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Thank you!



My background…



My background… 





(My choice thereof….)







Towards ….



Accountability to the community

Minimising harm  

Increasing reliability

Sustainable change





• How do you know your facility is doing a good 
job?

• How do you know each team / department / 
ward / unit in your facility is doing a good job?

• How does the LHD know your facility is doing a 
good job?

• How do patients and the community know you 
are doing a good job?

Some questions….





NRMA / RACV Survey, 2008

94% of male drivers believe they 
are better than average drivers





How can 
you tell?

You have to 
measure



“If you don’t take a temperature, 
you won’t find a fever….”

Paraphrased from “House of God” 
by Samuel Shem



Patient safety surveillance



• Measurement is fundamental to advancing safety and 
quality improvement – meaningful metrics are required 
to understand what the major safety issues are across 
the care continuum, to proactively mitigate patient 
safety risks and to stimulate improvement.29,30

• Evidence demonstrates that the provision of relevant 
and timely clinical information to clinicians and 
managers is an effective driver of safety and quality 
improvement.31,32

Measurement is fundamental to improving safety
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Box 5: Improvements in patient outcomes 
arising from implementation of the first 
edition of the NSQHS Standards 2013–2018



A drop in the yearly number of methicillin-resistant Staphylococcus 
aureus bacteraemia cases between 2010–11 and 2016–17 from 505 
to 29053,54

A decline in the Staphylococcus aureus bacteraemia rate per 10,000 
patient days under surveillance between 2010–11 and 2016–17 from 
1.1 to 0.76 cases53,54

A decline of almost one-half in the national rate of central line-
associated bloodstream infections between 2012–13 and 2013–14 
from 1.02 to 0.64 per 1,000 line days

Key changes observed following 
implementation of the first edition of the 
NSQHS Standards included:28



The number of hospitals with antimicrobial stewardship 
increased from 36% in 2010 to 98% in 2015
Formularies restricting use of broad-spectrum 
antimicrobials increased from 41% in 2010 to 86% in 
2015
Better documentation of adverse drug reactions and 
medication history

Key changes observed following 
implementation of the first edition of the 
NSQHS Standards included:28



Reduction in yearly red blood cell issues by the National 
Blood Authority between mid-2010 and mid-2015 from 
about 800,000 units to 667,000 units
Declining rates of in-hospital cardiac arrest and intensive 
care unit admissions following cardiac arrests:  NSW 
Between the Flags program report 51.5% decrease in 
cardiac arrest rates between 2010 and 2016

Key changes observed following 
implementation of the first edition of the 
NSQHS Standards included:28



Victorian hospitals report a 20% relative reduction in monthly cardiac 
arrest rates between 2010 and 2014
Early warning or track and trigger tools in 96% of recognition and 
response systems in 2015, compared with 35% in 2010
The majority of hospital boards or their governance equivalent (84%) 
reported that as a result of the NSQHS Standards the board 
understood and enacted their roles and responsibilities concerning 
patient safety and quality. 

Key changes observed following 
implementation of the first edition of the 
NSQHS Standards included:28



Implementation of an open disclosure response 
consistent with national and local standards 
Ensuring that incident management and investigation 
systems provide adequate surveillance to recognise 
major safety lapses and risks 
Implementation of corrective action in response to 
identified patient safety risks and lapses 
Establishment of complaint management systems that 
include a partnership with patients and carers

Box 6: Areas requiring further action to 
support safety and quality improvement



Implementation of informed patient consent
Ensuring a robust and positive safety culture 
Clearly understanding the roles and responsibilities of 
governing bodies, the executive, clinical teams and 
clinicians in clinical governance.9

Box 6: Areas requiring further action to 
support safety and quality improvement



Sentinel events

Sentinel events are a subset of clinical incidents that 
are wholly preventable and result in serious harm to, 
or death of, a patient



Surgery or other invasive procedure performed on the wrong site 
resulting in serious harm or death 
Surgery or other invasive procedure performed on the wrong patient 
resulting in serious harm or death 
Wrong surgical or other invasive procedure performed on a patient 
resulting in serious harm or death 
Unintended retention of a foreign object in a patient after surgery or 
other invasive procedure resulting in serious harm or death 

Australian sentinel events list (Version 2)



Haemolytic blood transfusion reaction resulting from ABO blood type 
incompatibility resulting in serious harm or death 
Suspected suicide of a patient in an acute psychiatric unit or acute 
psychiatric ward 
Medication error resulting in serious harm or death 
Use of physical or mechanical restraint resulting in serious harm or 
death 
Discharge or release of an infant or child to an unauthorised person 
Use of an incorrectly positioned oro- or naso-gastric tube resulting in 
serious harm or death.35

Australian sentinel events list (Version 2)



Sentinel events





Critical Incidents and Open Disclosure

Open disclosure and discussion of clinical incidents resulting in harm 
with patients, their families and carers is important. 
It entails 
• an apology, 
• explaining what occurred 
• discussing the experience and consequences
• and describing what steps are being taken to manage the incident 

and prevent recurrence. 
Australia has instituted open disclosure policies as a regulatory 
requirement, guided by the Australian Open Disclosure Framework.20



Critical Incidents and Open Disclosure
Open disclosure has been shown to convey a range of benefits. 
For patients, their families and carers 
• can allay feelings of anxiety and abandonment after harm 
• shown to have a cooling effect on desires to litigate –
• most commonly motivated by patients simply wishing to find out 

exactly what happened (esp. when faced with evasion and lack of 
communication).40 

For providers, who can be seen as the ‘second victims’ of harm, open 
disclosure can be a healing process.41 

Open disclosure – endorsed and supported by organisational leaders –
also contributes to the ‘just culture’.40 



Hospital Acquired Complications: 
HACs



• To be included on the list of HACs, the following criteria 
must be considered: 

Preventability A HAC refers to a complication for which clinical risk mitigation 
strategies may reduce (but not necessarily eliminate) the risk of that 
complication occurring

Patient impact Severity of the complication, impact on the patient in terms of both 
short and long term consequences, increased length of stay and 
additional treatment 

Service impact Impact on the cost of care, staff resources, increased length of stay 
Clinical priority  Is this an area of concern for clinicians?

Has this been raised in research as an area of concern? 

HACs prioritisation criteria



39www.ihpa.gov.au

COAG 1 April 2016

All jurisdictions agreed to take action to improve the quality of care in hospitals 
and reduce the number of avoidable admissions, by:

• improving hospital pricing mechanisms to reflect the safety and quality of 
hospital services by reducing funding for unnecessary or unsafe care –
reducing hospital-acquired complications will improve patient safety; and

• reducing the number of avoidable hospital readmissions.



HACs

In the financial year 2017–
18, admissions associated 
with HACs were estimated 
by the Commission to cost 
the public sector $4.1 
billion** or 8.9%*** of 
total hospital expenditure. 



HACs





Reducing healthcare-associated infections



Reducing healthcare-associated infections
Strategies include: 
• The National Hand Hygiene Initiative47 

• The development of standard definitions for the surveillance of Staphylococcus 
aureus bacteremia (SAB), central line-associated blood stream infections and 
Clostridium difficile infection 

• The national surveillance initiative for the prevention of HAIs, contributing to a 
national definition of SAB and the reporting and monitoring of SAB rates nationally 

• Antimicrobial Stewardship programs 
• The Antimicrobial Stewardship Clinical Care Standard48 

• Clinician capacity building 
• The Australian Guidelines for the Prevention and Control of Infection in Healthcare 

in conjunction with the National Health and Medical Research Council49 

• Strategies to reduce multi-resistant organisms and for surveillance of surgical site 
infection 

• The Antimicrobial Use and Resistance in Australia Surveillance System50 

• Activities undertaken by the states and territories.46 



Reducing healthcare-associated infections
Key outcomes include:
• An increase in the overall hand hygiene compliance rate in public and 

private hospitals from 63% in 2009 to 84% in 201751, 52

• A decline in the Staphylococcus aureus bacteraemia (SAB) rate per 
10,000 patient days under surveillance from 1.1 to 0.76 between 
2010–1153 and 2016–1754

• A reduction in the yearly number of methicillin-resistant 
Staphylococcus aureus (MRSA) bacteraemia cases in Australian 
public hospitals from 505 to 290 between 2010–1153 and 2016–1754 

• A decline in the national rate of central line-associated blood stream 
infections (CLABSI) from 1.02 to 0.64 per 1,000 line days between 
2012–13 and 2013–14.28, 46,55



Setting national goals



















Reducing HACs locally
There is a strong drive to 
increase the focus on more 
accurate measurement and 
monitoring of HACs as part of a 
national approach to reducing 
HACs. 



Resources
Commission website  

March 2018

The Lamp and Australian Nursing 
and Midwifery Journal (150,000) –

July  2018

Promotion on the ANMF 
website

To hospitals and others 
– July 2018



PRESENTATION NAME – MONTH YYYY
PRESENTER NAME 57



Avoidable hospital readmissions

Avoidable hospital readmissions are costly, and rates remain 
relatively steady. However, action is being taken to improve data 
collection which can be used to inform local quality improvement.

Rates of avoidable hospital readmissions provide another insight into the 
safety and quality performance of the health system. An avoidable hospital 
readmission occurs when a patient who has been discharged from hospital 
is admitted again within a certain time interval, and the readmission:
Is clinically related to the original admission, and
Has the potential to be avoided through improved clinical management 
and/or appropriate discharge planning in the original admission.56







Avoidable hospital readmissions



Health Care Variation





Quality of care – appropriateness
What are the reasons for variation?
Rates of an intervention that are substantially higher or lower in some 
areas can highlight:
Clinical practice that is not supported by evidence-based guidelines
Inequity of access to evidence-based care, and the need to deliver 
services more fairly
Higher rates of private health insurance in areas of greater 
socioeconomic advantage
Inadequate system supports for appropriate care, and the need for 
changes in training or financial incentives
Uncertainty about the intervention’s place in therapy, and the need for 
better data on its benefits and harms.

Differences in the ages of different populations are accounted for in the data analysis to allow comparisons between populations
with different age structures. All rates are based on a person’s place of residence, not the location of the hospital or health service 
where they were treated.



Knee arthroscopy



Actions by the commission to improve 
treatment for Osteoarthritis of the knee



"Here is Edward Bear, coming 
downstairs, bump, bump, bump, on the 
back of his head, behind Christopher 
Robin. It is, as far as he knows, the 
only way of coming downstairs, but

sometimes he feels that there really 
is another way, 

if only he could stop bumping for a 
moment and think of it" 

A.A. Milne
"Winnie-the-Pooh"



Value based care



Value-based health care is about achieving the best care 
possible for each patient while maintaining an efficient 
use of resources.5

What we mean by value based care



• Importantly, the strategy provides a common goal for patients, 
clinicians, provider organisations, administrators, governments and 
policy makers, because it places patient outcomes as the focus 
for health system performance. 

• Creating high-performing health systems involves 
⎻ delivering services that improve health outcomes that matter to 

patients; 
⎻ understanding and improving the experience of both staff and 

consumers; 
⎻ and ensuring the efficiency and effectiveness of healthcare 

delivery.

Value-based care



The Commission has been supporting the achievement of value-
based health care by fostering system change in five key areas to: 
• Focus on people: understanding and responding to what matters to 

consumers and staff 
• Measure and report on safety and quality: using data to identify, monitor 

and report on patient experience and outcomes, staff experience, costs 
and variation in practice. This means focusing on a new generation of 
outcome indicators that show how well health systems are serving 
people’s needs, including patient reported experience and outcome 
measures 

• Use evidence-based guidance and policy: using evidence to inform clinical 
practice and improvement 

• Strengthen clinical governance: embedding accountability and strategies 
for safety and quality within organisational governance 

• Embed safety and quality into national systems: using information and 
knowledge about safety and quality to inform national systems. 





Person - centred care



High performing person-centred 
health care organisations



Ensuring robust health information standards and clinical 
indicators are available for health service organisation 
and system use
Providing a model for local, regional and national 
monitoring of patient safety and quality
Supporting consistent and transparent public reporting on 
safety and quality by all sectors of the health system, 
including both public and private hospitals.

Key to effective measurement:



In 2014, Vincent described ten guiding principles for safety measurement 
and monitoring in health care. These included:
• “A single measure of safety is a fantasy 
• Safety monitoring is critical and does not receive sufficient recognition
• Anticipation and proactive approaches to safety
• Integration and learning: invest in technology and expertise in data analysis 
• Mapping safety measurement and monitoring across the organisation
• A blend of externally required metrics and local development
• Clarity of purpose is needed when developing safety measures
• Empowering and devolving responsibility for the development and monitoring of 

safety metrics is essential
• Collaboration between regulators and the regulated is critical
• Beware of perverse incentives.”96

Box 9: Ten guiding principles for safety 
measurement and monitoring



Australia has been described as lagging behind and ‘less 
advanced’ than many countries when it comes to public 
reporting of healthcare safety and quality. 
A number of reports have signalled a commitment by the 
Australian Government for increased transparency in 
reporting about health services, particularly to:
Promote informed decision-making by the people using 
those services
Contribute to quality improvement and quality assurance.

National reporting



There are varying degrees of public reporting across the states and 
territories, ranging from well-developed public reporting mechanisms 
such as those in South Australia100, Queensland101 and New South 
Wales102, to other less developed models.
Although most hospitals in Australia measure and collect information 
on adverse events, clinical incidents, and other patient clinical record 
data, the indicators used for collection are not consistent across the 
sector, and it is not always clear how the information collected is 
used for local improvement.

Local reporting



Potential indicators



AHPEQS



The Commission’s work involves the development of evidence-based 
policy and guidance, and includes: 
• Undertaking and using research to inform new policies and 

guidance to improve the safety and quality of health care 
• Supporting data collection and analysis to inform decision making 

and approaches 
• Developing policies that incentivise the use of evidence-based 

approaches. 
The Commission has developed a range of clinical care standards 
describing quality care for a range of conditions where there has 
been variation in practice. 

Evidence-based policy and guidance



Clinical care standards play an important role in 
guiding the delivery of appropriate care and 
reducing unwarranted variation. 
Each clinical care standard is developed
• in collaboration with a topic working group of 

clinicians, researchers and consumers, using
• the most current evidence from guidelines 

and standards, 
• information about gaps between evidence 

and practice, 
• their expertise and knowledge of the issues 

affecting the appropriate delivery of care, 
• and consideration of issues that are 

important to consumers. 

Clinical care standards Antimicrobial stewardship 
Acute coronary syndrome 
Acute stroke
Colonoscopy
Delirium
Heavy menstrual bleeding
Hip fracture
Osteoarthritis of the knee  
Venous thromboembolism
Cataract*
Peripheral Venous Access**



Help people to know what care to expect for a particular clinical 
condition; help them make informed decisions about treatment in 
collaboration with their health professional
Provide guidance to health professionals so they can deliver quality 
care and have informed discussions about treatment options with 
their patients
Set out the components of care that health services can use to guide 
practice and monitor improvement in their hospitals and other 
services where the clinical care standard is applicable.26

Clinical care standards:



National 
Model 
Clinical 
Governance 
Framework



Clinical governance is a shared 
responsibility to ensure that all 
patients receive the best care. 





Towards ….



“Honesty and 
transparency make 

you vulnerable.
Be honest and 

transparent anyway.”

- Mother Teresa





Tailor strategies to your local needs…





Advice Centre

Email: accreditation@safetyandquality.gov.au
Phone: 1800 304 056

mailto:accreditation@safetyandquality.gov.au


Bon Courage!



Any questions?



Safetyandquality.gov.au

Twitter.com/ACSQHC

Youtube.com/user/ACSQHC
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