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MEASURED QUALITY

Presentation of Public & Hospital reports

Purpose: To seek approval for release of Measured Qljality reports



Measured Quality

1. Aim

* Queensland Health ‘leading the way’

e International reference articles & advice

2. Deliverables
e 1 * Public Report (incl: tech supplement)

e 60 * Hospital Reports (incl: technical supplement)

e 1 * Master document (includes 1 chapter for each quadrant)

3. Credibility and usefulness of reports
e Indicator Selection
¢ Accuracy and Ownership

e Robustness of indicator results

e Indicator and report presentation

4. Preparation for release of hospital reports
e Response to media

e Hospitals ‘outliers’ for clinical indicators have been contacted

5. Effective dissemination and facilitation of change / improvement .

e Understanding the reports
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HANDOUT 2

PRESENTATION



Measured Quality Program Area

Queensland Government
Queensland Héalth

AIM OF THE PROGRAM AREA

~To improve the capacity of the Queenstand public
bealih svstem to provide quality services and deliver
optimal outcomes by developing sv
measure and wtilise perf
These systems will be developed through the

balanced scorecard methodology.™

It is in essence a quality monitoring program

1t will develop a core set of indicators for measuring

quality of services : ' :
« It is about identifying variation




" BSC & NHPF

Clinical Outcomes | Patient Satisfaction

- Effeclivensss 3' + Responsiveness
Appropriateness
- Salely
< Ascessibili
Efficiency . System Integration &
: : Change
Eificiency : < Continuity of Care
. Capability
Sustainabitity

*Queensiand Health ‘Leading the way’

~ First in Ausirzlia 1o undertake the development of a
*Balanced Scorecard” for Public Hospitals

# Has the support of the Avstralian Council for Safery and
Quality in health care




INTERNATIONAL LINKS

iar to work underiaken uy Ontario. Canada
versity of Calgary about

ntario work

DELIVERABLES

UBLIC REPORT
Purpose

a saapshot for the commnniin on the
perfarimance of its public hospitals and the activities
Queensiand Health is undzrtaking 1o address any
problems identified




HOSPITAL REPORTS
Purpose

7 Provide data 1o hospitals on a set of core indicalors,
measyring the gnality of services.

£ Infommation contained in database can be manipulated to provide
District reports, peer group reports, zonal and Statewide reposts.

TER DOCUMENT

Purpose

—Provide details on the method. indicaior descriptions,
eic. for Queensland Health and other hiealth service
wgencees on the process of developing the reports.

CREDIBILITY




INDICATOR SELECTION

Expert groups consulted

« Medical
- DrlanScoi. PAH
- Prof Charles Mitchell. PAH

« Dr Christina Stefien, Caims Base
— Dr Russeli Stitz .
— Dr Don Piwchiord, Geld Coast

~ Dr David Maclatosh, Cairns

INDICATOR SELECTION

Expert groups consulted (cont’d)

* Obstetrics & Gynascology
~ Prof Michael Humphrey. Cairns Base
— Dr Dereyei Charters, Gold Coast
~ DrMano Haran . Logan -

ACCURACY AND OWNERSHIP

Daw verification process

3 for 3 quadrants. then sent to zach

fied previously)




ROBUSTNESS OF RESULTS

‘Stazistical Methods

@ Efficiency- Single hospital score. compared to peer
group median .

® Patient satisfaction- Weizheed, with sneasure of
statistical significance against peer group mean

INDICATOR AND REPORT PRESENTATION

Ctinical Qutcomes | Patient Satisfaction

- 188872000 + 200172002

Efficiency ‘ SVS!erT‘l:Il?tegration &
: ange

2001/2002 . 20012002

INDICATOR AND REPORT PRESENTATION
Comments from District Manager review
working party
District Managers;
Dr Mark Waters Mr Mike Allsop
Nis Moina Lettice Mr Jeff Hollywood

State Manager:
Ms Gloria Wallace




INDICATOR AND REPORT PRESENTATION
Summary of positive comments:
Reported indicators are extremz! v interesting
Major step forward in the managemant of hospital senvices
Helps staft focus on outcomes management
Eesy to r2ad and practical docurent

A major step forward in trust between Corporate Office
Districts as the Hospitals have had the opporfunity to
v the data
Hospital peer groupings are appropriate

Could be used as a basis for Performance Agreements with
Dustricts and within Districts

INDICATOR AND REPORT PRESENTATIO

Summary of positive comments (cont"d):

sourtes are sustainable through support by existing

£y s1ems

Focus on in-patient acute perfornance is a good fizst step
and has allowed focus in the first report

Ver useful initiative
Easy toread and practical document

Excellent docunent

INDICATOR AND REPORT PRESENTATION
Summary of comments on suggested changes:
— Various suggestions on 2fficiency mdicator refine
~ 1999 '2000 clinical dat

~ Ditfereny years data acr 3 ants makes it difficult
13 draw auy eonclusions botween the quadiants




PREPARATION FOR
RELEASE OF REPORTS

RESPONSE TO MEDIA

In anticipation of questions from the media.
strategies have been developed in conjunction with
the Marketing and Communication Unit

— Seek comments from hospitals with owlier clinical
results

- 1dentify project communication objective

- Identify Key target groups

- l:iemil‘_\; Key I\'!ességes

- Draft a Communication Plan Timeframe

CONTACT MADE WITH HOSPITALS

The provess of confacting each hospital

32 chinical indicators were raiiked 1Hespital
1 rates o lowast)

s were identified and contact made with
~ Mear wih District Manager and meimbers of the exscutive
and explamed the methodology used ro derive the results
~ Assisted with idemifving some possibilities for the results

- Requested formal response on pessibilities for the results
highlizhted and details incorporated inte Queensland
Hzalth and tocal Hospital inedia plans




EFFECTIVE
DISSEMINATION

UNDERSTANDING THE REPORTS

Preliminary contact has been made with each Zone

Once approval for the release of the reports has been
given Measured Quality can: :

! hospital staff and other projects
and vse results effectively

UNDERSTANDING THE REPORTS

“Lach of clarity over the aims of an indicator svstem
will inevitably fead to problems over ownership of
the data and dispates over their meaning and proper
use”

— During initial contact with hospitals. detailed
explamation on the use of the indicator results was
given




"Reported indicato g indicators to focus
attention on is rest. Thev are awither proof of a

* use of indicators

mizrpreted by clim

contexts and with the

guality of clinical carz Such apy

commumcation batween clnm ard managers, with the
resull that they are better 12 work through problems
with care deliveny and wips B
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HANDOUT 3

PUBLIC REPORT



HANDOUT 4

HOSPITAL REPORT



HANDOUT 5

LIST OF INDICATORS



HANDOUT 6

LIST OF IN-SCOPE
HOSPITALS



Table 1: Hospital Name and Peer Group

Hospital Name

Peer Group

Principal Referral
and Specialised

Large {Medium | Small

Atherion Hospital
Kyt Hospital
l}mca]dinc Hosgit:i]’ :

BesudeseryHospitaly 1,
Biloela Hospital

O3RIT

al

v

[Yeppoon Hospital |




HANDOUT 7

DRAFT MEDIA PLAN
FOR PUBLIC REPORT



HANDOUT 8

" DRAFT MEDIA PLAN

FOR HOSPITAL
REPORT



COMMUNICATION STRATEGY
Measured Quality Facility Report
Queensland Hospitals in the Twenty-First Century A First Report: 2002

To inform the community and hospital staff Queensland Health

QUEEHSlan d aims to improve service by implementing a State-wide method for
Government managing and using patient complaints and survey data.

Queensland Health

BACKGROUND:
The Measured Quality Program Area of the Quality and Improvement Enhancement

Program has produced a State-wide public report based on 60 individual hospital
reports, providing a snapshot of the performance of Queensland’s public hospitals.

The first stage of the measurement process focuses on inpatient services, the largest
component of Queensiand Health’s services.

The report, Queensland Hospitals in the Twenty-First Century A First Report: 2002,
measures four different aspects or quadrants of health care delivery.

The four quadrants are:

¢ Clinical Utilisation and Qutcomes: measures the clinical performance of
hospitals for a number of disease and surgical conditions.

s Patient Satisfaction: measures patients’ perceptions of and satisfaction with their
hospital experience.

s Efficiency: measures how hospitals manage their resources.

e System Integration and Change: measures a hospital’s ability to adapt to its
changing health care environment.

Where possible, data has been adjusted to account for potentially confounding factors
such as sex, age, and a patient’s health status.

The report outlines how Queensland Health developed the method of measurement
and the results of this measurement. It compares the results across similar peer
groups of hospitals and with national performance data. Peer groups are based on the
hospital’s size and geographic location to reduce the impact of these factors on patient

outcomes.

The 60 hospitals included in the report have been classified as follows:
Principal Referral and Specialised hospitals x 12

Large hospitals x 13

Medium hospitals x 10

Small hospitals x 25

The individual facility reports provide details of the ratings achieved by individual
hospitals within their peer groupings.

[ of9



ISSUES

Joumnalists will request individual facility reports on local hospitals once they are
aware of their existence. A decision needs to be made on whether access will be
granted administratively, or only through a Freedom of Information request.
Queensland Health needs to identify a departmental spokesperson to talk to the
overall performance of Queensland Health.

Queensland Health/Districts need to identify a district spokesperson to talk to the
individual facility reports (should they be released) and answer media questions
locally.

District Managers should be briefed on the need to prepare media plans,
particularly where their facility showed substantial variation from their peers. An
example is available for reference.

The earlier results of the Patient Satisfaction Survey were announced based on the
percentage of overall results, rather than the results of the Overall Care Index, for
example Toowoomba Health Service District - 98% of patients were satisfied with
their overall care. However, the results from the Measured Quality data may
translate into ‘one or two star’ performance out of a possible three. This
confradiction will need to be addressed.

PROJECT COMMUNICATION OBJECTIVES
The project aims to improve the accountability of health services by:

measuring the quality of services and reporting this to the public;

informing the community on aspects of health care, assisting and encouraging
public debate and community participation in decisions regarding improvements
in health care;

improving Queensland Health’s responsiveness to community needs and
expectations by encouraging participation and feedback; and

establishing an ongoing process that reports on performance and supports

continuous improvement.

COMMUNICATION OBJECTIVES

Queensland Health is acting on its commitment to continuous improvement.
Queensland Health is delivering on its commitment to be open and transparent.

In conducting the report, Queensland Health is developing a model to improve
quality of care across its facilities. The report is not designed to provide definitive
answers to the quality of care but indicates areas for further investigation at

mdividual hospitals.

One year’s data should not viewed as a precise measurement. Queensland Health
will fook at trends over fime.

Patients will ultimately benefit from resulting enhanced quality of care and
improvements to accountability.

Queensland Health is one of the first Australian State or Territory health service
providers to conduct a report of this kind and it is a pilot.

Queensland Health is improving responsiveness to community needs and
expectations by encouraging participation and feedback.

COMMUNICATION STRATEGY: Facility example
Oueensland Hospitals in the Twenty-Ceanry A Fivst Repori: 2002
20f9



KEY TARGET GROUPS

¢ District Management and staff

o Corporate Office executive and staff
» QIEP Areas
e Queensland public

» [.ocal communiiies

COMMUNICATION STRATEGY: Faciity example
Oueensiond Hospirals in the Twenty-Century A First Repore: 2002
30f9
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ATTACHMENT 1

Generally, all hospitals in this peer group compare favourably with international standards. It 1s
inevitable when ranking hospitals that one will have the lowest score. This does not mean the
hospital is performing “poorly”, but suggests potential areas where the hospital may need to
review practice. The aim of these reports is not to give definitive answers, but to provide a
mechanism for making comparisons over time. It is designed to flag the areas where there may
be quality issues, so they can be investigated in greater detail.

Detailed responses to facility report variations.

Why does Hospital X have almost twice its peer group average for stroke in-hospital
mortality?

A review of the Stroke mortality group revealed that without exception, these patients had “Not
for Resuscitation” arrangements put in place when it was recognised that their prognosis was
poor. This means the patients have chosen not to have emergency lifesaving treatment in the

event of cardiac arrest.

This group consists of 19 patients, who would have discussed the option with their doctors and
families upon admittance. Stroke patients are generally very unwell with 90 per cent having
existing conditions, such as high blood pressure or cardio vascular disease. Stroke is ofien a
result of these factors, however, the pre-existing conditions leading to a stroke may not have
been included in the coding. Potentially, these co-morbidities may not have been picked up in
the risk-adjustment if they were not coded. So although stroke was coded as the major
diagnosis, this may not necessarily have been their cause of death.

Senior medical officers will conduct a more detailed analysis of these charts and review
protocols used, including coding, when paftients choose not to have emergency lifesaving
treatment. Hospital X currently has regular meetings involving coders and medical personnel to

clarify queries.

Why does Hospital X appear to have such a high number of NFRs?

We have to allow for a certain degree of chance that the 19 patient records used for the report’s
data were NFRs. It may be that our doctors are more comfortable initiating discussions about
this option. It is an option discussed with patients who tend to be very unwell and their families.

Why are patients admitted to Hospital X after having a stroke almost 30 per cent more
likely to stay longer than if admitted to other hospitals in this peer group? (State?)

A review of the charts for the ‘Stroke Long Stay’ patients has revealed that in most mnstances
the extended stay was due to social reasons. Results pertain to six patients. In three cases,
patients were living at home alone before their stroke and were unable to return to independent
living. They therefore had to wait for appropriate nursing home or hostel placement. In one
case, the completions of home modifications, essential before the patient could safely be sent
home, were delayed. In the remaining two cases, the spouse was preparing to care for the
patient. In these cases, it did appear the spouse might have had some difficulty adjusting. This
may indicate the need for further documentation.

These charts will be analysed more extensively by the relevant clinicians to identify any
opportunities for improvement in these processes.

COMMUNICATION STRATEGY: Facility example
Creensiond Hospitals in the Tweniv-Cesntury 4 First Report: 2002
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Longer rates of stay can also relate to the distance a patient can safely travel after treatment, and

on the necessity for follow-up treatment. If a patient lives considerable distance from the
_hospital, it may be safer to keep them in hospital longer. Although this doesn’t appear to be the

case with these six patients, it is important to note. (Including this comment will help educate

the journalist/public on the issue.)

Although the long-stay rate for Hospital X is relatively high, the number of patients included in
the report is quite small. Six patients stayed for 66 days or longer, compared to an expected
number of 2.3. It is quite likely this is due to chance, and the data for the following year will be

monitored.

Why are people 30 per cent more likely to die in hospital X when admitted with
pneumonia than any other in its peer group?

The charts for the Pneumonia mortality group have also been reviewed. Investigation has
revealed that while the primary diagnosis was pneumonia, the cause of death was related to co-
morbidities or other events, such as myocardial infarction or gastro-intestinal bleed, in several
of these patients. Other patients were gravely ill on presentation with community-acquired

pneumonia and died very soon after admission.

Importantly, the data used for the report was from 1999-2000. This was the latest available data
at the time of the report. Since then pneumonia in-hospital mortality rates have dropped
significantly. After examining data for 2000-2001 and 2001-2002, it is evident the year
surveyed was unusual. There may have been a particularly virulent strain in the area that year,
especially considering many patients were gravely ill on admittance after acquiring pneumonia

in the community.

COMAMUNICATION STRATEGY: Frcility example
Cueenstand Hospitals in the Tweno-Centurv 4 Fivst Report: 2002
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ATTATCHMENT 2

To formulate general questions and answer

Aim of Report

The analysis of clinical treatment outcomes is not designed to provide defimtive answers to the
quality of care hospitals are providing. The results provide a screening tool to suggest useful
avenues for further investigation into quality at individual hospitals. This method was used
because in-depth evaluations are costly. There was an initial need to identify where to allocate

scarce resources for improving the quality of care.

Potential reasons for variations
Variances may indicate differences in the quality of care a hospital is providing. The report

aims to highlight these areas where there may be room for improvement.
Other reasons may include:

e Data
This part of the report was based on data from 1999-2000 as it was the most up-to-date at the

time. Some preliminary work within and external to Queensland Health has shown hospital
ranks vary constderably from year to year. Adjusting for different casemixes is not perfect and
a certain degree of chance must be considered when using indicators based on outcomes.
Queensland Health is developing a tool to measure quality over time and does not expect this
report covering such a small timeframe to give definitive answers to quality of care.

It is inevitable when ranking hospitals that one will have the lowest score. This does not mean
the hospital is performing “poorly”, but suggests potential areas where the hospital may need to
review practice or is, in fact, doing very well. The aim of these reports is not to give definitive
answers, but to provide a mechanism for comparing them over time.

o Coding
Some variations may be the result of different hospitals or individual staff members interpreting

the clinical codes differently. For example, the same condition may be coded a variety of ways
by different hospitals, which results in a different outcome. Variations in accuracy and the detail
of coding can also impact significantly. Increased variation may occur in the coding or reporting

of secondary diagnoses, or co-existing illnesses.

o Sicker or Healthier Patients
Other variations may result from different sized hospitals treating patients who are sicker or

healthier. Patients will naturally have differences in disease severity, potentially varying
coexisting conditions, different ages, general health including nutrition, exercise and smoking
status, psychosocial factors and economic conditions. Statistical models can be used to adjust
for these differences, but data may not be available for all factors and, even when it is, can
never fully account for the patient mix. Coding may also be affected the amount of detail the

clinician documents in the patient’s chart.

o Other Differences
Differences in infrastructure, management, and skills between hospitals may impact on

variations in service delivery costs.
Staff skills and availability to monitor issues such as overtime varies across hospitals.
COMMUNICATION STRATEGY: Facilivy example

Queensiand Hospitals in the Twenty-Century 4 First Report: 2002
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Different sized hospitals have varying degrees of staff availability to dedicate to the collection
and menitoring of efficiency indicators.

Where to from here

COMMUNICATION STRATEGY: Facility exampie
Ouesnsiand Hospisals in the Tweniv-Century 4 First Report: 2002
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