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NAl t hough much
been carried out there is a sense
at the coalface of hospital
medicine not a lot has changed.
Why not? What can be done
about iit?0

Scott |, Poole P, Jayathissa S. Int Med J. 2008

We donot know t he
harmi we donot have
systems to enable accurate
collection



» Where were (are) we?

National and state reporting had few elements of clinical quality
I they focussed on access, throughput, cost, service volumes
and descriptives, population health, payments

Reporting for safety was generally poorly understood, with little
measurable yield or benefit from the rollout of incident reporting
systems across most states and private hospital ownership
groups

Patient experience was not routinely and separately addressed
as part of reporting

National data collections were reported retrospectively, with a
time lag and a lack of granularity that did not support targeted
feedback, analysis and action for improvement



» Where would we like to be?

- Measures of appropriateness of care i are we doing it
right?

- Measures of effectivenessi are we getting it right?
- Measures of safety T are we causing harm?

- Measures of patient experience 1 are we listening
and being patient-centred?



» Where would we like to be?

- Measures of appropriateness of care i are we
doing it right?

- Measures of effectiveness (outcomes)i are we
getting it right?

- Measures of safety T are we causing harm?

- Measures of patient experience 1 are we listening
and being patient-centred?



» APPROPRIATENESS i RAND and the NEJM (2003)

| SPECIAL ARTICLE

The Quality of Health Care Delivered to Adults
in the United States

Elizabeth A. McGlynn, Ph.D., Steven M. Asch, M.D., M.P.H., John Adams, Ph.D.,
Joan Keesey, B.A., Jennifer Hicks, M.P.H., Ph.D., Alison DeCristofaro, M.P.H.,
and Eve A. Kerr, M.D., M.P.H.

ABSTRACT

BACKGROUND
We have little systematic information abour the extent to which standard processes in-  From RAND, Santa Monica, Calif. (EAM,,

volved in health care — a key element of quality — are delivered in the United States. ~ >M-A. JA, LK, JH. A.D.); the Veterans
Affairs [VA) Greater Los Angeles Health

Care System, Los Angeles (S.MA.); the De-
METHODS partment of Medicine, University of Califor-

RESULTS

Participants received 54.9 percent (95 percent confidence interval, 54.3 to 55.5) of rec-
ommended care. We found little difference among the proportion of recommended pre-
ventive care provided (54.9 percent), the proportion of recommended acute care pro-
vided (53.5 percent), and the proporton of recommended care provided for chronic

conditions (56.1 percent). Among differentmedical functons, adherence to the process-

from 78.7 percentof recommended care (95 percentconfidence interval, 73.3 to 84.2) for
senile cataract to 10.5 percent ofrecommended care (95 percentconfidenceinterval, 6.8
to 14.6) for alcohol dependence.

S T N PR TS N S I —

CONCLUSIONS
The deficits we have identified in adherence to recommended processes for basic care
pose serious threats to the health ofthe American public. Strategies to reduce these def-
icits in care are warranted.




» APPROPRIATENESS i RAND and the NEJM (2003)
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Source: McGlynn, Elizabeth; Asch, Steven; Adams, John et al. (2003). "The Quality of Health Care Delivered to
Adults in the United States." New England Journal of Medicine 348; 26, June 26, p. 2643. (www.nejm.org)




» Acute Coronary Syndrome

9 Kaplan-Meier survival curves for invasive versus conservative management among patients surviving to hospital discharge
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Chew D, et al, Invasive management and late clinical outcomes in contemporary Australian
management of acute coronary syndromes: observations from the ACACIA registry, MJA 2008;
188 (12): 691-697



» Where would we like to be?

- Measures of appropriateness of care i are we doing it
right?

- Measures of effectiveness of care1 are we getting
it right?

- Measures of safety T are we causing harm?

- Measures of patient experience 1 are we listening
and being patient-centred?



» Outcome measurement

Simulated 60 month renal graft survival by hospital
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» Variations in outcomes

Improvement achieved as research advanced

Initial intervention-data feedback,
/ site visits and CQl training
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» Where would we like to be?

- Measures of appropriateness of care 1 are we doing it
right?

- Measures of effectiveness of care 1 are we getting it
right?

- Measures of safety T are we causing harm?

- Measures of patient experience i are we listening and
being patient-centred?



» [he quality and safety problem

Experiencing an adverse event in an intensive care unit [1] 1:2
Being injured if you fall in hospital [2] 1:2
An adverse event in ICU being serious enough to cause death or 1:10
disability [3]

Experiencing an adverse event or near miss in hospital [4] 1:10
Experiencing a complication from a medication or drug [5] 1:20
Developing a hospital acquired infection [6] 1:30

[1] Andrews et al, 1997; [2] Schwendimann et al, 2006; [3] Andrews et al, 1997;
[4] CCGR data, average across studies in Australia, Canada, Denmark,
New Zealand, UK and USA; [5] Andrews et al, 1997; [6] Pittet, 2005;

Jeffrey Braithwaite
UNSW



» [he quality and safety problem

Being harmed while in hospital [7] 1:300
Dying from a medication error in hospital (as an inpatient) [8] 1:854
Having a retained foreign body after surgery (intra-abdominal) [9] 1:1,000
Being subjected to wrong site surgery [10] 1:112,999
Dying as a result of anaesthesia [11] 1 : 250,000
Contracting HIV as a result of a screened blood transfusion [12] 1:
2,600,000

[7] Multiple sources of data, averaged by CCGR across studies in Australia, Canada, Denmark, New
Zealand, UK and USA; [8] Kohn et al, 1999; [9] Gawande et al, 2003; [10] Kwann et al, 2006; [11]
JCAHOQO,1998; [12] Lackritz et al, 1995.

Jeffrey Braithwaite
UNSW



» Where would we like to be?

- Measures of appropriateness of care i are we doing it
right?

- Measures of effectiveness of care I are we getting it
right?

- Measures of safety 1 are we causing harm?

- Measures of patient experience 1T are we listening
and being patient-centred?



» Qualityylmprovementinithe Emergeney Depantmentent

Current perspectives on measures:

A Patient experience
- Structured approach
- Qualitative data
- Interviews two weeks after discharge

- Learnt about waiting

A Patient satisfaction
- Not useful

D. King.: 31 July 2010
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» Using what we gather 1 information for

Improved care

Public reporting

- Strong and consistent evidence that public reporting
stimulates gquality improvement in hospitals

- The majority of studies show significant positive impact
of public reporting on clinical outcomes

Board N, Watson D
MJA : 193 : 8 : 18 October 2010 593 - 594



» Using what we gather 1 information for

Improved care

Hospital level reporting

- Stimulates and focuses quality improvement initiatives
that support better care and better health

- Necessary for accountability and transparency

Board N, Watson D
MJA : 193 : 8 : 18 October 2010 593 - 594



» Reducing harm to patients from healthcare

assoclated infection: the role of surveillance

Reporting surveillance results to the public

The case for public reporting
AStimulation of quality improvement
APromotion of public trust and clinician accountability

ASupport for patient choice

Reducing harm to patients from healthcare associated infection: the role of surveillance,
ACSQHC, Windows 2008 Chapter 1, pg 32



» Reducing harm to patients from healthcare

assoclated infection: the role of surveillance

Reporting surveillance results to the public

The case against public reporting
AA focus on sort term goals
AReluctance to experiment for fear of poor performance

APrioritising of narrow objectives over inter-organisational
goals

AFocus on assessed areas

Reducing harm to patients from healthcare associated infection: the role of surveillance,
ACSQHC, Windows 2008 Chapter 1, pg 34



» Reducing harm to patients from healthcare

assoclated infection: the role of surveillance

Reporting surveillance results to the public

What do consumers want?
ADetailed locally relevant information
AHospital infection rates and cleanliness
AAccess via trusted intermediary

AOnce informed most donot use 1| nf

- Not trusted
- Not understood

Reducing harm to patients from healthcare associated infection: the role of surveillance,
ACSQHC, Windows Chapter 1, pg 34



» Using what we gather 1 information for

Improved care

Current national health care reporting

- AIHW

- Productivity Commission

- National Performance Authority

Board N, Watson D
MJA : 193 : 8 : 18 October 2010 593 - 594



» Australi aos Heal th 200

Table 9.2: Health status and outcomes indicators

Favourable Unfavourable
Indicator trend No trend trend Other

Health conditions: Incidence of heart attacks v
Health conditions: Incidence of cancer v

Human function: Severe or profound core activity
limitation (a)

Life expectancy and wellbeing: Life expectancy v

Life expectancy and wellbeing: Psychological distress v

Deaths: Potentially avoidable deaths (a)
Deaths: Infant mortality v

Deaths: Mortality for National Health Priority Area
diseases and conditions

Cancers
Coronary heart disease

Cerebrovascular disease

AN

All injuries
Falls v
Suicide (a)

Motor vehicle accidents v

(a) Data unavailable or not comparable. AIHW



» Productivity Commission & The

Australian: 2009

Queensland hospitals have worst record for killing,
maiming patients, botched operations
By Siobhain RyanThe AustralianJanuary 30, 2009 12:01am

« Queensland hospitals have worst
record

« Kill, maim patients in botched
operations

« NSW one of the safest

QUEENSLAND hospitals have the nation's
worst published record for killing or maiming
their patients through botched operations,
medication errors and other mistakes.

And NSW is one of the safest, reporting a B i
third fewer serious errors despite its larger Mistaks )

. . of the incidents, Queensland
population. accounted for over a quarter of the national

The figures, released in a Productivity total -

Commission report, provide a rare state-by-state breakdown of so-called "sentinel events” -
the most preventable and potentially deadly mistakes that occur every year in the nation's
hospitals, The Australian reports.



» Presentingdataal eagueitableses

Agams& Mtch | Home | Away |Strks Scores Av margin We L< | pts |Rndan] 1styr Ath
Beh L|w L |WL|High Low | W L |7pts 7pts|used| 2009 |Players Qs W
GEEI.ONGCATS 19 2 0 197 159 152.56% 5 0 4 2 6W 161 68 56 21 0 o0 32 2 (. SOURRC - SRSRY |

2 COLLINGWOOD 11 8 3 0 171 161 1187 137 106 928 12791% 32 5 1 3 2 IW 157 41 4 24 1 0 29 5 0 26 4
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11 PortAdelaide 1 5 6 0 126 129 885 146 145 1039 8518% 20 2 3 3 3 4. 110 30 10 34 2 1 35 8 6 20 7
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13 Melbourne 11 4 7 0 125 17 867 136 140 956 9069% 16 3 3 1 4 2L 133 46 30 30 1 2 35 1% 5 19 5
14 WestCoastEagles 11 3 8 0 129 129 903 157 139 1081 8353% 12 2 4 1 4 3L 102 5 20 29 0 1 33 13 4 17 3
15 Adelaide 1 3 8 0 118 124 832 151 132 1038 8015% 12 3 3 0 5 W 105 4 28 3% 0 O 34 9 6 16 4
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» Presenting data: Funnel Plots

Variation in % 'heads' when tossing a simple unbiassed coin
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Peter Baghurst, Scorecards, league tables and funnel plots for comparing health-care performance against
hospitals, www.achsi.org/pdf/wed.cc.baghurst.pdf



» Presenting data: Funnel plots

percentage of patients who died

hypothetical example of deaths following cardiac surgery
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Peter Baghurst, Scorecards, league tables and funnel plots for comparing health-care performance against
hospitals, www.achsi.org/pdf/wed.cc.baghurst.pdf



» [he big organisation funnel plot




» [he small organisation funnel plot




» Small v large data sets




» Small v large data sets




SMRs using diagnoses responsible for 80% of deaths
Public and Private hospitals combined
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» QUEENSLAND VLADs
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» QUEE ESNLSNDA/NDs: VAuABISTablen Funnel

Medical indicators LEGEND
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