QUEENSLAND

COMMISSIONS OF INQUIRY ACT 1950

QUEENSLAND PUBLIC HOSPITALS COMMISSION OF INQUIRY

STATEMENT OF DAN BERGIN

A. 1, DAN BERGIN, Zonal Manager, Central Zone, ¢/-Queensland Health, in the State of

Queensland,
and belief.

acknowledge that this written statement by me is true to the best of my knowledge

B. This statement is made without prior knowledge of any evidence or information held
by the Commission of Inquiry which is potentially adverse to me and in the
expectation that T will be afforded procedural fairness should any adverse allegation
be raised against me.

C. This statement repeats the questions which have been asked of me by the Commission
of Inquiry and provides my corresponding answers.

1. What are the details (in brief)? of (i) Mr Bergin’s formal qualifications and his working
history. (ii) For what period was Mr Bergin employed, or otherwise engaged, by Queensland
Health? (iif) What positions did he hold with Queensland Health, and for what respective
periods? What responsibilities attached to those positions? (iv) Please provide a copy of the
Posttion Description for Zonal Manager.

i.  Educational Qualifications:

Bachelor of Commerce, University of Queensland 1974

Professional Affiliations:

Role
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Surveyor with Australian Council on Healthcare Standards
Fellow, Australian Institute of Management
Associate Fellow, Australian College of Health Service Executives

as Zonal Manager, Central Zone, is as follows:

To provide effective executive leadership, coordination, management, monitoring
and evaluation of public sector hospital and community based health services in
the Central Zone.

To develop and maintain, within available resources, a viable configuration and
volume of health services, which best meets the community’s needs.

To provide direct advice and assistance to Health Service Districts in the
leadership, management and direction of their areas of responsibility, particularly
for cross District initiatives requiring optimal use of Queensland Health resources
and infrastructure.

To monitor and evaluate the performance of health service providers in achieving
the requirements of their service agreement with particular emphasis on the
contribution being made to address specific health outcomes, prioritics and

targets.



1.  Current Position with Queensland Health:
- June 2001 to Present: Zonal Manager, Central Zone
- 22 January to June 2001: Acting Zonal Manager, Central Zone

1.  Previous Positions with Queensland Health:

April 1996 - January 2001: )
- District Manager, Gold Coast Health Service District
- District Manager role.

February 1992 — April 1996:
- Chief Executive Officer, Gold Coast Sector, South Coast Regional Health
Authority
- Executive leadership and management over the Gold Coast Health Service
District.  Responsible for the delivery of all health services in the Gold
Coast area.

July 1991 - February 1992:
- Acting Chief Executive Officer, Princess Alexandra Hospital & Northwest Sector
Brisbane South Region
- Executive leadership and management of the Princess Alexandra Hospital
and the health services in the north-west sector.

May 1989 - June 1991:
- Manager, South Brisbane Hospitals Board, Queensland Department of Health
- Responsible for the Administration, Works and Finance Branch of the
Princess Alexandra Hospital and other hospitals under the Board.
Secretary to the Board.

July 1988 - May 1989:
- Assistant Director, Hospital Administration
-~ (Member of Multidisciplinary Health Services Team for the Central Region of the
State)
- Part of a Multidisciplinary Health Services Team responsible for
coordinating health services in the central part of the State and providing a
review and liaison role with hospitals and other health services.

May 1982 - July 1988:
- Operational Auditor, then Operational Audit Manager, Queensland Department of
Health

iv.  See ATTACHMENT 1 for the position description for the Zonal Manager.

2. () To whom was Mr Bergin responsible within Queensland Health? (1) How did Mr Bergin
apprise his superiors as to developments within the Central Zone?

L June 2001 to June 2002 — Dr John Youngman, General Manager Health Services.

Document No,: 1197345



I1.

June 2002 (approx) to September 2003 (approx) - Dr Steve Buckland, General
Manager Health Services.

September 2003 to July 2005 — Dr John Scott, Senior Executive Director Health
Services. '

Monthly meetings were held involving all three Zonal Managers with Minister
Edmond, Director-General Dr Robert Stable, General Manager Health Services Dr
John Youngman, and then Dr Steve Buckland. These meetings occurred from the
time 1 commenced acting in the Zonal Manager position in January 2001 until
approximately February 2004,

Following Minister Nuttall commencing in February 2004, these meetings ceased.

Other mechanisms have included weekly meetings of the Health Services
Directorate which included Dr Scott and the Zonal Managers, as well as some
regular and ad hoc meetings which I had with Dr Scott. Other modes of briefing
included emails, written briefs and phone conversations. There was also a weekly
significant issues report which was collated from feedback from the Districts
which was sent via me to Senior Management, and to the Minister I believe.

Prior to April 2004, all three Zonal Managers were members of the Strategic
Directions Group of Queensland Health. This group was chaired by the Director-
General and included the most Senior Executives of Queensland Health including
the General Manager Health Services. Following Dr Buckland’s appointment as
Director-General, this group was abolished and a Board of Management was
created which did not include the Zonal Managers.

3. (i) How often did Mr Bergin visit Bundaberg Hospital between I April 2003 and 1 April
20057 (ii) How often did he have discussions with Dr Keating? (iii) How often did he have
discussions with Peter Leck? (iv) How did Mr Bergin apprise himself of what was happening
at the Hospital?

i T visited Bundaberg at least three times during this period. I recall another visit by car
with Minister Edmond which may have been during this period, however I cammot be

sure.

il.  During my visits to Bundaberg, I always met separately with the District Manager,

Peter

Leck, and with the District Executive as a group, which included Peter Leck and

Dr Keating. T cannot recall ever having a discussion solely with Dr Keating,

iii. I also would have phone conversations with Peter Leck on an ‘as necessary’ basis
probably occurring every one to two weeks as well as at Zonal Forums which were held
approximately every three months.

tv.  The following methods were used:

- Visits to the hospital.

— Discussions with the District Manager.

— Comparison of performance against Service Agreement.

— Weekly significant issues reports from the District.
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— Monthly financial and patient activity reports from the District.
— Monthly Elective Surgery reports from the Surgical Access Service.
— Feedback from staff of the Central Zone Management Unit.

— Complaints to the Minister and/or Director-General from patients, staff, Members of
Parliament, Unions etc.

4. (1) What was Mr Bergin’s interaction with the Bundaberg District Health Council? (ii) What
is Mr Bergin’s view as to the role of that Council?

i. I recall meeting with the council perhaps twice and meeting the Chairman once at a
Statewide meeting of Council Chairpersons in Brisbane.

ii.  When I met with them in April this year, after the Dr Patel issue had erupted publicly,
they felt that they had been kept in the dark as to the seriousness of the issue. They also
mdicated that they felt disempowered, frustrated and wanted to play a more meaningful
role. 1 encouraged them to articulate clearly as to what they believed they should be
doing differently and discuss that with the Acting District Manager.

5. (i) What role did Mr Bergin have in the employment of Dr Patel and in his appointment of
Director of Surgery? (ii) When did Mr Bergin become aware of Dr Patel’s said employment
and appointment? (iii)To what extent was Mr Bergin apprised of Dr Patel’s performance
within his employment between 1 April 2003 and 1 April 20057

i. None — this is within the HR delegation of the District to deal with and these matters are
never referred to me unless the District Manager is part of the Selection Panel.

ii. Ibecame aware of Dr Patel on 02 February 2005. (sce ATTACHMENT 2)

iii. I was not apprised of Dr Patel’s performance or concerns about it until I received a
Briefing Note dated 01 February 2005 on 02 February 2005 (see ATTACHMENT 3).
The District Manager informed me of complaints against Dr Patel in relation to his
clinical outcomes and this was to be investigated by Dr FitzGerald.

6.  During the period of Dr Patel’s employment at the Bundaberg Base, it is understood that
Queensland Health had in place policy 15801 (ex 279) being the Credentials and Clinical
Privileges Guidelines for Medical Practitioners July 2002. Under this policy, district
managers were responsible for ensuring that an appropriate committee periodically reviewed
the credentials and clinical privileges for each medical practitioner operating within the
district. There is no evidence that Dr Patel was ever reviewed in accordance with that policy
(or a Fraser Coast policy in similar terms). It has been suggested this was because the Royal
Australasian College of Surgeons would not nominate a surgeon for the task.

(@) Does Mr Bergin have any information that contradicts the understanding set out above?

- No. Metropolitan and regional Health Service Districts are responsible for
operating their own Credentials and Clinical Privileges Committee process in
accordance with the Queensland Health policy of July 2002,
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(b) There are a number of surgeons in the Bundaberg and Fraser Coast areas who are
Fellows of the RACS. Is there any reason why one of those surgeons could not have
been utilised to review Dr Patel for credentialing and privileging, in lien of a
nomination from the RACS?

- I am not aware of any reason why a local Fellow of the RACS could not have been
used, however it is preferable to have the relevant College involved as the
guidelines suggest.

(c) There appears to be no attempt by Dr Keating or Peter Leck to consult with Queensland
Health in Brisbane about difficulties experienced in complying with the policy. Was Mr
Bergin aware of any difficulties that districts were experiencing in securing
appropriately qualified people for the credentialing and privileging committees? If so,
was it only Bundaberg?

- As part of providing the secretarial role for the Rural Committee, a number of
operational issues had become apparent. In collating these and secking to identify
appropriate strategy, a short survey of clinical privileging was undertaken of all
Districts throughout the Zone. The responses were received during October 2004.
Subsequently, a Brief (see ATTACHMENT 4) was produced on issues in relation
to credentialing and clinical privileging which was the subject of discussions at the
subsequent Zonal Forum with District Managers in November 2004.

- While the focus during that period was on the rural districts, the survey did identify
a number of issues with how clinical privileging processes were operating
throughout the Zone. One aspect that came up was that Bundaberg and Fraser Coast
Districts were pursuing a joint committee which appeared a rational approach for
peer review. It was noted however that the shared committee was encountering
difficulties getting College nominations for review of several specialties mchiding
the Royal Australasian College of Surgeons. (See ATTACHMENT 5)

- At the Zonal Forum on 16 & 17 November 2004, the District Manager for Fraser
Coast, Mr Mike Allsopp indicated that Fraser Coast and Bundaberg were
subsequently going to be meeting to finalise their joint District policy and to
progress credentialing and clinical privileging processes. The Manager of the
Central Zone Management Unit, Mr Graeme Kerridge, emphasised that this should
be done regardless of whether they could access College representation (although
that would have been highly desirable). Prior to the survey there was no indication
that Bundaberg and Fraser Coast were experiencing difficulties securing appropriate
specialist participation on committees.

(d) What assistance was given by Queensland Health’s head office to districts in relation to
credentialing and privileging?

- For the rural General Practitioner level hospitals, each Zone operates a Rural
Credential and Clinical Privileges Committee. For the Central Zone Rural
Committee, the Central Zone Management Unit provides secretariat support — the
Committee being chaired by a regional Director of Medical Services with members
being rural General Practitioners who call on specialist advice where required.

(e) When did Mr Bergin first become aware of difficulties within Queensland in securing
the assistance of the RACS for credentialing and privileging surgeons?
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- QOctober 2004.

(f) What measures did Mr Bergin have in place to ensure compliance with the
credentialing and privileging policy?

- At the Zonal Forum with District Managers in November 2004, the need to progress
privileging processes regardless of College nomination was highlighted, noting that
such participation can be performed remotely if travel is a concerm. It is important
to note that it is believed that Peter Leck had departed the Zonal Forum prior to
discussion of the credentialing and clinical privileging process. This was because
the Tilt Train derailment had just occurred and he wished to get back to the
Bundaberg Hospital as soon as possible to assist with the process of looking after
the large number of patients who went to Bundaberg Hospital.

- In early December 2004, Central Zone held a workshop on Service Capability
Framework Implementation which was attended by District Managers, Executive
District Medical Superintendents and Executive Directors of Nursing Services (see
ATTACHMENTS 6 (a) and (b)). In view of the importance of comprehensive
clinical credentialing and privileging processes, a presentation by the Chair of the
Central Zone Rural Credentialing and Clinical Privileging Comnittee, Dr lan
Mottarelly, was organised. This presentation highlighted the clear delineation of
roles between Districts and the Committee and the risks if medical staff were
appointed prior to consideration of a committee or to assessment of interim
privileging.

- Apart from the practical role played by Centra] Zone Management Unit supporting
the Cental Zone Rural Credentials and Clinical Privileges Committee, the assistance
provided is in the form of assisting Districts with adequate and efficient processes
when their local structure is inadequate. For instance, when Fraser Coast
Orthopaedics fell over and a number of Brisbane-based consultants commenced
doing outreach, Central Zone Management Unit assisted the District implement
rapid review processes for granting interim privileges. Districts can also access the
Unit to assist with obtaining specialist input to their credentialing and clinical
processes from metropolitan hospitals.

- The Service Agreement with Districts, including Bundaberg, required compliance
with the Credentialing and Clinical Privileging Policy (see ATTACHMENT 7).

7. The Commission understands that Queensland Health had policies in place concerning
complaint and incident management (Queensland Health Policy on Complaints Management
15184 issued July 2002 with accompanying work instruction outlining the roles and
responsibilities of various persons; Queensland Health Integrated Risk Management Policy
13355 and accompanying work instruction initially issued on 20 February 2002 and reviewed
and updated in June 2004; the Queensland Health Incident Management Policy issued June
2004). It has been suggested to the Commission that the complaints handling process has not
dealt with matters in a timely and transparent manner and that there is a lack of feedback and
follow up on complaints to the extent that it discourages staff and patients from complaining
in the first place.
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(@) What are Mr Bergin’s comments as to these matters?

- Patient Complaints: I believe that there are generally good processes in place to
deal with these. Complaints to the Minister, Director-General etc involve very
senior, experienced staff within Queensland Health reviewing the adequacy of
action taken to investigate complaints and the appropriateness of the proposed
response. Not infrequently, further information is sought or action requested of the
District concerned, eg: to have personal follow-up with the patient to explain face-
to-face the answers to the patients’ questions. This does not, however, quarantee
that the informed patient will be satisfied and patients are advised of the contact
details of the Health Rights Commission if they wish to take the complaint further.
Strict timeframes for dealing with patient complaints are set.

- Staff Complaints: I believe that there are numerous avenues for staff to make
complaints and to expect that they will be properly dealt with. 1 believe that it
would be widely understood by staff that they are entitled to raise a complaint or
concern with their Line Manager or Supervisor and should they feel that that
complaint has not been satisfactorily dealt with from their point of view, or that they
feel uncomfortable about taking a particular complaint to their Supervisor, that they
are perfectly entitled to take the matter higher within the organisation structure.

- There are statutory grievance processes which staff can, and do, utilise to deal with
concemns which they have if they believe their complaints have not been
satisfactorily dealt with through the normal management processes. Investigations
would then normally be undertaken by independent people.

- I would expect that staff who have concerns about significant patient safety issues
would feel professionally compelled to take whatever avenues were effective to
ensure that these matters are dealt with effectively. From my own experience, 1
know that staff sometimes are not willing to raise concems if they do not have clear
cut evidence to support those concerns.

(b) How many sentinel event and serious adverse risk reports did Mr Bergin receive from
Bundaberg Hospital, when and from whom? What were they and what did Mr Bergin
do about them?

- Our records show that there was one Sentinal Event notification received involving
the suicide or unexpected death of a patient of a Mental Health Service who has
been in contact with the Mental Health Service in the past seven (7) days (received
on 20 Oct 04).

- Process involves the District undertaking a root cause analysis of the event. The
Patient Safety Centre follows this up to ensure that the District undertakes this. At
this time, District staff are yet to be trained in Root Cause Analysis procedures.

() What action, if any, did Mr Bergin take in response to data concerning patient safety
issues that emerged in the Bundaberg Hospital Measured Quality Process Report and

when?

- Following the release of the July 2004 Measured Quality Hospital Report covering
the period 2002/03, a series of presentations of the data were held by the Measured
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Quality Program at each District. Central Zone Management Unit staff attended
some of these meetings.

The two clinical areas where the data showed outliers were in Acute Myocardial
Infarction; In-hospital Mortality; and Stroke In-hospital Mortality.

In both areas, the District outlined the investigation it had undertaken as well as the
action it had taken, or proposed to take, to obtain improved outcomes (see
ATTACHMENT 8) and this information was sent by the District to the Measured
Quality Program staff who are responsible for arranging expert assessment of the
response and proposed corrective action (see ATTACHMENT 9). Zonal staff
reviewed the responses by the District to the data and discussed the responses with
the Measured Quality Program. The action taken by the District appeared credible
and appropriate.

(d) Which, if any, Bundaberg matters did he refer to the Medical Board, Audit and
Operational Review or other appropriate external bodies?

None that I can recall,

The Commission understands that:

)

(1)
(ii)

®

Under Queensland Health complaints management policy, there is a
requirement for each district to provide an annual report (concerning
complaints received and organisational improvements subsequently
implemented) to the General Manager of Health Services, and to report
generally on major risks to Queensland Health Audit and Risk Management
Committee (“QHARMC™);

Health Service Districts are not all complying with the annual report to the
General Manager of Health Services requirement;

Aside from the provision of risk registers, there is no process for the Districts
to provide ad hoc risk advice to QHARMC relating to specific complaints.

What are the details of Mr Bergin’s knowledge of the matters relating to compliance

set out above? (ii) Did Mr Bergin provide briefs to the Queensland Health Minister in
relation to any of the matters relating to compliance alleged above? (iif) What steps

did

Mr Bergin, take, or know of, to ensure that the districts within the Central Zone

complied with the complaints policy?

1.

i1,

111.

I cannot recall ever seeing any annual reports from Districts on complaints
received and organisational improvements implemented. T also cannot recall
ever seeing any reports on major risks to the Queensland Health Audit and Risk
Management Committee. I cannot recall any requests for these reports to be
provided.

I cannot recall providing any briefs to the Queensland Health Minister in
relation to compliance to the above.

1 cannot recall taking, and am not aware of any measures being taken, to ensure
compliance by Districts within the Central Zone with the Complaints Policy.



8.  The Commission has received evidence that good practice in a hospital requires that there be
regular clinical auditing through one of more of various methods. (i) Did Mr Bergin satisfy
himself that clinical auditing practices were in place at Bundaberg, and that they were

adequate?

(i) What inquiries did he make in reaching a view in that regard? (iii) What

changes have been made at Bundaberg Hospital this year, in relation to clinical auditing for
surgeons and for the hospital clinicians generally?

1.

1L
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and I. - Irelied primarily upon the Australian Council on Healthcare Standards
(ACHS) accreditation processes to assess the adequacy of clinical audit processes.
The hospital had been fully accredited by ACHS in 2003.

My understanding was that the awarding of full ACHS accreditation meant that
the hospital met the standards required by ACHS in relation to clinical audit
processes. If this had not been the case, then the hospital would not have been
accredited. There is no Queensland Health standard that I am aware of against
which each hospital’s clinical audit processes can be measured. Therefore,
reliance has been placed in the past on the ACHS, or some other appropriate
external accreditation process, for District health services to assess the adequacy
of clinical andit processes, external accreditation is a mandatory requirement for
Districts.

I would emphasise that clinical governance, which includes clinical auditing, is a
major focus of the Patient Safety Centre of Queensland Health. This Unit is
playing the key driving role with respect to improving clinical governance within
Queensland Health and therefore it is important that the Zones work within that
overarching improvement framework and not attempt to implement their own
measures. In any event, there is not the resources that would allow for this to
ocCur.

The Surgical Service Capability Framework has been reviewed and a list has been
developed of procedures that should not be performed at Bundaberg Base
Hospital. This list has been circulated to all Surgical staff. Initial work has been
undertaken on the Service Capability Framework for Intensive Care and this work
remains ongoing.

— Weekly Surgical audits have been commenced, particularly focussing on
complications with surgery.

— Morbidity and Mortality Meetings have been commenced.
~  Nursing staff conduct Schedule 8 drug audits on a regular basis.
— Implementation of the PRIME Incident Monitoring System has commenced.

— Complaints management process has been reviewed and changes made to
ensure all complaints are managed in accordance with Queensland Health
policy.

~ Incident management process has been reviewed and appropriate changes
made to ensure all incidents are managed appropriately.

- Training has occurred in the Human Error and Patient Safety (HEAPS)
methodology to allow clinicians to analyse errors and promote team work and
open communication.



9. A number of people have given evidence about the care provided at Bundaberg Base Hospital
to a 15 year old male identified as P26 (see especially the evidence of Dr Jenkins, Dr Ray, Dr
Rashford, Dr Gaffield, Dr Boyd, and the mother of P26). Dr Rashford, who oversaw the
patient’s transfer to Brisbane, raised concerns about the patient’s care by an email of 4
January 2005 to Dr Scott. That email and the subsequent follow-up are contained in the
attachments to exhibit 210. It might be contended that the care provided to the patient was
not fully investigated because no report was received from the operating surgeon in
Bundaberg (namely Dr Patel) or the treating surgeons in Brisbane (namely Drs Jenkins and
Ray), because the briefing note on the topic was completed within 24 hours, and because it
appears that no clear protocols were put in place to avoid a recurrence. What does Mr Bergin
say to such contentions? Does he consider that the follow up by Queensland Health to the
inctdent was adequate?

— I'was unaware that the operating surgeon was Dr Patel. As stated earlier, I was not aware
of Dr Patel or any concerns about his practice until 02 February 2005. I read on the brief
written by Dr Keating (see ATTACHMENT 10) that a staff surgeon, Dr James Gaffield,
and the Director of Anaesthetics and ICU, Dr Martin Carter, had been consulted in the
development of the brief. I was not made aware at the time of concerns expressed by
RBWH surgeons.

— Following a conversation I had with Dr Steve Rashford, I had discussed with Peter Leck
as to whether there should be an external review of the case given the strength of Dr
Rashford’s concerns. The advice came back from Peter Leck that Dr Keating felt that
this was probably unnecessary.

— Given that the Brief:
identified that the patient had been kept too long;

b.  stated that a “Policy for transfer to tertiary facilities of patients with emergency
vascular conditions when condition is stable” would be implemented;

c.  did not mention any systemic issues re surgical quality at Bundaberg Hospital and I
was not aware of, nor had been informed of same;

d.  did not mention other complaints about the particular surgeon and [ was not aware
of nor had been informed of same;

e.  did not suggest wilful negligence.
T accepted the view of Dr Keating that an external review was unnecessary.

—  Subsequently, I emailed the District Managers and the Directors of Medical Services at
Bundaberg Hospital and RBWH, (see ATTACHMENT 11) copying them with Dr
Rashford’s original email of concern, and Dr Keating’s Brief in response, and asked them
to arrange “...discussions between relevant staff of Bundaberg and RBWH HSDs to
ensure in future the timely transfer of patients who require specialist Vascular and other
care not available in Bundaberg, so as to improve patient outcomes. Please let me know
of any unresolved difficulties in this regard.”

— I intended that key staff*such as Executive Directors of Medical Services and relevant
clinicians at both hospitals would have then discussed the details of a protocol to ensure
that any preventable harm which had occurred to this patient was not repeated in future
by ensuring the transfer of patients at the most appropriate time. I did not receive any
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follow up inquiries from any of these staff I emailed and so, assumed my request had
been acted upon. I also outlined to Dr John Scott, Acting Director-General, my proposed
course of action with which he concurred. {See ATTACHMENT 12)

— Following the Commission staff indicating that no clear protocol was put in place, as I
had been assured by Dr Keating that it would be, I have followed up with the Acting
District Manager who has indicated that it has not been located in the Hospital. As a
consequence, [ have asked that it be developed as a matter of high priority.

10. Was Mr Bergin responsible as Zonal Manager for performance reviews in relation to the
Director of Medical Services for Bundaberg Hospital, and the District Manager for
Bundaberg. In any case, how were there performances reviewed? What is his assessment of
their respective performances and how has he reached that assessment.

- I was not responsible for conducting performance reviews of the Director of Medical
Services for Bundaberg Hospital as this position reports directly to the District Manager. [
am not aware of how the District Manager reviewed the performance of the Director of
Medical Services.

- I had not received any complaints about Dr Keating’s performance and based on my
interaction with him, he seemed to me to be a competent manager.

- With regard to the District Manager, there had not been a formal performance agreement
process since 2001/02. I would give feedback to the District Manager on an informal
basis when appropriate.

- The Health Services Directorate has been developing for some time a balanced scorecard
which was to be used as a basis for performance agreements between the Senior
Executive Director Health Services, Zonal Managers, and District Executives. I am not
aware of the current status of the Scorecard since Dr Scott left Queensland Health.

- Based on my interactions with Peter Leck, the performance of the District in achieving its
Service Agreement obligations, innovations which had been introduced in Bundaberg
District, I believed that Peter Leck was a competent Manager. Like many of his
colleagues in these positions, he has had the very difficult challenge of meeting increasing
expectations for health services from the population served while being required to
manage within a fixed budget.

11. Dr FitzGerald has given evidence of carrying out an investigation at Bundaberg Hospital in
February and March 2003, with a particular focus on concerns raised about Dr Patel. When
was Mr Bergin first made aware of Dr FitzGerald’s views as a result of that investigation?
What steps did Mr Bergin contemplate, and take, in relation to Dr Patel’s continuing
employment as a result of the information so received?

I received a copy of Dr FitzGerald’s report, “Clinical Audit of General Surgical Services -
Bundaberg Base Hospital” dated 07 April 2005, on 11 April 2005 (see ATTACHMENT 13).
Prior to this date, T have no recollection of receiving any information, verbally or in writing,
from Dr FitzGerald nor anyone else in relation to Dr FitzGerald’s views as a result of his
undertaking the clinical audit. By the time that I received Dr FitzGerald’s report, Dr Patel had
left the country, so therefore the question of what steps I took regarding Dr Patel’s confinuing
employment is not applicable. I had already been informed by Peter Leck in his Briefing
Note of 01 February 2005, that Dr Patel’s practice had been restricted from including more
complex procedures and that this action had been taken following discussions with Dr
FitzGerald.
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Given that at that stage Dr FitzGerald was only investigating complaints, this seemed to me
the most appropriate action to take and no further action was warranted.

12. The Commission has received evidence about longstanding concems in public health
including the state’s dependence on (i) overseas trained doctors, (ii) bullying, (iii) lack of
resources and (iv) unsafe working hours. (a) Was Mr Bergin aware of these issues within his
zone? (b) How was he informed, by whom and how regularly? (c) Does Mr Bergin consider
that he was briefed effectively and comprehensively? (d) What did Mr Bergin do with this
information?

1. Overseas Trained Doctors:

a) I was aware of the increased dependence on overseas trained Doctors and their
greater use, particularly from countries that Queensland Health had rarely, if ever,
recruited from. There were examples of language and cultural difficulties
encountered,

b)  This information usually came to me from time to time during visits to Districts and
at the Zonal Forums during discussions with District Managers. I would generally
visit Districts once or twice per year and Zonal Forums are held three or four times
per year.

¢)  Apart from the issues with regard to Dr Patel, generally yes.

d)  When told of incidents where it was found that any Doctors were not up to standard,
I supported moves by District Managers to provide remedial action, such as
additional supervision or training, or to ensure that the Doctor’s role did not exceed
their capabilities. I believe that I did have discussions with my superiors about these
matters but they were well aware of the general problem of increasing difficulties in
recruiting quality Medical staff,

While I support the State becoming self-sufficient in providing its own Medical staff, I
believe that it is important not to further stigmatise or demonise Overseas Trained
Doctors — some of whom are excellent clinicians and for whom the State will continue to
have a dependency for years to come.

it.  Bullying:

a) 1 was aware of allegations in the media, and from some individuals and groups, of
widespread bullying within Queensland Health.

b)  Where allegations of bullying resulted in a grievance, then this would generally be
subject to an investigation by a person, or persons, outside of the District. 1 was
only involved in grievances emanating from Districts involving District Managers
(of which there were few) and where grievances were escalated under the grievance
process. [ can recall suggesting at a meeting of Senior Departmental Executives
approximately two years ago, that the perceptions of bullying were widespread and
had to be taken seriously and there needed to be a transparent process of attempting
to quantify the extent of the problem.

¢)  The Department has rolled out an anti-Bullying education program to assist staff in
addressing this problem.

d)  See response in (b) above.

ili.  Laek of Resources:

. 2
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d)

I was aware of inadequate funding relative to the expectations on health services
withm the Central Zone.

From time to time, usually District Managers and sometimes clinicians would bring
to my attention resourcing needs relative to service pressures they were facing.
Also, as part of the budget cycle, District were asked to indicate their resourcing
needs - usually on a once yearly basis.

Yes. A particular challenge for all Managers is that resource needs are constantly
changing as clinical practice and technology change, new safety risks emerge, and
cost increase at a greater rate than budgeted for. As a result, maintaining
comprehensive, up to date details of funding needs and priorities is extremely
difficult, '

This information was generally provided to the Senior Executive Director Health
Services for consideration of funding within the allocation that is provided by
Government. My role required me to prioritise these requests at a Zonal level.

tv.  Unsafe Working Hours:

a)

b)

d)

I was aware of concerns expressed by some Medical staff and groups such as the
AMA, but I cannot recall being made aware of specific instances within the Zone.
There had been a joint Union / Queensland Health Taskforce which developed
rostering principles for Medical staff to minimise unsafe working hours. These
principles had been disseminated to all Districts in 2002 as a basis for ensuring safe
rostering and all Districts were expected to follow them. The issue of unsafe
working hours had been addressed as an organisation-wide issue.

Through media reports about the general issue on an ad hoc basis.
Yes.

I made it clear to District Managers during some of my visits to Districts and at
some Zonal Forums that we had a duty of care to our staff and that this issue needed
to be carefully managed so that we were not placing staff at unnecessary risk. The
ongoing management of this issue requires dialogue between Medical
Administration in hospitals and Medical staff as to what is safe and what is unsafe
in respect of working hours.

13.  One Dr Charles Nankivell gave evidence that he made repeated complaints to Queensland
Health about dangerous and unacceptable waiting periods for patients (see exhibit 212 —
especially the attachments; and the transcript for 26 and 27 July 2005). His staternent
contains a letter addressed to the then Director-General, Dr Stable, outlining a number of
concerns. Dr Nankivell’s concerns were given some corroboration by Dr Pitre Anderson
(exhibits 199 and 200; transcript 25 July 2005).

(a) Was Mr Bergin aware of similar complaints and issues surrounding dangerous waiting
periods for patients during his employment?

I was aware of concerns about long waiting times and that patients were waiting longer
than what was considered clinically acceptable for elective surgery and elective
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procedures, as well as concerns about large numbers of patients and long waiting times
to be seen in Specialist Qutpatients. -

(b) If so, what are the details of that knowledge, and what steps were taken in consequence.

L.Patients Waiting for Elective Surgery:

i.

11,

The problem of some patients waiting longer than considered clinically
acceptable is a chronic one. The problem is usually greatest in the larger
hospitals such as RBWH, Royal Children’s, The Prince Charles Hospital,
Nambour Hospital and Rockhampton Hospital. General Surgery and
Orthopaedics are the two main specialties in the Central Zone where these
long-waits occur in the greatest numbers (as well as Cardiac Interventional
procedures at TPCH).

The main steps taken to address this issue have been as follows:

a. Additional funding provided with the emphasis on addressing long-wait
patients.

b. Districts have been encouraged to treat long-wait patients before those
waiting shorter times within each waiting list category.

c. Patients waiting longer than clinically desirable have been offered the
opportunity of having their surgery done at another hospital with shorter
waits.

d. Arrangements made with local private hospitals for surgery to be
undertaken when it cannot be accommodated in the public system.

IL.Patients Waiting to See a Specialist;

1.

I have been aware of some patients waiting longer than clinically desirable
to see a Specialist at most of Queensland Health’s larger hospitals. Steps
taken were as follows:

a. Promoting the offering of choices to patients to access specialist
consultation services at other public hospitals where waiting times were
shorter. Eg: gynacecology patients from Sunshine Coast who took up the
opportunity to be seen in a shorter time at Logan Hospital.

b. Advising District Managers to refer patients to local private specialists
where there was a safety concem about the length of time some patients
were on the waiting list,

III. Bundaberg Services:

1.

1.

1il.
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Gastroenterology Services were identified as a clinical service area for a
number of Districts, including Bundaberg where there appeared to be
considerable, unmet or poorly met demand.

Recruitment of Gastroenterologists to the service on a permanent basis was
difficult in rural and regional centres.

Most Districts had Gastroenterology Services provided by General
Surgeons/Physicians depending on their training,



1v. With the increased specialisation of Medical training, it was no longer
considered acceptable for patients not to be seen by Specialists in the area of
Gastroenterology.

v. A strategy was developed by the Central Zone Management Unit to develop
a Clmical Service Network in Gastroenterology. The network would
include the Rockhampton, Central Highlands, Bundaberg, and Sunshine
Coast districts which were experiencing the service difficulties, and the
Royal Brisbane and Women’s Hospital.

Vi. Growth funding was provided to all four Districts to purchase visiting -
Gastroenterology services from the RBWH.

Vii. The combined allocation from the four Districts totalled the remuneration of
an additional Gastroenterologist to be recruited by the RBWH. This strategy
was considered to be the best option to increase the capacity of the Central
Zone to be able to provide sustainable, specialist Gastroenterology services.
Of course, where local services could be obtained, then this was considered
the preferable option.

Viil. The Visiting Specialist from RBWH commenced service provision in
Bundaberg in 2002 by doing an audit of the existing waiting list identified
by Dr Nankivell.

1X. A number of cases were re-prioritised and some complex cases were

transferred to Brisbane for treatment.

X. The Visiting Specialist also introduced referral criteria for use by the local
General Practitioners to ensure that only appropriate referrals were seen at
Specialist Qutpatients rather than the Specialist doing the screening of
patients.

xi. Whilst initially reluctant to have a Visiting Specialist service the local
Bundaberg, clinicians fed back informally after the service had been
functioning for a period of time that they enjoyed the time they worked with
the Visiting Gastroenterologist and it gave them an opportunity to discuss
complex cases, and the teaching and learning opportunities were considered
a benefit of such an arrangement.

Xii. The service has been very successful and continues today. Additional
services have been provided in the past few months for former patients of Dr
Patel who have required follow-up endoscopies.

14. Numerous doctors have given evidence about low morale amongst doctors and nurses in the
public health system brought about by, amongst other things, an inability to treat patients
well (having regard to funding inadequacies), excessive rules, a focus on money rather than
patient welfare, a perceived lack of responsiveness to clinical concerns, and a lack of a role
for clinicians in management of hospitals: see, for instance, the evidence of Dr Thiele, Dr
Molloy, Dr Jenkins and Dr Woodruff.

(a) Was Mr Bergin aware of such complaints and issues during his period of employment?

—  Yes.
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(b) If so, what are the details of that knowledge, and what steps were taken by him to
address the same during his employment?

- While I am aware of complaints about these matters, I believe that there has been an
absence of evidence and hard data to quantify the extent of, say, poor morale.
There is no doubt in my mind that a lot of frustration felt by clinicians relates to
lack of resourcing to enable them to provide quality care and meet the community’s
expectations. This essentially depends on the level of funding provided by
(Government.

- I have attempted to deal with these issues in the following ways:

i. Establishing clinical networks in the Zone, eg: Renal, Rehabilitation and ICU
services. The aims of the networks are for clinicians to guide the development of
these services, advise regarding resource needs and the allocation of these
resources, and ensure that sustainable quality services are provided.

1. Clear messages by me to Districts that patient safety is a priority. I have
encouraged and supported Districts in the Central Zone where they have had to
make changes to clinical service arrangements in the interests of patient safety.
As another example, I instructed all Districts in the Central Zone in southeast
Queensland that where ICU beds were available, and could be staffed, then
patients requiring this level of care should be looked after in their nearest
available facihity rather than be transferred elsewhere because the ‘funded’ bed
level at the nearest facility had been reached:

- I have already mentioned that the former Director-General, Dr Steve Buckland,
gave a strong message to District Managers in Central Zone - at at least one of the
Central Zone Forums - that they should not use the “budget” excuse for not listening
to cliniciang’ ideas.

- I have always encouraged clinician participation in the management of districts.
One significant constraint is ofien the demand on clinicians” time and their ability to
participate in meetings. This has sometimes been solved in innovative ways by
some Districts, eg: holding a once a fortnight dinner involving clinician-Managers
to discuss business.

15.  Exhibit 38 is a report by two orthopaedic specialists, namely Dr Giblin and Dr North, about
Hervey Bay Hospital? Like the Lennox Report (exhibit 55), the Miller Report (exhibit 129),
the FitzGerald Report (GF30 to exhibit 225) and the Waters Report (see Mr Messenger’s
evidence - Transcript 25 May 2005), the Giblin/North Report was not widely disseminated
by Queensland Health.

How were decisions made during Mr Bergin’s employment by Queensland Health about the

publication of reports obtained by Queensland Health?

L. These decisions were usually made by the Director-General or Minister or Cabinet in
the case of Measured Quality and Elective Surgery reports.

In what circumstances might a decision be made to refrain from publishing reports?

ii. ~ Where it was “Cabinet-in-Confidence”, where there might be patient-identifying
information, where there might be concern about it leading to defamation action.

i6
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Is Mr Bergin aware of any other reports relevant to the Commission’s terms of reference
which have not been made public nor cited by the Commission?

ii.  No.

Signed at Brisbane on,{[ September 2005.

------------------------------------

Dan Bergin

Zonal Manager
Central Zone
Queensland Health
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ATTACHMENT 1
HL 56/01

Contact:
Dr John Youngman
(07) 34340858

Queensland Closing: |
Government 9 : 04 : 2001
Queensland Health QUEENSLAND HEALTH ' )
Position Description
1. Position No: 100791
Position Title: Zonal Manager (Central Zone)
Unit/Branch/Division: Health Services Division
Location: Brisbane
Classification: DES4
2. Reports to: General Manager (Health Services)
3. Date of Review: March 2001

4. Purpose of Position:

a) To provide effective executive leadership over the health planning and
procurement functions for the Central Zone, with the resultant
formulation and negotiation of service agreements with health service
providers to address specific health outcomes, priorities and targets.

b) To provide strategic leadership, support and direction to public sector
health services in the Central Zone, Queensland Heaith.

¢) To monitor and evaluate the performance of health service providers
in achieving the requirements of their service agreement with
particular emphasis on the contribution being made to address
specific health outcomes, priorities and targets.

3. Organisational Environment and reporting relationships:

Queensland Health has two organisational divisions namely the Policy
and Outcomes Division and the Health Services Division,

The Policy & Outcomes Division has a prime focus on:

corperate/strategic planning for Queensland Health

funds acquisition _

population based funding for health services

development of Health cutcomes plans

corporate policy development, particularly for health pricrity areas
Information and Business Management

capital Infrastructure planning and development

providing for compliance with corporate governance requirements
leadership for business reforms throughout Queensland Health.
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These services are provided through the following Branches located in the
Corporate Office of Queensland Health:

" Health Systems Strategy Branch
» Capital Works Branch
* Information and Business Management Branch

This Division fulfils the role of funder, through the services provided by the
Health Systems Strategy Branch, independent of whether resources are
sourced from the Commonwealth or State jurisdictions. In addition, this
Division also fulfils the role of asset owner via the services provided by the
Information and Business Management Branch and the Capital Works
Branch.

The Health Services Division fulfils the role of health service purchaser
with each of the service delivery areas in this division fulfilling the role of
provider. The head of this division is the General Manager (Health
Service), who has overarching responsibility and accountability for alt
services provided in the division. The organisational units reporting to the
General Manager {Health Services) includes:

Health Service Districts through Zonal Units
Statewide Public Health Services

Statewide Pathology and Scientific Services
Statewide Information Services

Statewide Organisational Development
Statewide and Non-government Health Services
Procurement Strategy Unit

The Zonal Manager for each of the three Zones in Queensland Health
reports directly to and is accountable to the General Manager {Health
Services)., The Zonal Management Unit and each of the Heaith Service
Districts for the Zone report directly to and are accountable to the Zonal
Manager.

An Organisational Chart is attached which reflects the above reporting
relationships.

Primary Duties.

1. To provide high quality support, advice, information and guidance to
the Director-General and through the Director-General {0 the Minister
on key issues impacting on government and corporate objectives for
the delivery of public sector health care services in Queensland.

2. Provide executive leadership and direction over the health planning
and procurement functions for the zone with the resutant formulation
and negotiation of service agreements with health service providers to
address specific health outcomes, priorities and targets.

3. Provide strategic advice and input as a senior member of the Health
Services Procurement Council.

4. To monitor and evaluate performance of Health Service Districts in
the achievement of the conditions and requirements of the respective



10.

11.

service agreement, particularly with regards to the contribution being
made to address specific health outcomes, priorities and targets,

To provide the environment for the development and support of a
team management culture across 3l areas of responsibility.

To provide direct advice and assistance to Health Service Districts in
the leadership, management and direction of their areas of
responsibility, particularly for cross-district initiatives requiring optimal
use of Queensiand Health resources and infrastructure.

Provide leadership over all areas of responsibility in a manner
consistent with Queensland Health's vision and core values.

Resolve emergent situations regarding the provision of health
services and the distribution of resources.

To provide strategic leadership and innovation in the management of
people, financial and other resources, in the management of
performance improvement and organisational change, and in the best
use of management practice.

To provide effective departmental representation in high level
negotiations and liaison with external organisations; other government
departments and bodies (State and Commonwealth), major
community organisations and hon-government services providers.

Ensure there is a strategic approach to the development of
contemperary human resource practices and policies including
workplace health and safety, equal employment opportunity and anti-
discrimination and commitment to their implementation.

Primary Delegations and Accountabilities

In addition to the responsibilities and accountabilities delegated to this
position by the Director-General, this position is accountable for:

The promotion of the Queensland Health corporate vision, goals,

policies and priorities to staff. related industries and the Queensland
public.

The effective leadership and Management of the relevant Health
Service Districts consistent with the Corporate Plan and legislative
responsibilities.

The quality and effectiveness of high-level policy advice to the
Director-General and through the Director-Generaj to the Minister on
public sector heaith care service delivery issues,

Effective coordination, management, monitoring and evaiuation of the
delivery of public sector health care services for the Central Zone.

The establishment of effective mechanisms and processes to
engender positive relations and linkages with national, interstate and
other industry related groups.
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Ensuring that expenditure on human, physical and financial resources
for the zone does not exceed the budget allocated for any financial
year.

8. Selection Criteria

Your application for this position must specifically address each of the
selection criteria fisted below. It should also contain the names and
telephone numbers of at least three referess one preferably your current
Supervisor, who may be contacted with respect to your application,
Shortlisting and selection wilf be based upon these selection criteria,

SC1

SC2

SC3

SC4

Demonstrated leadership ability of g large complex decentralised
organisation.

Substantial knowledge of and experience in the development and
implementation of:

* Health care plans

* Procurement methodologies for healthcare provision

*  Performance monitoring & evaluation approaches and

* Service delivery reforms in a healthcare organisation

Demonstrated ability as a high level strategic manager - addressing
matters such as human resource management, industrial relations,
information management and high level problem solving.

Negatiation, consultative, communication and interpersonal skills suited
to dealing with the needs and concemns of Government, industry
leaders, clients and staff in an environment of change.

All criteria will be weighted equally.

9. Additional Factors:

The successful applicant will be required to enter into a performance-
based Contract of Employment for a term of up to 5 years.
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[_"Daa Bergin - Re: Investigations ' ATTACHMENT 2

&

From: Peter Leck

Tor Bergin, Dan

Date; 2022005 7:43:08 pm
Subject: Ra! Investigalions

Sorry Dan - | did pregase a Brief over the tast couple of daye and if has been submitted, along with
others, for your vish fornorrow,

Peler

s> Dory Hergin 210272005 15:45:57 >0

Gemy,

thanks for the heads-up, palicularly aboul Dr Palal about whim { hatd not been briefed and given that |
arn visliing Bundabery tomodrow and will be speaking with the senisr madica) stafl. | had already been
brigfed by Fracer Coast and Steve Rashlord about the Hervey Bay patient,

Dan

Dan Bargin
Zonal Managar
Central Zone

FPhone | {0
Fax : (07}

»» Gemy FleGerald 2/02/2005 2:44:54 om »»»
Dart

i have been asked by Jotin to undettake two investigations in vour zone, and | would like 1o keep vou
in the mlarmaiion Ioop [ust in case you have nct been nfarmed.

The first case involves zilegalions of poor surgical ouleomes raised with ma by Peler Lack at
Bundaberg regarding a Dr Patel. The second case involves the death dudng transport of a pationt
from Heevey bay Hospital, Terry Hanelt has been Helping vith this,

We intend 1o travel to Bundaberg and Frasar Coast on tha 141h 1584 February o interview peaple und
examing refevant record. | will give you a verbal brief on fincings s soon 25 possible afior that
information cojleclion exarcise.

regards

Getry

Dr Garry FlizGerald
Chief Health Officer
Queensland Heallh
Phons:

Fax:

Email: -

DA Rm g

QHBUR0A0001.00010
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A BRIEFING TO THE MANAGER, CENTRAL
ZONE

Manzper, Central Zone

010272008

- Peter Leck, District Manager, Bundaberg Health Service District

MNIA

Peter Leek, District Manager, Bundaberg Health Servier District

SUBMITTED THROUGH:

SUBJECT:

Director of Sorgery

COMMENTS MANAGER, CENTRAL ZOKNE:

MWr Daz Bergin
Magager, Central Zone
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PURPOSE;

To provide an outline of current issues within the Bundaberg Health Service District,

BACKGROUND:

*  Several nurses have placed in wiiting their concamns that the Director of Surgery has been
performing procedures for which he has insufficient skils with consequent adverse
aulcomes.

e The Chief Health Officer will be conducling a roview of the cases commencing 14
Februnry 2005,

« The Director of Surgery has indicled that he plans 10 cease his contract with the Bundaberg
Health Service Distdet a1 the end of tie financial vear,

= Some nursiag staff have advised the QNU of their concerns. The QNI have dirccted them
back to District manapement.

»  The Director of Surgery has beon directed not 1o underiake certain procedures untit the
review is complete,

« FPersonal animosity betwean the Director of Surgery and some nursing staff, parficularly in
HCU, was reposted prior 1o the receipt of allegations. A mediation was being arranged but
was postponed giver the circumstances which followed,

KEY ISSUES:

RELATED [SEUFS:

MN/A

BENEFITS AND COSTS:

N/A

ACTIONS TAKEN/ REQUTRED:

Forvoriag B
OHB.0002.0005 00148
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Queensland

Government
-Queensland Health

BRIEFING NOTE NO:

A BRIEFING TO THE
ZONAL MANAGER-CENTRAL ZONE

DISTRICT MANAGERS-CENTRAL ZONE

REQUESTED BY: N/A

DA’I’E: 1_2”' November 2004

PREPARED BY: Graeme Kerridge, Manger, Central Zone Management Unit,
Telephone: 323 40937

CONSULTATION WITH: - Corelle Davies, previously Team Leader — Clinical Services,
CZMU

CLEARED BY:

DEADLINE: N/A

SUBMITTED THROUGH:

SUBJECT: | Clinical Credentialing and Privileging

COMMENTS




BACKGROUND:

While credentialing and clinical privileging has been an essential part of healthcare governance for .
many years, the incomplete arrangements applying in rural areas led to a major quality project to
formalise arrangements through the development of Zonal Rural Credentialing and Clinical
Privileges Committees.

This process has now been operating for about 4 years. Whilst this process was initially managed
through the Southern Zone Management Unit, the process was devolved to the Zones in 2003.
The Central Zone Management Unit has provided secretariat and data management for the rural
credentialing and clinical privileging committee since devolution fo the Zones.

The next step in the devolution process for the credentialing and Clinical privileging of doctors in
rural Districts is to ensure access to the database on QHEPS to nominated officers in all rural
Districts so that information can be updated directly.

A range of issues arise from the experience over recent years. These are explored below.

_ Separately, in view of the risk exposure arising from any incomplete coverage of clinical
privileges, Central Zone Management Unit recently undertook a survey of clinical privileging
arrangements throughout the Zone. The results of that survey have now been reviewed.

KEY ISSUES:

¢ The experience from the Central Zone Rural Credentialing over recent years has
highlighted the following: '

- o The communication is all by teleconference, email, fax and mail.

o Meeting participation of widely disposed staff has been very difficult with meetings
frequently cancelled;

© The delays in communication and through meeting processes have meant timeframe for
decision outcomes are very long;

o At times there have been difficulties involving an appropriate specialist to advise on
procedural skill issues;

o Organisationally there has been confusion at times as to appropriate committee
coverage for small rural facilities linked with larger regional hospitals ie optimally,
privileging is done in a local network where there are strong clinical links.

o The separation of administrative co-ordination from operational areas may be creating
“system waste” ie the clerical co-ordinator chasing up references ete for clinicians who
have already resigned.

¢ Nonetheless, the Commitiee has played an important role in improving privileging
coverage in rural areas. It is recognised that Districts and Committee members involved
have worked constructively on what is inevitably a complex process.



# . The survey undertaken of all Central Zone Districts highlighted a number of issues:

o Lack of clarify as to processes where clinicians with privileges at one facility do
outreach or visit another; :

o] Responses; from rural Districts highlighted the delays incurred from cancellations of
the Rural Credential and Clinical Committee;

o The development of a shared arrangement between Bundaberg and Fraser Coast as
rational approach for peer review of specialists was noted.

s While the existing database used for privileging appears to be problematic in terms of
producing management reports, this is being addressed by the responsible staff member in
Southern Zone in conjunction with Information Services.

» There would appear merit in considering review of the arrangements covering rural
~ districts to address some of the operational issues being encountered. A proposal is
outlined below which would devolve the role of the Rural Credential and Clinical
" Committee to “hub” sites. :

PROPOSAL FOR DISCUSSION:

o tis proposed that a system of “hub” Districts covering the privileging processes for
associated rural committees be developed,

# The advantage of this is that these “hub” Districts have the capacity to provide onsite
* supervision and assessment if required for applicants seeking privileging in procedural
areas especially in obstetric and anaesthetics. This ensures that the assessment process is
not just based on paper credentials and therefore should provide a greater level of
confidence in the credentialing and clinical privileging process for District Executives.

» Additionally, this would facilitate a hi gh level of “contextual™ awareness of the particular
circumstances applying in small rural facilities.

¢ In developing a “map” as to how such a structure might work, consideration could be given
to leadership of local processes being shared between two Districts. This may ease
workload issues eg Chairing could be rotated on an annual or biannual basis.

* A possible arrangement for consideration is as follows,

Wide bay
A committee shared between Fraser Coast and Bundaberg (where there are already co-operative

arrangements) might also provide coverage for North and South Burnett. Representation on such a
committee, when considering rural clinicians, would need to include representation of the College
of Rural and Remote Medicine and/or College of General Practitioners.

Central Queensland

_A':féommittee shared between Rockhampion and Gladstone might also provide coverage for
Banana, Central Highlands and Central West. Representation on such a committee when
considering rural clinicians, would need to include representation of the College of General




Practitioners. Note that the Rockhampton Committee has not alwéys covered Yeppoon and Mt
Morgan.

‘Gympie

Currently Gympie utilises the Central Zone Rural Credential and Clinical Committee.
Consideration would need to be given to appropriate coverage in futare were “hub” approach
adopted in lieu of the existing arrangements.

Sunshine Coast

Currently the District Cominittee covers Nambour and Caloundra however Maleny is covered by
the Rural Credential and Clinical Committee. This would appear to be an anomaly given the
existence of a robust committee in the District and the close clinical integration of Maleny with
other District services.

Othef Issues:

Given the lack of clarity currently regarding coverage of General Practitioners providing services
in state government nursing homes and other special facilities, it would appear critical that those
Districts with such facilities ensure that appropriate arrangements for such clinicians in their
clinical privileging structure.

With respect to privileges for doctors credentialed at some site and providing services at another
on-an outreach or visiting basis, it is obviously desirable to avoid duplication while siill ensuring
that local management has adequate control on services scope.

RECOMMENDATION:

1. That arrangements proposed for Wide Bay, Central Queensland and Sunshine Coast be *
considered, and if appropriate, be endorsed for consultation with relevant medical groups,
notably the Rural Doctors Association of Queensland, the Medical Superintendent’s
Association, and College of General Practitioners, and College of Rural and Remote
Medicine.

2. That consideration be given to appropriate arrangements for Gympie.

3. That Districts with governance of residential nursing home and other special facilities
ensure that General Practitioners treating patients in those facilities are covered by the
relevant District’s Credentialing and Clinical Privileges Committee.

4. That a small group of Medical Superintendent’s develop a proposal for clinical privileging
of doctors providing outreach services.
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ATTACHMENT 6&(a)

Implementation of the Service Capability
Framework in Central Zone

Qae iand Central Zone Management Unit

Government

Cueensland Health

7 Deceh1 ber 2(}1’34

i __é: ig 00 am to 3pm workshop
| 3.00 pm — 4.00 pm SDC vis

t

i
i

“Venue: | Seminar Rom”w 182, Education Cantre, Royal | Brisbane and Women's
= Hospita
9.15 .- 9.30 Coffee
930 - 945 Welcome and oparing by Dan Bergin {Zonal Manager, Central Zonoj
9.45-9.50 Cratling of the day by facilitator {Toni Peggrem)
456~ 10605 SCF background and use in Lhe private seclor by Rachas! Sewall {Principal

Policy Oficer, Clinical Strategy Team)
10,05 - 1045 Break into clusters
» Briefly confirm ievels and gaps

o Gap analysis — drill down to what is missing

10.45 - 11.00 Morning Tea

11.00 - 11.05 Surmmiary by faciliaor {Toni Peggram)

11.05 - 11.20 Credentialing (Dr lan Motiarelly ¥ and group dissussion

11.20—11.30 Risk banagement overview & application {Linda Moule, RM)

11.30 - 12.30 Prioritising gegs, identify risks and scluticns (Nerthern 5 and Central 6 &
Metro?

12.30 - 1.00 Lunech

1.0 - 1.20 Tole-haalth video

1.20 - 2,05 Cluster presentations of risks and soluticns {13 mins each)
2.05 245 Zonal Prioritizs and golution facilitaion

2.45-2.55 Way Forwerd and close




'ATTACHMENT 6(b)

SCF Workshop - 7 December 2004

District Persons attending Skilt
Centre
visit

Banana HSD Monica Seth, District Manager, Banana HSD

N5 Joy Pitman, Director of Nursing, Biloela Hospital, Banana HSD

Bundaberg HSD s  Peter Leck, District Manager, Bundaberg HSD 2

Cé s  Linda Mulligan - District Director of Nursing, Bundaberg HSD

Central Highlands | »  Pat Castles A/District Manager, Central Highlands HSD

HSD e Dr John Lock, Central Highlands HSD

N3 ¢ Lyn Zeller, DDON, Central Highlands HSD

Central West HSD | »  June Lithgow , District Manager, Central West HSD

*  Robyn Abbott Service Development Officer, Central West HSD

N5 *  Wendy Thompson, DON Barcaldine Hospital, Central West HSD

Fraser Coast HSD | «  Dr Terry Hanelt, Director — Medical Services, Fraser Coast HSD

Cé » _Meryn Pease, Director of Nursing, Hervey Bay Hospital

Gladstone HSD * Robyn Goffe, District Manager, Gladstone HSD 3

' *  Dr lan Mottarelly, Medical Superintendent, Gladstone Hospital
N3 *  Mirs Sandy Munro, Clinical Nurse, Gladstone Hospital
Gyropie HSD ¢  Patti Scott - District Manager, Gympie HSD 0
s Karen Croker — Project Officer for ED, Gympie HSD

C6 ¢ _Tracey Warhurst — A/DDON , Gympie HSD

North Burnett *  Geoff Dawson A/District Manager, North Burnett HSD

HSD ¢  Cheryl Anderson - Director of Nursing - Monto Health Service,

*  Dr Ebrahim Patel, Medical Superintendent with ROPP, Biggenden

Cé Health Service

Red Cab HSD - *  Mary Montgomery, District Manager, Redcliffe - Caboolture

' »  (Catherine Mason - Director of Nursing, Caboolture Hospital
»  Caroline Weaver - Director of Nursing Redcliffe Hospital
e Dr Eric Van Puymbroeck - A/Director of Medical Services

M Caboolture Hospital,

Rockhampton *  Sandra Thomson, District Manager, Rockhampton HSD

HSD ¢  Dr Adrian Groesslet, EDMS

¢ Lex QOliver, DDON
N3 *_ Donna Copak, Director, Yangulla Cenire.
RBWH HSD s  Richard Oliey, District Manager, RBWH 0
» Dy Richard Ashby, Executive Director, Medical Services- RBWH
M * __Lesley Flemming, Exec Director of Nursing Services, REWH
RCH HSD *  Denise Best, Executive Manager Child & Youth Mental Health
Service, RCH HSD

M »  Helen Woollett, District Director of Nursing RCH HSD

South Bumeit *  Rosemary Hood

HSD *  Dr Steve Shorey

C6 e Julie Kelly AADDON

Sunshine Coast
HSD

Kevin Hegarty, District Manager, Sunshine Coast Health Service
District

Dr Don Martin, A/Executive Director, Medical Services, Nambour

Hospital

Co * RossMac  Donald - District Director of Nursing Services,
SCHSD

TPCH HSD »  Gloria Wallace, District Manager, TPCH HSD

M ¢  Cheryl Burns, District Director of Nursing, TPCH

John Cartwright, Coordinator Medical Services, TPCH




MEMORANDUM

.ATTACHMENT 7

—

To: Dan Bergin
Manager, Central Zone
Copies to:
From: Peter Leck, District Manager Contact No:
Bundaberg Health Service District Fax No:
Subject: 2004/05 Service Agreement
File Ref:

07 41502020
07 41502029

FINAN/0311/013

Thank you for your memorandum of 5 November 2004,

I enclose a signed copy of the Service Agreement for your records.

bl '

Peter Leck
District Manager
10/11/2004




Queenland

BUNDABERG
HEALTH SERVICE DISTRICT
SERVICE AGREEMENT
2004/05

Leaders in Heqlth — Partners for Life




BUNDABERG
HEALTH SERVICE DISTRICT

SERVICE AGREEMENT 2004/05

“CONTENTS
SECTION A Introduction and Signatory Page

Guiding Principles
Performance Accountability

SECTION B Schedule 1 Imperatives

APPENDICES I Business Rules
I Agreed Activity Targets
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INTRODUCTION AND SIGNATORY PAGE

The overall mission of Queensland Health is to promote a healthier Queensland through:-

Prevention to secure a healthier lifestyle
Protection to ensure a healthier environment
Patient care that is client-focussed and based on evidence and best practice

Partnershlps to g;t_}_vi_de c_:oordinated”sqrrvig‘cs that unpactonhealth across all sectors
Positive ideas to drive innovation, creativity and health enhancements

2 T I

With a vision to be Leaders in health — partners for life

In so doing we recoguise that Queenslanders trust us to act in their interest at all times. To fulfil our
mission and sustain this trust we share four core values:

¢ Quality and recognition

+ Professionalism

+ Teamwork and

¢+ Performance Accountability

Queensland Health’s Strategic Plan 2004-2010 (QHSP 0410), which underpins Queensland
Health’s mission, vision and core values has five Strategic Intents identified for the balance of this

decade (2004-2010).

s Healthier Resources

# Healthier Partnerships

e Healthier People and Communities
e Healthier Hospitals

» Healthier Staff

These Strategic Intents (Goals) and their associated objectives will inflnence budget negotiations
and service enhancements over the current decade. Once completed, the QHSP 0410 will provide a
framework for planning at all levels of the organisation to provide clearly integrated health services

for all Queenslanders.

At the same time, Queensland Health has made an explicit and ongoing commitment to
performance accountability. The purpose of the 2004/05 Service Agreement is therefore to provide:

s an accountability mechanism for the provision of quality health services in Queensland, and
» atoolto facilitate performance improvement consistent with Corporate, Zonal and District level
planning priorities for the delivery of services within each Health Service District.

Central Zone - District 2004-05 Service Agreement

2



o

- Sipned byz--

The Service Agreement is between the Senior Executive Director Health Services, the Zonal
Manager and the District Manager, Bundaberg Health Service District of Queensland Health. It
constitutes the accountability of the District Manager to the Director-General in relation to the
resources allocated to the Health Service District for the 2004/2005 financial year and the service
and corporate responsibilities to be discharged in return for these resources.

Underpinning the Agreement is the obligation to adhere to relevant Acts of Parliament, Queensland
Health and Government policies, practices, guidelines, standards and administrative procedures.

b A

Distriet Manager _ Zonal Managty
Bundaberg Health Service District Central Zoné
€7/ 2004. {7 1572004,

Senior Executive Director, Health Services
/12004,

Central Zomne - District 2004-05 Service Agreement
3




GUIDING PRINCIPLES

The management and delivery of services within each Health Service District will be in accordance
with the Strategic Intents (Goals) and Strategic Objectives (Objectives) of the Queensland Health
Strategy Map 2004 - 2010 as developed from the Queensland Health Strategic Plan 2004-2010.

The Strategic Intents are:-

¢ Promoting a Healthier Queensiand

Queenslanders will be healthier, more confident in our health system and will experience }ugh
quality services :

e Healthier People and Communities

Amnew focus on the promotion of healthier hfestyles for mdnnduais and the prevention and
management of chronic diseases in the community

+ Healthier Partnerships
Working with others to harmonise programs and activities that impact on health
o Healthier Hospitals

Hospitals provide high quality and equitable acute and emergency care, integrated with community
care

e Healthier Resources
Employing our finite resources to maximum advantage

¢ Healthier Staff

Adequate staffing levels and staff who have the right knowledge and skills and who work in an
environment that values their experience and supports innovation and creativity

Central Zone - District 2004-05 Service Agreement
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PERFORMANCE ACCOUNTABILITY

Performance Accountability requires a range of management activities including the setting of clear
performance targets, implementation of effective systems and processes, delivering of specific
programs and projects and managing resources in line with allocated budgets.

These activities form the basis of the Service Agreement. The other requirements to meet the
Performance Accountability expectation relate to “people” factors in particular, modelling
“beliaviour and working withi District Executives to embed Queensland Health’s values and ensuring

a culture of team and personal performance across the District.

The other key components as identified in the Queensland Health Success Program are:

* Review of Leadership Accountabilities and Capabilities
¢ Performance feedback fornms and processes including 360 degree feedback
¢ An Executive Accountability Agreement and an Executive Development Plan

Each District Manager will be required to enter a annual performance accountability agreement
with the Zonal Manager.

Central Zone - District 2004-05 Service Agreement
5
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APPENDIX I
QUEENSLAND HEAT.TH BUSINESS RULES 2004/2005

Purpoese: These rules are designed to support the budget management framework within Queensland Health by promoting
consistent standards for alf Health Service Districts, Statewide Services and Corporate Office in relation to funding
arrangemnents, utilisation of funding, budget performance reporting and monitoring processes in conjunction with the corporate
information systems and associated practices.

These rules apply to oll Health Service Districts, Statewide Services (such as Capital Works Program, Information Services,

Public Health, Central P harmacy, Group L inen S ervices and P athology & Scientific S ervices) and Corporate Office with

Shared Services yet to be operationalized.

KEY BUDGET PERFORMANCE PRINCIPLES:

1.

2.

The Office of the Director-General may allocate or re-distribute any funding as necessary to meet corporate priorities.

Service Agreement ebligations including operating result, financial position, funding and activity, rmst be met within the
resources available to the Health Service District, Statewide Service and Corporate Office. Funds allocated should only be
utilised for their specific purpose. Where funding adjustments occur, activity targéts may be adjusted accordingly, simmilarly
where activity targets are not being achieved, funding may also be adjusted. There should not be an expéctation to receive
finding supplementation to rieet a balanced budget or addifional funding for exceeding tarpets without prior
agreement with General Manager Health Services.

Health Service Districts, Statewide Services and Corporate O ffice are responsible for their financial perfoermance
{which includes State ahd Commonwealth Programs, general trust and capital), financial position and badget performance
as appropriately recorded in the corporate financial systems. This performance is closely monitered by Zonal
Management, the Office of the Director-General and Government vnder the corporate goverpance framework, for

" accountability, service delivery and resource allocation / utilisation purposes. It is essential that an appropriate ‘self-

assessment’ of budget and financial performance be disclosed including the underlying assumptions by each Health Service
District and Statewide Service in the monthly snapshot performance reporting to Zonal Management and the Office of the
Director-General, This ‘self-assessment’ must represent a managed (ie. not worst/best case) position. Where fmaterial
savings strategies are required to balance budget, and as agreed by Zonal Management, these strategies shall be costed with
cash flow so realisation of savings can be monitored by Zonal and Health Service Management. The corporate financial and
reporting systems must also be updated appropriately to accurately reflect the current and full year projected positions
to allow Zonal mamagement review as part of the ongoing monthly performance reporting cycle.

Patient activity targets for Health Service Districts and Statewide Services will be established in consultation with Zonal
and Health Service District Management as part of the service agreement process. Patient activity information nmst be
routinely reported by Health Service Districts and Statewide Services fo Zonal Management and Corporate data collections.
The corporate information systems must also be updated appropriately to accurately reflect the current activity position. Health
Service Districts and Statewide Services are responsible for the integrity of their patient data and for appropriate monitoring
processes.

Health Service ljistricts, Zopal Management, Statewide Services and Corporate Office are responsible for managing and
maintaining the appropriate full time equivalent (FTE) / staff profile. The corperate information systems must be updated to
accurately reflect the current position for intemnal and external ¥TE.

Health Service Districts, Statewide Services and Corporate Office roust ensure their cost centre output distributions
accurately record the costs of Departmental outpufs in the corporate systems under the Managing for Outcomes (MFQ)
framework and reviewed annually.

Asset Management — Capital aliocations within the Health Service Disirict budget should be expended in accordance
with the Health Service District’s Asset Strategic Plan. Additionally, it is Queensland Health policy that expenditure on
maintenance and repairs fo be between 2.5% and 4% of the fotal budpet for each Health Service District. Refer to QHEPS
for further details. '

FUNDING ARRANGEMENTS:

Central Zone - District 2004-05 Service Agreement
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10.

.

12,

13,

Queensland Health is funded under the Queenstand Treasury Managing for Outcomes (M¥O) framework where
the Department receives ontput revenue from Treasury and ‘own source’ revenue directly from user charges, grants and
other contributions to deliver Departmental ontputs that directly contribute towards Government cutcomes/prictities.

‘These funding arrangements also apply across Queensland Health where revenue components and targets are
devolved directly to the Zones with the corresponding redunction te base appropriation budgets in 2001-02. Any
revenue raised above these targets is retained by the Zone in a revenue retention agreement with each Health
Service Disirict to fand priorities. Responsibility for bad debt expense and provisions associated with these revenne
components are also devolved to the Districts as incurred from 1 July 2002.

- An-anmualreview of target and rctual revemue as at 30 June each year is undertuken by Zonal Management and taken into

consideration for the forward year agreements with Health Service Districts. Zonal targets may be adjusted as approved by
the Office of the Director-General.

Budget surpluses at year-end in State operating funding, taking into consideration valid commitments, will be re-provided
to the Health Service Districts and Statewide Services at the discretion of the Office of the Director-General and the Zonal
Managers. Retention of surpluses in excess of 4% of the total Health Service District and Statewide Services operating budget
will require justification by the Health Service District. In the event of a deficit, the over run shall be carried forward by the
entity and will bs absorbed in the allocation for the new financial year.

Budget surpluses at year-end in State funded special allocations (ie. all gquarantined allocations including pew funding
initiatives) may be re-provided on a case by case basis as determined by the Office of the Director-General,

Budget surpluses at year-end in Commonwealth program funds are subject to the terms and conditions of the relevant
Commonwealth Program. Refer to Guidelines for Commonwealth Agreements on QHEPS.

- Geperal frust funds are to be administered in accordance with Queensland Health General Trust Fund Policy. Health Service

Districts should ensure effective investment of surplas fimds with QTC.

New Initiative funding is to be allocated in accordance with approved priorities. This funding roust be utilised for the
purposes specified and will only be provided to the appropriate level commensurate with the progress of the initiative. The
labour component of new funding assumes the current award rates and includes all on~costs including superanmuation.

Prior to committing to any Capital Work’s Program, related recurrent funding is also to be negotiated through the planning
process.

In accordance with the targets set in the Department’s Capital Acquisition Statement the budget for “Minor Capital
Acquisitions and Projects® is quarantined within the overall budget for Health Service Districts, State-wide Services
and Corporate Office for agreed capital purposes in the current financial year, The capital target must be achieved at
Zonal level with underspends / overspends to be camried forward and managed at Zonal level for capifal purposes.
Underspends are not available to improve the operating position.

Where borrowing is required to fund capital initiatives, internal sources are to be accessed in the first instance. Where internal
sources are not available, borrowing is to be sourced through the Queensiand Treasury Corporation (QTC). All borrewing is
to be endorsed by the Stategy, Performance & Finance Group (SPFG) and be approved by the Director-General.

In the event a patural disaster with damage to public property, the Department of Emergency Services will invite agencies to
claim grant funding for the restoration of essential constructed public assets to the equivalent of their pre-disaster standard
under the Natoral Disaster Financial Assistance Arrangements within Queensland, Please refer to NDFA drrangements on

QHEPS.

Any variations to Queensland Health funding by Treasury (such as award adjugtments / savings / levies / charges / interest)
or internal to Queensland Health will be distributed as atfributable to Health Service Districts, Statewide Services and

Corporate Office.

Only valid budget claims (ie. supported by funding approvals or claims initiated corporately) should be taken into
consideration for determining the budget position for Health Service Districts and Statewide Services. Zonal Unrits to review
monthly claims for reasonableness and appropriateness.

State funded superanntation expense (employer contribution} is part of Queensland Health's base funding, consequently
funding adjustments to Health Service Districts, Statewide Services and Corporate Office (state special line item for
supcramuation) is aligned with the State Budget process where adjustments only occur through approved award variations and
the labour component of new initiative finding.

Central Zone - District 2004-05 Service Agreement
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14,

15.

15.

20.

21.

A centrally managed government wide assessed scheme is established to manage Long Service Leave Liability for budget
sector apencies, Presently the scheme is funded through a 1.5% Levy on Health Service Districts, Statewide Services and
Corporate Office remitted and administered by the Government’s Superannuation Office.

Health Service Districts, Statewide Services and Corporate Office are responsible for the effective management of recreation
leave entitlements including workplace health and safety obligations.

. The Queensland Government Insurance Fund has been established to manage insurance and legal claims for budget sector

agencies (exchudes entities outside the Governrnent sector such as Mater Public Hospital) and covers, property loss, general
Hability and health litigation. The annual premium as incuzred shall be distributed across Queensiand Health. Separate

..arrangements apply for Mater Public Hospital Complex providing health services to public patients.

. WorkCover premium and claims management are the responsibility of each Health S¢xvice District, Statewide Service and

Corporate Office as outlined in the Queensland Health WorkCover Clalms Management Guidelines.

Health Service Districts, Statewide Services and Corporate Office shall incur an anmual levy (as approved by GMHS) for
corporate Human Resource Management Information Systern (HRMIS) LATTICE suppert.

The equity charge applied to Queensland Health assets from Treasury may flow on to the relevant Health Service Districts,
Statewide Services and Corporats Office as incurred.

Voluntary Early Retirement (VER) packages for Health Service District employees will not be funded corporately unless
otherwise agreed, and as such becomes the financial responsibility of the Health Setvice District, Zonal Management, State-
wide Services and Corporate Office.

The processing of Health Service District, Statewide Services and Corporate Office valid expenditure recoveries (through
JMAN) must be settled within 10 days of entering the system. Raising prior year transactions are not valid (ie. June
transactions to be processed in June).

REPORTING ARRANGEMENTS:

1.

Integrating Strategy and Performance (ISAP) ~ in 2002 Queensland Health released Smart State: Health 2020
Dizections Statement, as part of the Governments wide-ranging strategy of health systen renewal. It is intended this vision
be achieved through the ISAP process. The framework for strategy development and performance management in
Queensland Health is being based on the Balanced Scorecard approach which includes financial and non financial
strategies and measures. It is expected that reporting requirements will be aligned to this approach as the ISAP process
develops.

For interupal reporting purposes, Health Service Districts, Statewide Services (Capital Warks Program, Information Services,
Public Health, Central Pharmacy, Linen Services and Pathology & Scientific Services), grant fimded hospitals (Mater Public
Hospital Complex and Noosa Hospital) and Corporaie Office (administration and statewide programs) aze entities to be

. accounted for separately within Queensland Health,

Queensland Health reporting requirements and timeframes for Health Service Districts, Statewide Services, and
Corporate Office are obligatory in order to meet corporate governance obligations. The minimum reporting
requirements include month and year-to-date positions, and full-year prejecfions. Full year projections shall be
determined by the responsibility area and loaded to FAMMIS/DSS budget versions (ie. full year budget and forecast) as
informed by the corporaie costing tool, across the accounting periods at facility level, by specified account codes within
all applicable account groups (by cost centre and account code for Corporate Office) and be kept eurrent st all times.

HENDS/

Central Zone - District 2004-05 Service Agreement
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ATTACHMENT

Meusured Quuliny Houpital Report 2004
’;’Ni;_llz

Crafier Ins ':.z'u
Bundubery Hospital

Clhindeal Eridisation aad Quicome Indicators

20024165 2000z REFEN Peer Group  Stale

Indicator ) Mean Menn

Avuly Myocurdial Infarciion
CIOLT In-hospitad Morabin
I8 06 . 14,2 142

Lo Investigation 7 Fvaluation:
o Revised eire management sas ressited i hngroved thromblylic
treatrient gl o
o Hew chans for thrombolvsis developed and implementsd by DEM and
WU sl
¢ Adedication procedure beok updazed
= Sl sorkshops regarding thrombolvtics
+  lleercaand i 2004 dact >3 schurse summary awareness
*  Improved Blentifestion of bigh fisk patlenis reguiring transter 1o leniary
cardiolugy services
2. Munagement/ \ctmn i’l.m-
+  Anuaudit of 2
1

avdicated e oupolng voncems

»  Visiting Cardiolopist sees inpatients 1hree davs o wick
3. Opportunity 1o eommunieats hrsl ;:r-uurc o oiher Ruei iiuc : The hospitad
heheves hin chiunges in care manngement adeguatei addresses issucs repaciling

2Ty,
122D

acule myocardial nfaretion sz‘*--hc;._a:;;n @l me
4. Coutaet: Dy Damren Keating, 138N, 67 4

stnke
CHO3.T In-haspiwal Morzlin
iy 377 384 (9.4 2.7

I. Imvestigafion / mhmtmn.
- A (.h.-:r- a3

20HI3 wems o |;
FppTaprisie

s Audiolp:

time period

sverase Lo

ey 2003 -3 hine
that patiants mmimzc IO PCCIVG CHTT

ack {T1A) for the
greaier than state
ilinue to reeetve
uu apparent with
ded sx having astroke.

et und vuddeiines,

PRE

care upprapiaie for th‘i" i1
TiA patienz, who should have been on
s Revigwed siroie and THA patier: man

i, (':‘»fiin{l

Muemsnred {nudny e e
fipc Tt 1



2. Management ¢ Actian Plan:
v Montily audiy by staff phy

¢ projeit oflicer of all patients

g oavnd to QI Data Services

*  Menthiy audit of all strobe mentadity . ineluding nursing home status and
seanstors iend oul of hespital

= Hegan hespitad panicipation in the Collahorative for Healtheare
Improvement (CH Sunke

sicsan and |

coded as vroke and TIA belore &

o Developed multidiscipiinary working sroup

e Stallorentstion and educarion instigated w onhance sl awareness
J. Opportunity to communicare hese practice (o other Beilities: The haspital
believes that changes In care mamesens sdequately addresses isstes regarding
srehe in-frospital mortaling
4 Comtacts Dr Darren Keating, DM, 57 2550 2210

Marernal Post-Natal Long Stay Raie

CH3G Vaginal Bivths (0ol Yo

- R 113 1. 71

o Envestigatian / Evalautien:

o Ftended Midwilory Servies (EAS)

» Use of Antenatal Clinieal Pattneay. Povimtal kength of stay is discussed with

mothees ws parl of e education component.

2. Management f Action Plan:
e Continued delivery af VS
»  Continued oxe of Antenata Chinical Pathway
Opportunity to communicate best practive 1o other facilities; The haspital
helieves that this program adequately addresses issucs regarding matzrnal post-
natal lonp-stay rates and s willing 1o share this krowledos with wiber Tucilities,
Contact: Ann Robinson, Family Dalr NUM, 07 41302412

L¥¥]

Es

Meusured Qualicy Comments: Good. Should share positive euilier information with
other hospitals,

Miens

aend (b Repoer Bonds!




Lificieney Indicarors

ZOGH203 20002 20000 Peer Group  Stale
Iaclicator Niedian Modian

Cost of Qvertime per FTE
EFF-03 AH ST

mART S31E6 82G0E 53159 L2040

L. Investigation 7 Evaloation:
*  Crzanisational performance descussed i bnprevang Perlormsmes and
Fxsentive Cruneil moothis mectivg
2, Munagement S Action Mlan:
e Onpuing monitoring amd regalar review af work
depuriment managers
= Ompoing assurance of st foendv = rehie] paol
3. Opporturtity ta communicate best pra ulm 10 vtlier Tacilities: Not applicable
40 Contact: Poter Flowbh, DOS 07 11302

sd andd overtine by

P30T Manapeisb lerion]
IR

L
Lot
LA
Ly
i
e

s

-~
gy
[
o
=

Lo Investigation 7 Eaalumntion:

o Overtime in Homan Rescurees tHERD Service relted 1o implementation of ESP

e Additienal hours dee mowork praciices i variues epaniments and insufficient
rediet arnlT

Manugement S Acttan Plun:

o CUhanged rosiering pracice in HR Semvics

o Revicwed THE Service icad

»  Onpoing wssurance of suf‘?"‘m'} tramed relief pant

bt

3 Oppurtumr\ to communicate best practice 1o ulhe: Tacilities: Mo appiicable
4. Contact: Peter Heath, UK, 67 3180 3743

EFF-03.02b Junior Mediend
S2634%

1. tovestiation 7 Evaluation:
s Increase in
¢ Reflects increase in Frvorpnise Hargat
o lligher proportion of nversess traiced Tuni

Principal House Officor Registzar support

1. %‘«'I:mzwemvntf Action !‘Ian:

e mraber oF junior moed

cement Award rares
Lors whiy weere more refiant on

*  hrecior ot Medica! Services «(DMS1 cominues 1o monitor nurber of hours of
VT

»  Cugiinue w provide comprehersive mrairing progran tor jumior modical
oflicer .xdu‘rt_gsing reeds o ong

2A5 et Cagtors

Bieasared Quatizy Kepont #
Py '3 4




wal wilicers. Eneourage selection of
_gtzmm' 3t alibd; mixc : ;‘T“a'ieus e\;;:‘—*ri~ nee in Australian health axm m
su they ure more independent and requive less supervision.

3. Opportunity to communieate bust pructice lu:r favilities: Not applicable

4. Cootaet: Or Droren Keatiran, DS, 67 4530 22140

CIFF-03.03 MNursing
SHd7 Siied 5780 5724 S50

1. luvestigation ! Fvaluation:
«  Rostering sssues comributog fo v
o Jdentifed four clinieal areas with B
2. Muaaagemcnt £ Avtion Plan;

HETRIN overtiine hours

«  Review chinieal arcas with high mursing uges

. !4'1;1.:1hliu‘*acd wim \\"‘n‘e;irﬂ P, %;u-!z.éiz:;. Jueensland Narssing Untoen, in

d luwla't re-vtesineering in o cal areas in differen stapes of
provress, Trinl in progress in one cloveal ares with ofiers to follow
J. Opportusity to commuaicaie best practice Lo other Tacilitivs: Nonge
4. Contaet: Mrs b i Metean, DDION, 07 2130 2003

EUT-03.007 Professionad
T8 S0h LG 83056 w00

Lo Investigation 7 Evalwation:
Phurmacy

o Provision ol anesli and seeckend service conributos oversine hours

»  Provision ol Methedone Cline daiiy

*  Pharsaoss st shoriage

o [Nfhicehy moobem l.]" SRS
Diaguostic Imu;-.;mg

o Dilenly in obusininy cususd stadl

o bimied radingeapher statfing atlocation leor 2477 coverage
2. Muagagement 7 Action Plan:
Pharmacy

¢ Development of staffing struciore

* Investizating
Diagnastie Imaging

¢ Consiger implen

*  [nvesiipaie a u'{’"ﬂ.l(‘i["‘] 5 g
3. Opportunity o cammunicate Best practice 1o other facilities: Not applicable
4. Contact: Ur Darren Beating, ONS 07 4135 7236

MO Camarent: Qvertime rises have generally not improved with the impiemeniation of
the above imtiatives

Megvured Crizliny Repon Brsdaberg Fl
vz G el 1§




Proportion of Work Caver Leave
EFF-05.01 ManagerinbCleriza)

O g, ¢ oam n g
1,545, 127 % 14 3%, {1.23% o

—t

. Bovestigation / Evaloation:
*  Bsolated inzadents of PP cluims relzted © arganisational chanpe and
disciplinery issees
2. Manugement £ Action Pl
s Ongoing manigemen and or
o Disciplinary maners finalied
o hinprovements made in case management o8 PP Claie oo investivation
process improned
- Oppartunity ta communicate best practice o other facilities: Mot applicable
4. Contact: Peter Hewh, PCS, 07 $150 27058

implemented

it} cha

Lew

MO Comment: < resuis lave improved shmiScanthv, bow was the im At alion process
snproved?

Proportivn of Admin FTE per Total F1E

Lre-11 A%, P55 EEOY P33% 9.78%
b nvestioation 7 Evalustion:
«  Review af administrive stalfing conducted 200272003

»  Minimal additional stadlin FIR Service, front desk and medical records
e Assumpiion made that otier disiricts apportion Admin T
Factlities
2. Management s Action Plan:
+  Transition w Shared Services
e Nolurther efficacies can be identifizg
3. Opportunity o communicate best practice (o sther Gieilities: Ned applicable
4. Contact: Peter Heath, DOS, 07 2130 2708
Maasared Quality Comment: The transizion (o shared sorviees as improved result,

5y other Jistrict

Cost of Admin Stafl per WiSep

12 277 5235 Bl

i f

S180

Lo lavestigation S Evatuation:

¢ Review of admimistrative stailin

¢ Minimal sdéitional 527 in BR

v Assumption made that emier dis
facilitiex

*  Recent invesiigations indicsie Burdaberz | lospit
per momh por Admin FTE compared o tan pea
month per Admin FTL.

Manugoments Action Plan:

¢ Transition Lo Shared Services

¢ No further efficaces can be idoriied

3. Opporumity o communivate best practice o other facilitios: Noi applicuble

4. Comdact: Petor Tieath, DCS, 67 41305 2708

g condusiead 200

wis appunion Admin FTES o ather disrrict

[ porhnmanc

s ot 14 gl

.__,'
£y
@

-

[oe S

=

A
3
e

e

Muossmed Quakiny Heport - Bunastore Hoanial

Pape ol b4



Measured Onality Cononent: 2003 report identified costs usipe NHODC nwthodslasy

R

and show Bundabcr: in & favourable position $~r maat indiemors excluding wurd

suppiics

Proportiun of Same Day Matients

[FP-32

.

s

ana

3.
4.

3.2% IR RS 46 0%, 3l 8%

Investigution / Evaluation:
»  Surgical sl Anaesthetists and Dective Surgery Coordinator have worked
tagether to identify suitable procedures mid pationts for dav only procedures

* Dy Surgery Lt role promoted withen it
Manzxgement / Actisa Plan:
= Repnbar ceparimg avanfabic (o Dirccior of Sureery and Divecior of

Armsthotivs

»  Dhevelopment of Dav Cinds Jg»..rtw..u"ii: heleerstectomy protondd by
Lirevior ef Surgery, Direcsar of Anaestheses and Fian Sursery Nume Unil
Manuger

(}ppmnmm o connmunicale best practice to other Taeilities: Notapploably

Cooluct: Ur Darren Nexting, DMS 3150 1000

Mueasured Chaaliny Comment: Resolt s o fvonrable saliee in 2003, posaibly inchides
micreased Renad patiems

Kivetive Surgery Loug Wit Proportion

EFF-3.

P

Measered Quaslity Comments 1

£FT-3

savead Chaadiy Repivr [y
fral B

1.2 Category 2
330% 4IH T 0,308, 4,270

Investivation / Evaluation:

v {Refleeis shmificant Speg
stafT

v Locum surgical siaff bad focusad primasily on emergeney and eloctive surgery
Crtegore § paijonts

s Stahnbised sonior worklone s

ail twrnever with relianes vn locym

cund ansesthetics in 2003

v Increassd famibiarity with vt by overseas trained surpeons
¢ Subsequent improvemem with 6% Catensry 2 12060372004
\lnmmunwnt Action Plan:

= Continue ongoirg fous on long
Opportunity w eommunicate be«z pr.n.mc to other facilities: Naot applicatly
Contacr: Dr Darren Keating, DMS 31502000

4.3 Category 3

3 2 2% RRFEL N 24.0%;
Investigation / Fyaluatinm:
#  Reflzowns sipnificant Spocaliss <y siil wumover with rellance o locum
siaff
¢ Stabilised sepror workforce i sureen angd anas y 20




e Increasvd landharity wik sysiom By ovarseas fraingd surgeons
o Subscquom improvement with 33%, Categary %il’?{ 2004
2. Management/ Action Plan:
o Continue anzoing {ees on long w
J. Opportunity o communicate best pt'ncti«_e to other Jacilitivs: Not applicable
4, Contact: Py Darren % el I[E_“; PIRN.G7 2134 2210
Measured Quality Comment 708 result 5 5

Lrs

Propoertion of Long Wail Admissions

LIT-36 153.7% ERY

%o . 358, P35 H

L. Tnvestioation 7 Fyiluation:

s Helleots aignaficant Speaishs sargcs! sia i wmover with relfance on lecam
stafT

e Stubilised sontar weorkforey i steroeny ad anacahetios m 20013

A }HUL&‘I sed Farnilioers 3» with wvsiois: ﬁ\ PR o ) 1ra et ‘\111“1{‘31‘”\
Management S Action Plan:

«  Continue oszoing Joous on leng wais

3. Opporta ruw to camumunicate best practice o uther fucilities: Mot applicable
4. Comtact; Dy Darres Keatune, DMS 27 24302010

Mensired Oualay Comment; Propartion of LW admissions showed nprovement log
TR sy phwate an mrease in LW admissions tor

O304 however incrvased LW 0 |
the 04405 veor,

By of Surgery Admission Rate
.y 74 LEERY 1 89.2 a3
1. tuvestgation 7 Exaloaon
»  Heflects significant Spectalist surgical stal? wrnover with refiance on locum
statf
Stabiliscd
Increased Tomilbanty with sy$iem by averseas trai
¢ Surgical sieflf. Ansesthetisty and Lledtive Surgery ¢
w uptinise Dy of Sureeny 2dmissions
2. Management ¢ Action PMan:
e Regular reponting wvallzbic wo Dirceior of Surzery and Dircetor
Anaesthatics
e lacreased throaghput i Pre-Admission Clinie
3, Opportunily o comwunicate best praLtmL o other tacilities:
4. Contuet: Dr Durren Reating, DMS 07 4 i

sarvnr workforez in surgery and anasstherios in 2003
d surseons

cordinator work together

Sy
ih
-

at

Muasured Qualiny Comment: shows significant improveaiment for 62705 93.1%
o
Pay Surgery Basker
FFF3Y Standardised rore
il T 147 134 3

[, dnvestipation 7 Fyaleation:

* Apply hestpraciioe for appr

N 35 St

Memsared Qunbiy Bopory -
UERTHE R |



2. Management / Action Plan:
o Continue curtent bust praciics

d. Oppurtunity to communieate best practice to nther Facililies: The hospital
believes thar changes in care manzg tadegquately addresses issues ragarding
the propartion of day surgery g aam-.dur;“:s undertakan and is willi ing te shave this

knuwledpe with other facilives,
4. Contact: Dr Darren Keating, DS, 67 21307210

Measured Quality Commiens: The facihny 15 demanstrating an increased awareness of
;}crimmm" lim Basker procedwres o a ey sarger

EFF-39.01 Inguinul bermia repaty
FEL 7 Ry 35 Ty {2.5% 174
o bovestization / Bvaluation:
¢ Apply bost practice fur procedure by experienzed surgroad s1ald
I, Munayement 7 Action Plan: '
»  Conlinue current best practice
3. Opportunity to communicate best practive lo miwr facilities: The hospizal
belteves that changes in care munaecien ade 1_]_1 ately addresses sssues roguneding
the preportion of duy surgery proced:
and s willing to share this Enowicdge wo
4o Coutaet: D Darren Ko, 1INMS, 47
Mrasored Quality Conunent D8 rate remained ‘n“l‘ foor 113534

LFE-39.00 Haemornidectony,
SLIN PR 134 919 42.5%
Lo bovestioniion / Evaluniiun:
= Appdy best practicy for provedure by experienced sureical siaft
Mamagement / Action "lan:
s Continue current best practics
3. Opportumity o communicate mc.r practice o ather facilities: The hospital
believes that chan; wecrenl adwi.d“.l\ addresses issues regarding
the proportion of day surgery IWFLB\.C..L[‘L\ underakza Tor haemomhieldectomy and
i widhing o shave tiis knovwle > ether faerinies,
4. Contact: Br Darren Ke DA HJ 413220
Measured Quality Comment wo fow provedures performed during D3/04 10 analvie

[

R H‘. care

EFF-39.0% Carpal runecd docomprossion
160% G

Lral
'EN
“l
By
L
~C)
4
T
s

1. Iowvestieaticn 7 Evaluatjon:
e Apply bes practive o procedere by exns n« z';,n.d surgical amit
+  Orthopaedic surgeon wil apeeiul i.".L:f fand and oot surgery
2. Management [ Action Plun:
e Continue currest best pravtice
A Opportunity W communicare best practice ta nther facilities: The hospiwl
elieves that changes in carg ma et 4 5

r
s

uately adidresses issges FOnAn 'imw

Blensured Chndive Reped By
Pape Kal ¥




v procedures undenaken for carpal tunnct
1 sharz this kros ledee with other Iauhii&:s.
CDRES 0T 30 2210

the proportion of day surg
decompression and is ml;u
4. Contact: {3 Darren Keats

rg: ,m “'}

on gy

Measured Quality Comiment: reselt maimained fr 5144

LFF-39. 71 Arthroscopy

(,}“ [} ‘r‘iﬁ}}v"& ‘):t j‘;u ‘-SSF‘K\ 7{350!’“

b Investization ? I;\':iiu:!tiun;

= Apply hest prsctiec for prox
2. Munagement / Action Plan;
e Continue current best praciices
A Opporturity to eommunicate hest practice o other facilities: '“u; izus;:,‘—imi
believes et changes i care nnwaperment adeguately addresses issues s regardmg
the proportion of a.LL‘« SUrEery procesur
and wowillbey o share thiz ko dedee with il faciitios
4. Caontact: Py Darron Koating, M5, 67 4133 2210
Muasured Quulity Comment result maintained for 0304

by caperienced surgical staff

aken for avthooscopy prove ii!lh.‘w

FEF-30 08 Dilasation snd CarenageHy steroscon
a7 4% A1 G4, i

14,724,

1. Twvestization / Eyvaluntion:

« Apply Bost practice i proveduie B esoerivieed =
2. Muimuagement S Action Pl
»  Contmug current best praciice
Opmportunity w communicate best practice ta other faeilities: e hospital
behieves that changes i care manage ;
he propurtion wl day surgery procedures urn.n:‘l;ii
and hysieroscopy procedures and s willing 1o &
faciinies.

7]

iy wdddrosses issuey regarding
? oy dﬂ.{!dduﬂ and curetiage
o s

i with ulhu

WHLH%% 86.5%

—

. lovestigation / Ev:i]uatiuﬁ'
= Apply bos prz for procedure by eaperienced surgleal staff
2. AManagement ! :‘scn.can Plan:
o Conlinue curent best praciios
3. Opportunity 1w commumcau baest pa acncc o mimr faeifities: The husplal
belizves that chang A0 deiruy dresses issucs regarding
the propostion o! T laparnscopy proceduies
and is wililng 1w h are this ,«slo*"i;"' :
4. Conuacr: Dr Darren Keating,
Measarod Qualtty Conormonls 1

g2 Wil olaer iscél:t
AR I

Sitastied iy R
Pagsy 11 as) 12




Proportion of ED Patients Scon in Time
LEP-41.0) Category |
Y

P, |
e

G% Founs 1KY, 04,385
1. Povestigation / Kvaluation:

s Lack of fub-time Medica! Direuiar

¢ Shontage of RAOs with Bigh termer

¢ Lack of mwvareness of bepchmscks

v Achieved benchmarks Sep 04 shreuah Foi o
2. Management £ Action Plan;

+  Medical Divector provides consistont adershin

o [aabled process for spproprinie trane

o Greater ceflahoration betseen medical i nursing stud?

o Improved rostering ol medical aod snesing <l

periods

*  Better balancs of wonior and junior medicad staftf on roster

100%

s fast for peak densndd

A Opportunity (o communicate best pracriee ta other facilities: Not apphicubly

i “%"1]:“

d. Contact: Dr Durren Keming, DAS. 07
Muetsured Quaiiny Commient. sesalt sapraved 1o 1009, ¢

LEF-11.02 Category 2
HRIERS .29y S5 1%, EE R
I Tovestigation / Evaluation:
«  Lack of fullime Medical Direcion
»  Shortage of RMOs with high mempver

o Luck of swarensss of Benchmarks

= Aviveved beschinacks Sept 04 theough Med 0
2. Munagemont f Action Plan:

»  Medical Director provides consistent ieadershin

»  Enabled process for approprime riage

o Greater collaboration between medical sad nursing siaff

« improved rosterin ol
periods

»  Buier balance of senior and jurior medical sizif o roster

3. Opportunity to communicate best prictice o sther fucilities: Not

4. Contaciz Dr Darren Ke
Muasurcd Qualit

ing, DMS, Q7 3130

Toup 180 DRG Average Cost
LFP-52.01 D407 Dienial Fxiracy

AR

83078 ST342

Lo Investigarion / Evalustion: Coest mosell
2. Mauggement{ Action Plan:
+  Correction msie in a

»orror idvstifed in Tras

U eorrevting the error,

*  No e manmapemeny or action requ

Megvd Queadily Ko
P 1000t 2

[
740

medical and nursing 91377 w0 adjust for peak demand

applicable

31401

wition {1

et ol costs dnd Costoovpe categories in Fransition



3. Qpportunity w communicate best pracice to other fucilities: Not applicable
4. Comtaet: Jenniler Kirby, Manager DODSU, 3130 2210
Measured Quality Comment: eror should fenve baen d prior 1o this rapot.

LFF-32.02 GaiD Viagingd Delivery  Comp Diag
83333 SoHG

S S2592 51t

i.-"!

-

. avestigation 7 Evalaation:
o Narisnee avocisted with cost assignnent duz o reduced 105 wid £MS
2. Muanagement / Aetion Plan:
*  Roview of costing assigrmen
- Opportunity to communivsie best practice to ather Facilitios: Mot appdieabkh;
. Contact: fernifor Kirby, Man e PN R0 2208

Y

:\"I'._‘Fl.“\l.if'{.‘{.l (,;,Léllﬁi'}’ r:(!ﬂ”'i'lt[ 1 el :;::w,f;_) i iL _[li!‘s ' '“}1‘!’1 ,gi‘p: ot it [EAHY unn;]‘) njawl‘} SHL (}Im

$2.361

Foad Services - tatal cost per OBD
KEE-G0

i
(73}
Fx
L]
&
s
tud
‘,._j
te
o
i
A
=

$37.18 SA6U3
Lo lnvestigation 7 Fyaluation:
e hrvestipation o progross
X0 Management 5 Action Plan:
*  Will study services st peer groups
e ldenufy further efficiency chanyes and apzerlanites o miplement efficicacies
{e.g., atlritivg}
3. (Jp[mrlmut\ 0 L{JIl’lﬁ’iLiHI{.“’l!L buest prictive to sther Facilities: Nug tupplicable
4. Contaets Poter Heath, DCS 07 3150 2704
Messured Quative Conmnent result i mpraved <
appears o invesligation © acton wken

=

shitly 1o 53495 in 2003 reparl, however

Linen Cost per OBRD
LEF-62

L
i

[
4%
1.5
[
~.d
(7]
b
£
sty
2]
1

S

. nvestivation / Evaluation:
¢ Service reviewed I 20072700003
+  Considerable exeess caszg ids
+  Work practice nclfiviensics idennficd
2. Management 7/ Action Plan:
*  Fificicucivs have hesn imnieme
3. Opportunity to conmunicate best practiee to ather fueilities: Not applicable
4. Contact: Peter Heath DCS. 07 4150 7705
Measured Quality Comment: result el wle?

—t

b 2O8F repor

Revennue Retentiog
Err.as

L RN Lo

ey 26445

L. dnvestization 7 Evaluation:
Measmred Qualiny Report - By i
Bape 11 o114




+  Revenue retenton project was underaay in 200372003
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Morrtis Inquiry Briefing 23/6/2005
1. Measured Quality - Background

The goal of Measured Quality is to improve the capacity of the Queensland public hospital
system to provide quality services and deliver optimal outcomes by developing a process,
which routinely measures and utilises performance data. Reports have been developed in
conjunction with staff and expert groups and results have now been presented in a multi-
dimensional report. These reports are not exhaustive but measure a key set of indicators in
Clinical outcomes, Patient satisfaction, Efficiency, and System integration and Change areas.

Some of the reporis that have been developed and disseminated include a series of Hospital
reports, which highlight variation in performance indicators between hospitals and in
conjunction with each Zonal Management Unit, assist district staff with the dissemination
process and identification of areas where performarce may be ‘improved’ and where
performance may be 'best practice’. The 2003 hospital reports were disseminated fo Health
Service Districts in April/May 2003. The 2004 hospital reporis were disserninated in
JunefJuly/August 2004,

A ’Zonal outlier report’ is provided fo each Zonal Manager and Unit. This report identifies
Negative and positive outliers when measures are compared to a State and peer group
average.

A 'State cutlier report’ is been provided 1o the Senlor Executive Directar-Health Services

A ‘Board of Management report’ is currently being developed, which will summarise the
results of the hospital reports and include a summary of the indicator results, interpretation
activities undertaken by hospitals and recommendations on areas for organisational
improvernent.

1

2. Bundaberg

The Zonal Measured Quality Report 2004 highlighted 2 negative and 1 positive clinical
outcomes outlier for Bundaberg hospital,

The negative outliers were not in the surgical area and refated to Acute Myocardia Infarction
and Stroke.

Surgical items covered in the report included fractured neck of femur, knee replacement
surgery, hysterectomy, colorectal carcinoma complications of surgery, laparoscopic
chelecystectomy and paediatric tonsiliectomy/adencidectomy with data reported from 2002/03
and the two preceding years.

The District was responsible for remedial action/review in these three clinical areas noted as
outliers. The District reporting process was direct to the Measured Quatity Service that is
responsible for providing expert advice in relation to measures and collation of District
responses,

For the 2005 process, a report was tabled at the March Board of Management meeting and
the Clinical Practice Improvement Centre (action officer Michael Ward) have been given
responsibility for a number of areas relating to clinical utilisation and outcomes.

Measured Quality Service is currently reviewing responses to the 2004 report and will test
responses with peer review in the coming month.

The more detailed process for 2005 begins in early Juty 2005,




§Dan Bergin - Brief re Patient [ssue raised by Dr Sleve Rashford - - S— . -

ATTACHMENT 10>

From: Peter Leck

To: Bergin, Dan

Date: 5/01/2005 1:33:03 pm

Subject: Brief re Patient Issue raised by Dr Steve Rashford

Hi Dan,
? Piease find attached Brief and background material prepared by Darren Keating in relation to this
: matter.

Thanks

Peter

“Darren is not sure in the circumistances that an extemal review is warranted.

Would welcome your further advice re same.

tok ¢
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Queensland
Government A BRIEFING TO THE ZONAL MANAGER

Queensiand Health

BRIEFING NOTE NO: Click, enter Briefing Note Number, if known
REQUESTED BY: Dan Bergin, Zonal Manager

DATE: 5 January 2005

PREPARED BY: Dr Darren Keating, DMS BHSD, 4150 2210

CONSULTATION WITH: Dr James Gaffield - Staff Surgeon BHSD, Dr Martin Carter —
Director of Anaesthetics & ICU BHSD.

CLEARED BY: Peter Leck, DM BHSD, 4150 2020

DEADLINE: 7 January 2005

SUBMITTED THROUGH: N/A

SUBJECT: MANAGEMENT OF P 26

COMMENTS ZONAL MANAGER:

DAN BERGIN
Zonal Manager
Central Zone
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PURPOSE:
Provide brief on clinjcal management of P&QD  at Bundaberg Base Hospital (BBH).

BACKGROUND:

Dr Steve Rashford, Director of Clinical Coordination, and Patient Retrieval Services raised
concerns in an email dated 4 Jan 05 about possible delay in. transfer of above patient to a tertiary
centre from BBH, after he sustained critical injury to vascular structures of left groin plus
associated pelvic fractures and possible sciatic nerve damage.

15 y.o. male patient sustained deep laceration to left groin in MBA on 23 Dec 04 and was noted by
QAS to be profoundly shocked at injury site. ‘Transported by helicopter to BBH and immediately
transferred to OT at BBH on arrival due to shocked state.

Patient underwent three operations by general surgeon (as no vascular surgeon available) in next
12 hours. Initial operation repaired 1cm laceration of femoral vein, while at second operation 3
fasciotomies were performed to relieve compartment syndrome and third operation (for acute
ischaemic limb) required bypass of occluded femoral artery. Pafient was admitted to ICU after
initial operation,

Patient’s condition improved/stabilised and he was transferred to general surgical ward on 27 Dec
04. He was regularly reviewed by treating surgeons (as care handed over between surgeons on 26
Dec 04 due to planned leave). Patient’s general condition and left leg continued to gradually
improve with respect to size, colour and sensation while pulses were maintained. Daily wound
checks revealed a small area of superficial muscle necrosis in 1 fasciotomy wound on 30 Dec 04
and no evidence of overt infection.

An antibiotic were begun at time of initial operation and another antibiotic added on 31Dec 04
after patient became. intermittently febrile from 27 Dec 04 and white cell count began to rise on 30
Dec 04.

Patient transferred to RBWH on 1 Jan 05 because treating surgeon was concerned that leg had
failed to improve as quickly as expected, muscles remained grossly swollen and distal foot colour
had changed in last 12-24 hrs with some reduction in pulses. Treating surgeon had no sense of
impending problems as outlined in Dr Rashford’s email.

KEY ISSUES:

* Life threatening/critical injuries to left groin vascular structures/pelvis of 15 y.0. male,

* Emergency surgery by general surgeon saved patient’s life and attempted to save limb. No
vascular surgeon available in Bundaberg region.

* Multiple operations maintained limb viabsility for period after operation.
» Limited improvement in limb observations from 23 Dec 04 until 1 Jan 05.

*» Early evidence of infection from 27 Dec and increasing infection from 30 Dec 04 despite
investigation and antibiotic cover. .




* Transfer on 1 Jan 05 to RBWH ~ In retrospect transfer was delayed by a number of days as
condition of patient’s leg failed to improve as quickly as expected combined with evidence
of infection. Transfer was possibly affected by handover of care from initial treating staff
surgeon to other staff’ surgeon. Ideally patient should have been transferred to RBWH

when stable on or about 25-26 Dec 04.

RELATED ISSUES:

Tnitial treating surgeon unable to make comment as he is on leave.

Medico-legal issues — Dependant upon information provided to family of patient by staff at
RBWH, civil proceedings under PIPA/CLA may occur.

Public Affairs — Increased risk of negative publicity related to delay in transfer to tertiary facility.

BENEFITS AND COSTS:

N/A

ACTIONS TAKEN/ REQUIRED:

BHSD will institute policy of transfer to tertiary facilities of patients with emergency vascular
conditions when condition is stable (i.e. life and limb are safe).

Note information provided plus proposed policy change.

ATTACHMENTS:

Clinical summary — 26
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1Dan Bergin - Re: Brief re Paﬁ‘ent Issue raised by Dr Steve Rashford

-

From: Dan Bergin

To: Peter Leck

Date: 7/01/2005 12:19:47 pm

Subject: Re: Brief re Patient Issve raised by Dr Steve Rashford

Could there please be discussions between relevant staff of Bundaberg and RBWH HSDs to ensure in
future the timely transfer of patients who require specialist vascular and other care not available in
Bundaberg, so as to improve patient outcomes. Please let me know of any unresolved difficutiies in

this regard.

S,

Dan Bergin -
Zonal Manager
Central Zone
Phone : (07
Fax : (07)

>>> Peter Leck 5/01/2005 1:32:58 pm >>>

Hi Dan,

Please find attached Brief and background material prepared by Darren Keating in refation to this
matter.

Darren is not sure in the circumstances that an external review is warranted.
Would welcome your further advice re same.
Thanks

Peter

CC: Darren Keating; Richard Ashby; Richard Olley

P



tDan Bergin - Re: Fwd: Brief re Patient Issue raised by Dr Steve Rashford

From: John Scott

To: Dan Bergin

Date: 9/01/2005 12:46:33 pm

Subject: Re: Fwd: Erief re Patient Issue raised by Dr Steve Rashford

Thanks Dan - that all seems appropriate.
John

>>> [3an Bergin 01/06/05 03:14pm >>>

y i

‘L_;;..,..._...n___. A John, R e e S P
brief as requested. 1 have discussed with Steve Rashford. | will get Bundaberg and RBWH to liaise io
ensure that in future patients in such circumstances requiring specialist vascular and related care are
transferred asap following stabilisation. It is important that, in addition to Bundaberg having such a
policy, that there are no obstacles to the transfer at the RBWH end.

Dan

Dan Bergin
Zonal Manager
Central Zone

Phone : (07
Fax : (07}




ATTACHMENT 13

Queensland
Government

Bueenstand Health

Faquirics ke Dione Allweed
AlExveutive Support (ficer
Oflice of the Chicf el Gilicer
Telephone: (077323 41138
Fuestanile: 17 322 19535
File Mendss,
T el

Mr Peter Leck
Driglrict Manaper
Dundabrerg Hospital
Bovrbong Street
HUNDADBERG 40670

Dyear Peter,
Please Find enclosed & copy of the report of the Audit of Surgival Services at Buadaberg Hospital.

I v also previded a copy ol (s report to the Dirdetur Geneeal and he has asked me to pmwdc a
copy 1o you directly and, 1o request from you 2 report as to how the recommendations arising from
this report will be implemented.

i would be grateiul if you could provide me in due course with & respunse and an implementation
program for (he recommendations urising from this report. 1w ould be happy o assist wherever
possible in the preparation of that pragram. Should you require any assistance please do not hesitate

e Lt

to contact me or M3 Susan lenkins on telephone: (07) 340 33776,

e

Yours Sinccerly

S ey
Dr Gerry FiteGerald
Chief Health Oicer
¥/ qlos

copy: Mr Dan Bergin, Zonzl Manager, Central Zene, Cittlink Preciner, 133 Campbel] Street,
Bowen Hills, Qld 4077
Ms Susan Jenkins. Manager, Clinical Quality Unil, Office of the Chiel Health Officer

{ffice Prstal Minne Tax
Onreenatand Henlth GRO Nex 48 (A7) 3L E24E (G7y 32T 17585
147162 Clunfone Street ERISHEANE (1.0 Sixl

RRISUANE QLD 060
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Prepared by:
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Mrs Susan Jenkins, Manager-Clinical Quality Unit
Office of the Chief Health Officer
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Introduction

Introduction

Bundaberg is a progressive modern city with a papulation of 44,870, whare residents are
catered for with excelient shopping, medical services, edusalion facifilies and a diversity of
recreational pursuits and experiences including the coral islas, coast and country. The city of
Bundaberg is located 388kms norlh of Brishane and 321km south of Rockhampton on the
Coentral Queensland cozsl,

Tha Bundaberg Health Service District comprizes a 138-bed hospial in Bundabwerg, an 18-
bed hospital in Gin Gin, an 18-bed hoskital In Childers and 2 Heallh Ceritre In Mt Perry. The
dislrict extends from Mirlam Vala in the nerth {including Town of 1778 and Agnes Walers), to
Woodgate in the south, and services 2 populsdion of 84049,

Bundaberg Hospital Is o modern 138-bed bospital amd is the disldct's major referral centre,
providing a broad rangs of sccondary level services, inciuding:

Huspital sorvices inctuding: emergency medicing, general medicing, reral dinlysis, general,
wrthopaedic and vascular surgory, obsietics, gynaccology, intensive care, coronary care,
paedialrics and psychiatry, Surgkal precedures are undeartaken by visiling speciafists and
stall wrgeons with the support of o staff onacsthotisl, A stall physiclan is suppored by a
range of visiling specialisis,

Diagrrastic and laboratory services al a secondary loevel are provided.

Alliett Haailh services include: physiotherapy, occupational therapy, dictelics, spesch herapy,
psychology, social work, pharmacy, medical Imaging and pathology,

Backgraund data sovrce: Queensiand Government, Fobruary 2005, ‘District and Haospitat
profitas’ in the Quesnstand flealth Electronic Fublishing Systom (QHERS)} [Onlina]. Available
al: ittpedfahers, health, gid ooy, 0w/ ;

Background

This dlinical audit of ganeral surgical services at Bundabery Base Hospital was undertaken in
February 2005 by the Chiel Health Officer, Dr Gery FilzGerald and Mrs Susan Jenkins,
Manager of the Clinical Qualily Unit in the Offics of the Chisf Health Officer, both of whom are
appolnted by the Director-Ganeral as Investigalors pursuant o Part 6 of the MHealth Sorvices
Act, 1981, criabling actcess o relevant clinical dzla.

Definition of clinical audit

o
Clinical audit is = syslematic raview and critical analysis of recogalsed measures of the quakily
of clinical care, which enables benchmarking and identifies arcas for improvement Clinical
eudits are designed lo complement accreditation surveys and focus on the outcomes of care
rather than sfructives and processes.

Purpose of the ¢linical zudit

This clinical audit was undertzken to measure ke quality and safety of gencral surgical
services at Bundaberg Bass Hospital and identify areas for improvement. The Chief Health
Oficer had been approached by the District Manager {Bundaberg Heallh Servica Dislricl) 1o
conduct a clinical audit of general surgical services at Bundaberg Hospital, Tha calalyst for
this request was a tevel of concern raksed by a numbar of staff at lhe hospital in regard to
some patlent outcomes. In addition, some slafl members expressed a level of disiress about
a number of staff interaciions.

Clinical Audit of Surgical Services, Burdatery Bass Hospital 2
harch 2005



Introduction

Scope of the clinical audit

The Chief Haalth Officer and Manzagar of the Clinical Qualty Unit conducted an on-sile visit at
Bundaberg Base Hospital on February 147 and 15 2003, 1o collect data and inlerview staff,
in addition, data lrom the following faciliies across Cueensiond were raviewad:

Northern zona: K lsa, Mackay

Central zone; Reckhamplon,  Gladslone, Mervey  Bay, Maryborough,  Redctiffe,
Cabodliure,

Sauthern zone:  Ipswich, GEH, Logan, Redland,

These facilities wero chosen o enable berchmarking between hospilals of simitar size and
scopss across the three zones, This peer group of hospitals hod previausly been identified and
used by Ihe Measured Quality Programme {ar benchmarking purposes,

Data sourcoes

Dala ware vourced {rom the following:
s Queensiand Hospilals Admilled Paliesd Dala Collection (QHAPDG —~ routincly
colteotad hospital in-paticnt dala)
v Intervievs wilh stall members
+  Other data coliection systems at Bundabarg Hospitad (for example, ACHS clinica)
indicator data, infection rates}

Service Capability Levels

The Queensland Heallh Service Capability Fromaowork {2004) was used fo compare the
staled service leveds st Bundaberg Hospital with the recommendations in the framework. The
framewark ouliines the minimum support zervices, staffing, safely standards and other
requirements for public and ficensed privale health faciiies to ensure safe and approoriately
supported clinical services. The Service Capabiily Framework serves two major purposes:

e To provide & siandzard set of canabliily roquiremoents for most asuiz healin facifilty
. services providad in Queensiznd by public and privale health factlities

+ To provide a consislent languags for health care providers and planners 1o use when
describing heatth services and planning servica davelopments

When applied atross an organisation, the sama gef of underlying standards and requirerenis
for simitar services will safaguard patient safely and facilitats cfinical risk management across
the staie's health facilities.

Data source: Clinica! Sarvizas Capnbifity Framewees — publie and feensed prvale health faciliies,
Version 1.0 - Lly 2004, Queensland Heakih,

Clricod Audit of Surgical Sureces, Bundabery Base Howpiis 3
farch 2003



Audit report - routinely collected data

Routinely collected data

The Ciient Services Unit (C8U) of the Quecnsiand Health Information Centre (HIG) provided
data for this review. The CSU was asked to provide data for the calendar year 2004, by
doctor, 1CD-10" and ICD-10-AM™™ cedes and by spectfied hospital (as described ahove),
including the following:

» Number and percenlage of surgical enisodas

«  Number and percanlags of episodes whers the patient disd in hospital

+ Number and pereenitage of episodes where lhe patient was transferred to another

" hospital

s Number of episodes with a T81 ICD-10 code (comolication of procedure nol
elsewhere classified)

= Humber of episodes with a Y40-Y50 ICDO10 code {drugeimedicamentsibiclogicals
causing adverse effects in therapeutic Lise)

+  Number of episodes with a YEO-YE9 ICD-10 code {misadventures to palients during
surgicalfmedical care}

= Number of episcdes wilh a Y70-YB2 1C0-10 code (medical dovices associalod wilh
misadventures In dlagnostic and thorapetdic use)

* HNumber of episcdes with a Y83-Y84 ICD-10 code (surgicalfimadical procedures as 3
cause of abnormal reaction of a palient without meniion of misadvernture}

*  T81.0 - HasmorrhageMaematoma complicating a procedurs not elsewhere clossified

= Ta&1.1 - Shack during or resulting ram a procedurs

*  T8LZ - Accidental punclure and laceralion during o procedure nol elsewhers
classified
T21.3 - Disruption of operation wolrdd not elsewhers classified
T81.41 - Wound infection folowing a procedure

«  T81.42 - Sepsis folfowing a procedurn
T81.5 - Forelgn body left in 3 body cavily or operation wound
TE1.8 - Acutln reaction lo foreign substancs lsfl during a procedure

= 1817 - Vascular complications following a procedure not elsewhers classificd
T61.8 - Other compiication of procedure not elsswhere classified

= TB81.9 . Unspecified complicetion of precedure

Interpretation of these data

On review of the data supplied by the CSU, there appear 1o be a number of areas worthy of &
furlher, in-depth statiztical analysis ard, i indicated, a review of the clinical records in these
cases, The areas are:

»* Mumber of eplssdes with a T81 {CD-10 code {complicaion of procedure not

ebsewhoro classified)

Number of episodes wilh a YE0-Y89 ICD-10 coda (misadventures te palienls during

surgicalimedical care)

+  Mumber of episcdes with a YB3-¥84 1CD-10 cede {surgicalimedical srocodures as a
cause of abnormal reaction of 2 patient withoui mention of misadventurs)

»  Haemorrhage/haematoma comglicating a procedura net elsewhers classified

+  Accldental punciure and laceration during a procedure not efsewhere classified

»  Other complicstion of procedure not slzewhers dassiiad

;0
[AZ] kS

(Al Appendix 115 a lsble summarsing the ey fndings of I00-10 cades T3¢ (). T2L0 761.2, T81.3, T51.41, Y6o-
69 oowd YE3-84, and 8 comparison of Bundabarg Rospial sala wih &g from Cueansiand peor group faspitals.)

HICD-10 ~ ihe leest version of e itemetions Shulisticel Clsssicetion of Dftseses s Halated Heailth Probleos,

approved by the Inlamallonal Conferenica ftw ihe tanih revicion o e Indernalional ClassiSeation of Diteasas in 1900

aidd odopled by the 437 \World Heglth Azsermbly,

ZJC&‘!O—AM ~ the Awsiralisn modiicalion Io the J0D-13, endorsed by the Ausiraiian Hoalth Minislor's Adwisiry
ORI

Clinieal Audit of Surgical Sorvess, Bundaberg Base Hospilal
Morch 2005



Audit repor! - stall opdnion

ldendification of staff oninfon
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Thire is @ lxck of vadaistanding of tha | Develop an ofemation programme on this
Auslrslinn heslthzam sysiom, epls.
Lack of protoeols for the managemant | Davelep and  Implement policies and
of medical and surgleal patients in 10U | procsdures  for  the  multi-disciplinary
means. hes 8 no multbdisciplinany managemenl of patieals in ICU with &
team moragemont ofp“ﬁﬂnts this is | vizw Jo improving palient oulcomes and
defrimental lo pats-'nL. and stafl, m»k practices for stif
Mo protocsls fo manoge the tanster of | Develop  and implemeant  sppropriats
patients fom ICU 10 & higher level | poficies = procedures  for patiet
facilite. Iransfers.
Decumentation In cfinical rooords is | Develop, impleman and monitor 4 poficy
: sometimes less then optmal. and education progrmmms for clinical
documssiation,
Clinizal dadsioa-making (s somclimes | Review leave amengements lo ensure
| lefi {o junior dociors. | appropriate shgoing pabisnt care,
| N sysiems In place for invelvoment of | Review  processes  for multi-speciality
r-:&:sv;m clinizel spedieists in petienl | involvermsnt in palisn! cars,
cRiE.
Appropriatensss of andor capabilly to | Review all clinicul policias and pocedures
cany ol somt lrealiments, lo ensure thay are cumend, updafe as
necessary and meniter stall compliance,
Contemporary No eyslems for review of dota to | Develop a process of dinical audit {using

suppe;l the evalualicn of paliend cars.

roulinaly cofiected data) for evalpation of
palient cars,

eccrediiotion.

ine civisional dgFagor is kean i be
Involved in ccliviles such as ACHS

Clirical Audll of Surgleal Services, Dundabery Taze Hoapinl
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Audit report — staff opinion

ldentification of staff opinion {continued)

C'apac Thﬁra w a mix of skills In the damca, - Rovew ;,mf:e:sses 10 ensure eqmabia

workfores. aszzaes lo prefossional development and
Irainieg programemes.

The credenfialing  and  clnical § Compioln s process for of medical siaff.

privileges process has not yel been

Tully implementod,

Hospilal docles and coclors warking | Faziltate  lthe  developmand  of  good

in tha private secler do nol atways | working relafionships botween the public

work well togother, ) - and private healthcare ssolors,

Teams do nol abways work well | astBute team buildiog between ond within

leedhber, diszipfings.

Na clear profocols for funsdovar of | Devdlop  and  implement  approprials

palients lo appmpriate sttt when | prolocols 9 ensuro ongolng patient care

sumeons go on annualother leave, wihion clindeal siaff are on leave.,

The divisional direcior is eommitied to

{saching.

Discussiong botvsen stall moembers | Cosure  alf staff are aware of  thelr

regarding pationt core do rol always | otiigalions & moard  fo palient

laka place In & miovant ceting, confidentiafity, e

Thers s no polocols for owid- | Dovelop and Impiemenl 2 system for

diseiplinary team moolings and ward | mult-disciplinary  ward  rounds  and

rourds (o plon, inploment and review | meefings 1o ensure Ui coninuu of cara.

patient care,

Responsive Siafl do nol always comply vilh | Ensure s stafl are oware of bl
policies ard prcaduras for palient | obligafions  in regard  f0 patienl
conlidentiality, confidentiality
Patfent  sslisfackion  rates  have
_Increpsed, ;

Effective Thrwghaul of clective surgery cases | Implament an sudil process o maonilor,
s good, b thers 2re some vaplanned | assess, lake appropdate action  and
r@admlwms. review this Indicalor,

Efficient | Lengths of slay for some procedures | implement an audit process o manilor,
have Increased, assess, lake approprate  aclion and

reviaw thig indicalor,
The divisional director has crested
elficlencies oo OT by changing some
oulmided wark practises.
3&{9 Complicalion rales have increassd. Impiement an audit process o rnanitor, |
%, assess, lake approprate  astion and |
s ] revisw this Indicator.
Staff do not slweys comply with | Revisw, updats accarding to bast praciice
infestion  control  policiss 2nd | and inolament Infecion control pollcies
- procedures, Inekiding wesdng of OT 1 and  procedures  and  ensure  staff
attire _cuts;dc C7. hand washing | complianse.
 beteeen pelienls and eppropriata use | Continus lo monitor infacton rates,
] of instruments.

Sustainable interactions  betwaan  some steff | instilule tean building bebween and within

members could be mproved, disciplines.
Ouring significant organisationa change,
ansure Quesnsland  Haeslih's  changs
managoemoni guidelines are used.
Semetimes siafl nesd mere supped | Implement appropriate precesses for staff
_{rom senior managzoent, ta astess senior menagemant
?*0;;;3 tal declors and doclers working | Faciflate  the  devebpmenl of  good
in the privala secloe ¢o not atwvays | working relafionships between the public
wark wll {egathar, _and private heatthcare soclors.
Clinduul Audit of Surgizal Servizes, Burdsberg Base Hospial G
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Audil report ~ siaff opinion

Discussion of staff feadback

in general, stadff have enjoyed Iheir work at Gundaberg Hospital and onfy relatively recently
have Igsues atiscn which have waused concemn. Siaff clearly demonstratesd thelr keenness to
provide health services of & high standard,

However, as well as raising concems, some staff mads complimentary comments about the
dvisional director’s commitment to teaching and mentoring of junior medical stalf.

In addition, there has been a significant impravement in efficiency, espacially in the operating
thealre, and in meeting elective surgery fargels will significant reductions in weailing fimos lor
surQery.,

Opportunitios for improvement ldentified from staff discussions

While il is recognised that many regional distic! hoalth sarvices {ncluding  Bundaberg
Hospdal) are Taced with problems of lack of continuity, significant unrest and stofft movements
In modical services and that many hosnitals have a high percentane of overseas tralned
doctars, this may be an opporfune time (o review recruitment, selaction and retantion poticles
and strategles in an effon to identily innovative soiutions.

For staff In reglonat arcas, access W professional develepment apporiunities can be limited,
and i may be usetul therelore, lo explore allernative strategics for tha provision of ongoing
Training and devatopment for all stafl, ictuding refevant topies for erentalion and In-sendon
sducation programmos.

In ordier to cnsure optimal auteomes for patienis and cnhanced work experiences {or slaff,
onguing altempts to Improve aed mainiain good communication between professional groups
in the public and privale sectors are essential,

Hospital policies and procedures, parlicularly for transfar of patients, management of surgical
paticnts, mulli-disciplinary involvemant in patient care, case-conferencing, managament of
patients In ICU, dinital documentaiion, lzave arrangements, palient confidendialily and
infection control should bie reviswed 1o ensure Lhay are sansislant wilh current best praclice,

Mulli-disciplinary involvement in a process of clinical audit needs o be developed and
encouraged to maintain high qualily sarvices,

The process for credantiziting of medics!l slaff 10 ensure appropriate granting of clinical
privieges, should be progressed.

The Cil:&ensland Health Service Capability Framework should be implemented to ensure all
sefvice levals zre consislent with the framework,

Clinlcat Audil of Surglest Senizes, Burdabng Buse Haospial 7
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Audit repo -~ data from othar {local) collection sources

1. Unplanned re-admissions within 28 days s a percentage of total discharges
{ACHS Hospital-wide Clinisal Indicator — 2.1)

Bundaberg Hospital

5 PN

e
8 L4
b

o
oA

Jan-Junz | All surgery 2548 Lty 1.9
2003 -

R T O AT

Sihlor A,

2004

Juty-Dec Al surpery 2587 ' 45 1.0

SurgeryVascular/Urology/Endoscony 1208 30 25

The falwst ACHS results to be published (Determining the Potential to Imorove Quality of
Care, 5" Edition, ACHS Clinical Indicator results for Australla and New Zoaland . 19498.2003)
for this indicator are as follows:

. | 14,958 4
2003 119 18,605 620,565 | 2.2
Queensland | 2002 50 5,916 404226 | 17
2003 45. 8,348 429,914 1.9
A 2002 28 2,658 179,055 1.5
2003 25 [ 3,050 150,315 2.0
TAS 2002 8 | 1,559 120,261 1.3
2003 7 C 1228 131,610 0.04
VIC 2002 ' 0 0355 576.034 1.8
2003 g4 | 10,40 560,182 16
WA 2002 13 | 1,803 120,747 1.6
2003 23 I 4018 283,880 1.4
Clinical Audit of Surgicat Scrvices, Burstsbarg Bass Hosilal B
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Audit report - Service Capability Framework

Service Capability Framework

As stated previously, the Queenslard Hesith Servica Capability Framewark (2004} outlings
the minimum support services, staffing, salely standards and olher requirements for public
and licensed private health facilifies to ensure safe and approprizlely supporied clinical
services,

The capablility levels opplied to services 2§ Bundabmg Hospital refevant to this audit are as
follows:

Anacsthotic scrvi'es ' I R

Colorecial surgery 3
| Diagnestis maging K
Endoscopy sarvices Z
Gastroonieralogy 2

: Gmlrmu%ﬁrml surgery

Intc:n*:va Gam Uni["
Internal medicine
Nuclsar medicing

interventional radlology
Qperaling Sulle services
Pathology

Fharmacy

Uralogy

Vaeoular surgery

pa fea {so lro jee i o [0 {ro B8 e

+

The service definition for a sungical service level 3 is as follows: ‘surgical service level 3
provides a combination of imtermmediate surgery with bigh anaesthetic risk and compiex
surgery with medium or high anacsthetlc risk’. (Service Capabillty Framework, Section
C3, page 106).

For a Level 3 general surgical service, the support scrvices should be at the following levels:

Anaesﬂwi;cs §

Crifical care 2
Diaghostic imaging 2 2
Emergency

Endescopy
Interventicnal radlology
Medical

Nuclear medicine
Operating sulle
Pathology

Pharmacy

sl f=iparainsgy
(e AV R WS I B ROV NI ]

Comment: Service ievels applied atl Bundabary Hospital for znaesthetic and pharmacy
services {shaded areas) should be reviewsd according 1o the Service Capsbility Framework

Clinloal Audit of Sumica Srenvces, Bundabeny Baso Hosphal 0
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Audil report - summary

Bummary

During this audil, a mnnber of issuss and concemns were raised with the reviewers. In
addilion, positive comments were made abeut the general surgical service, including the
commitment of the Direclor of Surgery (o his teaching responsibilities, hroughput of elective
surgical cases and lhe inwreased [svel of efficiancy in the operaling theaires.

The concerns taised by slalf can be calegorised inlo two main groups - thase are:

1. General surgical procedures befng undertaken which aro outside tha scope of
Bundaberg Hospital, Comments made in regard 1o this included: there s somelimes
a landency 1o treat patients at Bundabarg when they should be lransfared lo a higher
level foclity with appropriate reseurces: @ preparedness o demonslrate
accountabifity l.e. hand over pationt care when indicalad) is nol abeays avident: there
is a demongirated lack of understonding of the capabilty of Quesnslanxd regionat
healih services: infestion rates and wound dehisesnce rales have increasad:
unplanned returns to operaling theatre hove Inceased: the care of lwo paliends in
pardlicular have highlinghted the concems of stat! and caused them lo voice their
distress.

2. Lack of good working relationships between all stalf in the goeneral surgleal
servige. Camoments enada in regard Lo this inciuded: the direclor ol surgery has high
standards and his hias led to some dagras of conllict with staff: there has been some
‘cutural’ conflict: there are nol slways nood warking relationships botwesn hospital
docltors and doctors in the privale secton the increase in wirk levels may be causing
concem o some stall membeors: the direclor has a confronding personatity which
causas conllict vath some staff members,

Discussion

The two lssues Ibat appear o have bean of znificant concern o staff in the general surgleal
service and intansive care unit, have been the 'performance of complox procedures without
the approprriate level of support services and Lhe poor working relationshins between some
stafl members. in addilion, concerns were also raised about increasing unplanned
readmission, complication and wound debiscence rates.

With regard to the condust of ingpproptiate complox procedures, (ha surgzon involved has
agreed to underiake only those procedures which are within the scops of the surgical service
and relevant support services. The surgeon has also agread 1o lransfer paliants mors readily
ta higher level {acilities.

As can be seen from ihe data presenied carlier In this reperl (page 8), the rates of unplanned
readmissions (general surgsryfvasculariurologyizndoscopy) at Bundaberg Hospital were
higher in aff time periods (2003 and 2004) than for the *all surgery category. The Queenstand
rate for 2003 was 1.9 (ACHS data - Determining the Potsntal to Improve Quality of Care, 59
Edition, ACHS Clinical Indicator results for Ausirelia and New Zealand, 1998-2003). The ates
of blle duct injury during laparoscopic cholecyslectomy (page B) at Bundaherg Hospital in
2003 were 0.00 (January-Jung), 3.77 (July-December) and in 2004, 5.38 {January-June) and
8.06 {(July-December). The ACHS rate {or 2003 (the most racent data) was 0.29 {Determining
the Potential fo Improve Gusiity of Care, 5% Edition, ACHS Clinical Indicator results for
Australia and New Zesland, 1988-2003).

Fallowing the discussions with staff held curing the on-siie isit, the issues raisad about poor
working relationships, bolh in the general surgical unit and hetwesn lhis unit and support
services (e.9. ICU and infeetion contral), still appear 1o be of concern o a significant number
of siaff members,

As has been stated above, although some stzff members had repored examples of poor
teamwork in the gensral surgical unit, cther staff were keen to nighlight positive aspeals of
general surgical servive delivery, for sxample, a signficant commitment fo teaching of junior
medical sfall and eficiencies achieved in operaling ihealrs processes.

Clinizal Audi! of Surgicsl Senions. Bundabery Basa Hospilsl 11
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Audit report - recommendstions

Recommendations

Recommendations are provided, having boen separated into ‘stralegin’ and ‘operational

Heas.

Strategic

1.

h

@

9.

16,

1.
12

Complete the implementation, and ensure [he ongoing process of credentialling and
granting of clinical privileges 1o medical staff which delineates the scope of praclice..
Review stafl recruilment, selection and retention siratagies in an effodt to atyract and
retain clinical stadf and improve continuity of servica.

Review the Queensland Health Service Capabiiity Frameawork to ensure appropdale
tevels ero applied to each service, .
Ensuro afl staff are supplicd with {or are abls o access through DHERD) 'the
Lueenstand |ealth Code of Conduct, and that all staff are aware of thelr obligations
and responsibilities in regard o the Cods, for example, confidentlatity of patient
information, having respect for pecple, trealing peopla with dignity.

Institute team budding within and bebwveen discipines.

Encourage all disical units/divisions to be involyed in an engoing process of multi-
disciplinary clinical audit, which Is uscd lo evaluats and improve patient care. This
process should embrace performance Indieators relevant to the clinlcal service, for
cxample the ACHS dinical indicators, including unplanned re-admissions, unplanned
returns fo operaling theslre, averoge lengths of slay, complication and infection rates.
When significant organisational changes are planned, ensure Gueensiand Heslil's
change management guidedinss are used,

Include educationfinformation en (he Cueensland healiheare syslam in tho hospilal
vrientation programme o ensure 2l sisff undersiand how the publlic and privats
seclors operate and the linkages belwesn the hwo systeme,

Facilitate: improved working relationships between cliniciang in the public and private
seciors,

Review processes to enable equilable accass o angoing professionsl dovelopment
and trofning programmeas. ,

Implament apgropriate processas to enebla slaff lo acesss senior rmanagoment.
Ensure the development and implementation of a policy {which s based on best
evidenee) and educalion programme for clinical documentation,

Operational

1.

K ;‘2‘
3

Review ali clinical policies and procedures to ensure they are bascd on best evidence
and implemeanl a process 10 make certain thal staft know about and comply with afi
policies and procedures.
Implement the Quecnsland Health Coda of Condust at deparimeaniteardioni laval,
Dovetop and implement policies and proceduras, which sra based o5 best praciice
Jor the following:
+  Muli-disciplinary management of pafients in 10U
« Transfer of patients to higher level faciitias
e Clinicians' lsave arrangemenis to ensure eppropriate ongoing patient care
*  Multi-specizity and mult-disciglinary involvemant in paiient care
v Multi-disciplinary ward rounds, caze conferences znd meelings o ensure
continuly of apgropriate cere for all patients
» Infeclion conirol
» Patient confidentiality, using lhe Queenslend Health Code of Conduct as a
quide

Clinical Audil of Surgicst! Santens, Burwiaberg Base Hespital 12
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Audit report ~ data from other (local) collection sources

2. The rate of patients having bile duct injury requiring operative intervention
{ACHS Surglcal Clinical Indicator — 7.1)

Januany-June 2003 General Surgsry 52 - 0
| July-December 2003 | General Surasry 53 7
January-June 2004 | General Suracry 58 3
uly-December 2004 | General Surgery G2 5

{Nole: Small numbers should be intarpreted wilh soms cauticng

The latesl ACHS resulis to be published Delesmining the Potential to Improve Qualily of
Care, 5™ Edition, ACHS Clinical Indlzator resulls far Austrafia and Moy Zealand, 1998-2003)
for this Indicolar awe a3 follows:

; 311 i :
, 110 46 8078 0.51
1599 1B 47 0,577 044
2000 14 3 16,254 045
2001 167 70 15,678 D45
z002 176 55 {5 508 0.35
2003 155 5 15408 020

3. Patlent opinion

Surveys of patien! opinlon were condusied ar Buncaberg Hospital by the company 'Press
Ganey' in 2001 {pilot survey), 2003 znd 2004,

In 2%03, the results indicated that patients had rated tha surgical services as ‘significantly
highes then the rmean Bundaberg Hospital score for “doctor care’, Most aspects of surgical
‘doctor care' were rated higher thap the mean for & facilitias partcipating in the survey, public
hospitals parlicipating in the survey and hospials surveyed in the 104-150 bad range.

In 2004, the resulls indicated that patients rated ‘doctor care’ far surgical services as higher
than the Bundaberg maan, aithough the difference was nol slalistically significant.

No sialistically sigmificant differences were faund bebvean the resuits for ‘doctor carg’
between ithe 2003 and 2604 surveys. The Bundaberg Hospital scores were not significantly
differen! from the mzan scores of othar hospitsls participating n the survey, Thars was,
however, @ general decline In the score when compared to 2003,
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