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17yrs on

“Although much good work has
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 it?”

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

We don’t know the real rates of
harm — we don’t have the data
systems to enable accurate
collection
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» Australian Safety and Quality Health Care

Safe, high-
quality health
care is always:

What it means for me as a
consumer or patient:

Areas for action by people
in the health system:

2. Driven by
information

This means:

e using up-to-date
knowledge and
evidence to guide
decisions about care

e safety and quality
data are collected,
analysed and fed
back for improvement

e taking action to
improve patients’
experiences

My care is based on the best
knowledge and evidence.

2.1 Use agreed guidelines to
reduce inappropriate variation in
the delivery of care

2.2 Collecting and analysing safety
and quality data to improve care

The results of my treatment and my
experiences are used to help
improve care.

2.3 Learn from patients’ and carers’
experiences

2.4 Encourage and apply research
that will improve safety and quality




» Framework Consultation Outcomes

What matters to consumers:

- Involve them so that they can make
decisions about their care and plan their lives

- To learn from patients and carers
experiences

- To take action to prevent or minimise
harm from healthcare errors



» Framework Consultation Outcomes

What matters to those working in the
health system:

- Improve access for patients

- Reduce unjustified variation in standards of
care

- Restructure funding models to support
safe, appropriate care



» Where were (are) we?

National and state reporting had few elements of clinical quality
— 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 — are we doing it
right?

- Measures of effectiveness— are we getting it right?
- Measures of safety — are we causing harm?

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



» Principle Domains for Patient Safety and

Quality National Datasets
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Core, hospital based outcomes indicators
Patient safety reporting for hospitals
Patient experience and patient satisfaction
Practice-level indicators for primary care

Clinically specific measures of appropriateness
and effectiveness



» NHHN Agreement

Performance Accountability
Framework

National Performance Authority
COAG Reform Councill
ACSQHC

e Lead Clinicians Groups



» NHHN Agreement

Performance and Accountability Framework

18b: ‘national clinical quality and safety
standards developed by the
ACSQHC’

National Governance

19d: ‘continuation and expansion of the role of
the ACSQHC to set national clinical
standards for the delivery of health services’



» NHHN Agreement

The Australian Commission on Safety and
Quality in Health Care

Objectives

E27: ‘ New national clinical standards and
strengthened clinical governance will support
clinicians to lead the drive towards continuous

Improvement in quality and safeguarding high
standards of care.’



» ACSQHC Legislation

9. Functions of the Commission

(e) To formulate, In writing, standards relating to health
care safety and quality matters

() To formulate model national schemes that:

() Provide for the accreditation of organisations that provide health
care services; and

(i) Relate to health care safety and quality matters

Australian Parliament 29 September 2010



» Standards

1. Health Service Standards
« NSQH Standards, ACHS Standards

e Concerning systems and process development
* For internal service assessment or accreditation

2. Clinical Standards
 Clinical Standards for Heart Disease (NHS QIS)

* Focus on appropriate clinical practice
» Detall a clinical process
* For service specific or technical area of practice



» AHMC Considerations

Paterson Review (2005)

“That Ministers be provided with a plan to transform
accreditation arrangements to enhance the role of
accreditation in both quality improvement and in the
Implementation of agreed national standards.”
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» The Australian Quality Improvement Cycle

National Safety
And Quality
Standards

Health Sector
Programs

Identify issues Solutions, actions
and risks tools and supports

Data and Accreditation —
information Measurement
of systems,

actions and data




4

NSQH Standards

Process

Development occurred over the last 18 months

Standards were selected by using international and national
evidence

Focused on the areas where:

R

* Impact is on large number of patients

/

% Known gap between the current situation and best practice
outcomes

>

L)

* Improvement strategies exist that are
evidence-based and achievable

L)

Development involved collaboration with jurisdictions, experts,
consumers and key stakeholders



» Structure of Standards

« Standard - statement of intended actions & strategies

« Statement of intent - aspirational statement or
desired outcome for the standard

e Context - statement on the context in which the
Standards must be applied

 Criteria- the major components of the actions and
strategies to meet the standard

e |tem - the required activities to meet the criteria

« Measure - the requirement to demonstrate
compliance to monitor the effective implementation
and continuing successful operation of the standard



» 10 National Safety and Quality in Healthcare

Standards

National Safety and Quality Healthcare Standards

Standard 1
Governance
for Safety and

Quality

Standard 10
Falls Safety

Standard 9
Recognising and
Responding to
Clinical Standard 3
Deterioration Healthcare

Associated
Infection

Standard 2
Consumer
Engagement

Standard 4
Medication
Safety

Standard 6
Clinical
Handover




» Measures of Health Service Standards

Structure
o Consumer participation in a range of activities

e Evidence that clinical workforce has access to
medicines information at the point of care

« Evidence of policies for systems of use for blood
and blood product management exist

* Evidence of documentation within discharge
planning of referral to appropriate support for
patients at high risk of falls post discharge



» Measures of Health Service Standards

Process
o Staff compliance with Infection Control Guidelines

e Evidence that a documented and structured
process for clinical handover is in use

e Evidence that prevention interventions for pressure
ulcers are documented in the health service record

* Evidence that recognition and response systems for
clinical deterioration are monitored to ensure their
appropriateness and effectiveness



» Measures of Health Service Standards

Qutcome

* Proportion of inpatients with identification bands that
accurately match the patient’s identity

* Proportion of patients receiving blood where there is
documented consent

* Proportion of patients with documented pressure ulcers
and their state of severity

* Proportion of observation charts with complete sets of
observations



A number of areas ‘not met’
Agree with intent (reasonable)
Challenge with non-employed clinical
staff

Principles underpinning the standards

apply to all health organisations
Recommend a risk focus to apply



» Quality Standards

What is a Clinical Standard?
DoHA

‘National clinical standards are used to define the levels of
performance that are expected of an individual, a unit, a
hospital, a practice or a healthcare system’

Davis (1997)

‘Standards are the criteria or set of rules that describe the
expected levels of clinical and system behaviour as well as
courses of action based on research and experience’

John Wakefield, Queensland Health:

‘A statement of a level of performance to be achieved’



» NICE Quality Standards

Definition
‘A NICE Quality Standard is a set of 5-10 specific, concise

guality statements and associated measures that:

« Act as markers of high quality, clinically cost effective patient
care across a pathway or clinical area

« Are derived from the best available evidence from NICE
guidance and other sources accredited by NHS Evidence, and

« Are produced collaboratively with the NHS and social care,
professionals, along with their patients and service users’

++ National Quality Board 29 June 2010



» NICE Quality Standards

Typical process

 Prioritization
* Evidence gathering and synthesis

 Agreement on key components that form the
standard

* Development of indicators
* Promulgation of the standard and indicators

* Implementation of the indicators as routine local
quality reporting

« Monitoring the progress against the indicators



» NICE Quality Standards

Prioritization process

« Based on evidence in the following areas:

- Quality of care (including experience)
- Potential to improve quality
- Cost to and burden on the NHS

- Prevalence, mortality and health burden on the
population

- Considering equalities implications

+ National Quality Board 29 June 2010



» NICE Quality Standards

Quality Measure

‘A key part of the Quality Standard is the measure
that accompanies each quality statement. This
Includes advice on where or how to collect the
Information against it, to help organisations and
commissioners in measuring and assessing their
care against the NICE Quality Standard. Measures
are drawn from those that already exist where
possible and supplemented where required with
high level indicators.’

+ National Quality Board 29 June 2010



» APPROPRIATENESS — McGlynn: NEJM (2003)

How Often Recommended Care is Received,
Selected Conditions

Alcohol dependence 10.59%,

Hip fracture _ 22.8%
Atrial fibrillation | NN 24.7%
Diabetes mellitus T
OVERALL e o
Congestive heart failure — 63.99;,
Hypertension _ 64.7%
Prenatal care — 73.0%

75.7%
|

Breast cancer

o
| | | | | | |
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Source: McGlynn, Elizabeth; Asch, Steven; Adams, John et al. (2003). "The Quality of Health Care Deliverad to
Adults in the United States." New England Journal of Medicine 34B; 26, June 26, p. 2643. (www.nejm.org)




» Appropriateness — ACACIA Registry

9 Kaplan—-Meier survival curves for invasive versus conservative management among patients surviving to hospital discharge
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» Effectiveness - Outcome measurement

Simulated 60 month renal graft survival by hospital
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» Display of data — funnel plot

hypothetical example of deaths following cardiac surgery
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» NICE Quality Standards

Sir Andrew Dillon, CE of NICE

* ‘They are as much for the public and they have
been written in a way that will allow the public to get
an understanding of what they can get as an
iIndividual’

* ‘It is a way that they can hold the NHS to account’



» Display of data

Medical indicators

The medical indicators
cover in-hospital mortality,
complicetion of surgery,
readmission rate and the rate
of very long s:ay petients.
Hospital performance for
each medical indicator is
outlined in the table to the
right. Where & hospital’s
performance egainst an
indicator has been identified
as anfavourakle, the results
of the investigation are
previded.
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» Clinical Quality Standards

Monitoring and Standards Quality
Improvement

 Normal clinical variation means a standard will not
always be correct for every patient

e |ndicators should never be met 100% time
e Monitoring the variation is an important QI process



