www.oaic.gov.au/privacy/privacy-guidance-for-organisations-and-government-agencies/health-service-providers/guide-to-health-privacy
R5. Australian Digital Health Agency – Using Online Conferencing Technologies Securely (PDF): https://www.digitalhealth.gov.au/sites/default/files/2020-11/Online_conferencing_technologies-Connected_secure_consultations.pdf
R6. NSW Agency for Clinical Innovation – Virtual care in practice: Implementation: https://aci.health.nsw.gov.au/virtual-care-in-practice/implementation
R7. NSW Agency for Clinical Innovation – Monitoring, evaluation and research: https://aci.health.nsw.gov.au/virtual-care-in-practice/implementation/monitoring-and-evaluation
R8. Australian Commission on Safety and Quality in Health Care – Safety and quality in virtual care: https://www.safetyandquality.gov.au/our-work/e-health-safety/safety-and-quality-virtual-care
R9. ACSQHC – Recognising and Responding to Acute Deterioration Standard: https://www.safetyandquality.gov.au/standards/nsqhs-standards/recognising-and-responding-acute-deterioration-standard
R10. NSW Clinical Excellence Commission – Embedding virtual care in safety and quality frameworks (PDF): https://www.cec.health.nsw.gov.au/__data/assets/pdf_file/0010/805906/Embedding-virtual-care-in-safety-and-quality-frameworks.pdf
R11. Victorian Department of Health – Virtual Care Operational Framework core elements: https://www.health.vic.gov.au/virtual-care-operational-framework/virtual-care-operating-framework
R12. MBS Online - Factsheet Privacy checklist for telehealth services https://www.mbsonline.gov.au/internet/mbsonline/publishing.nsf/Content/F47F4FC1848FAEC2CA25855D008395C9/$File/Factsheet-privacy-checklist-for-telehealth-services-20200804.pdf
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