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Re-examining the essentials for improving
quality and safety of hospital care

Introduction

Ten years ago the Australian Quality in Healthcare Study revealed 17% of all hospital
admissions were assoc:lated with adverse healthcare-related events, the majority
considered preventable.' Two years later saw the establishment of the Australian
Council of Safety and Quality in Healthcare (ACSQ) which, to 2005, has instigated
more than 20 different programs aimed at making care safer from which numerous
strategies have been endorsed for widespread application by the Australian Health
Ministers Council (AHMC).” But has hospital care improved? Unfortunately not as
much as we would hope. Over half of 670 hospitals recently reviewed by the
Australian Council of Healthcare Standards (ACHS) had inadequate quality-control
systems for patient safety.’ US experience also laments slow progress towards safer
care over the last five years.! While much good work has been done and quality and
safety is now on everyone’s lips, there is a sense that at the coalface of hospital
medicine not a lot has changed. Why not?

A re-appraisal

We may be over-investing time and effort in non-core, second-order strategies which,
while in themselves worthy, do not tackle the core or first-order issues that are central
to making hospital care visibly safer. Many quality and safety programs comprise top-
down, centralised, formal structures and processes (Table 1) which target occurrences
that place the hospital, as an organisation, at high legal risk, such as wrong-site
surgery or egregious medication mlsadventure However, while catastrophic and very
preventable, these events are rare.’ Also, despite face validity, many of these
programs, working in isolation, lack hard evidence of effectiveness in real-world
settings.®'® In contrast, common safety problems such as nosocomial infection,
contrast media-induced nephropathy and pressure ulcers may be more amenable to an
approach based on clinical epidemiology involving surveillance, intervention, and re-
assessment. "

Involvement of practising clinicians in safety enhancement tends to focus on repeated
case finding, reporting and analysis of error and risk, and adhering to safety
procedures of questionable efficacy devised and imposed by non-clinical personnel. It
could be argued that greater dividends in patient safety could be achieved if clinicians
were more actively involved in developing, implementing and monitoring effective
means for preventmg frequently occurring problems which have already been well
characterised.'' Resources and publicity may need to be redirected back towards basic
determinants of good hospital care which are discussed below under 6 themes.

Clinical workforce

The ‘Dr Death’ scandal in Bundaberg centres on allegations of a fraudulent,
incompetent surgeon undertaking complex operations simply because he filled a
vacancy and earned the hosp1ta1 income by performing high-paying elective surgery.'?
The interim Morris report'> handed down on June 3, 2005 identified: 1) weak penalties
for practitioners misrepresenting themselves to registration boards; ii) no requirement
for non-clinical managers, in circumstances of their own choosing (such as ‘area of
need’), to seek verification of a doctor’s skills from the relevant specialty college; and
iii) managers ignoring expressed concerns about professional misconduct, citing



insufficient performance data on which to take action. It is uncertain whether
circumstances are any better in other states and territories, or for nurses and other
health disciplines.

Inquiries at Campbelltown and Camden hospitals,'* King Edward Memorial
Hospital,"”” and the Canberra Hospital'® all disclosed institutions trying to provide
medical or surgical services with inadequate levels of staff, expertise or supervision
and where these deficiencies were organisationally ignored.

Hospitals require adequate numbers of well trained, well supervised and properly
credentialed health professionals, skilled in safety and quality improvement, rostered
appropriate hours, and professionally and legislatively empowered and protected to
raise concerns and challenge authority and conventions in situations where they
perceive potential danger to patients. Poor staffing levels,'”" inadequate
supervision,*’ tightly constrained budgets,”’ and organisational cultures which
suppress dissent™” characterise hospitals with disproportionately high rates of error
and harm. The worsening shortage of skilled health professionals, especially nurses,
coupled with changes to safer restricted work shifts, have major implications for.
patient safety which need urgent attention.*

Teamwork

Modern healthcare consists of care provided from doctors and nurses trained in more
than 50 different types of medical specialty, as well as 10 streams of allied health, all
operating in microsystems at a ward, unit or departmental level.** Good teamwork
with blending of roles, proper communication, close collaboration and sharing of
authority is required if the more than 200 interprofessional interactions that occur on
average during a single episode of patient care are to result in efficient, safe care.?
While ‘we must work as a team’ is a frequently uttered phrase, the determinants of
well functioning teams (Table 2)**2® are infrequently enunciated or promoted. This is
a major failing as entrenched professional cultures and practice norms based on
individual autonomy constitute daunting barriers to creating habits and beliefs of
common purpose, accountability and interdependence that a safe culture requires.”
Hospitals characterised by dysfunctional or poorly co-ordinated teams with inherent
failures of interdisciplinary communication demonstrate excess mortality and
morbidity.*!

Patient participation in care decisions

In making decisions about their care, some patients will be happy to defer completely
to clinicians, others will ask to hear the options and understand rationales behind
specific recommendations, while the remainder will actively seek out all relevant
information and articulate their own preferences.*” In all three situations, however,
better outcome and less harm can be achieved by employing good clinician-patient
communication skills, exploring patients’ attitudes and beliefs, sharing information on
risks and benefits in ways patients understand, and tailoring the way advice is
provided to suit individual circumstances.*® Practical means for skilling patients in
how they themselves can decrease their risk of iatrogenic adversity by way of
education,™* decision aids,>® and disease management approaches® are listed in
Table 3.



Healthcare interventions

Three major threats to patient safety arise from the use of diagnostic and therapeutic
healthcare interventions: 1) overuse (receiving care of little or no value); 2) underuse
(failing to receive needed care); and 3) misuse (errors and defects in delivering
care).”” Where it leads directly to physical injury, misuse of technology — a failure of
execution - is the risk that most captures public (and media) attention and incites
emotional reaction. Yet it is probable that the more indirect (and masked) burdens of
complications and harm, lost productivity and increased costs resulting from overuse
or underuse of care - problems of decision quality — are orders of magnitude greater
than those resulting from misuse.

Up to 30% of clinical investigations and treatments confer little or no gain in patient
health,”® with little potential for benefit for many patients undergoing coronary
revsacularisation, eur’[hroscopy,40 caesarean section,”! breast cancer screening,42
prostate surgery” and carotid endarterectomy.** Potentially dangerous medications
such as non-steroidal anti-inflammatory drugs are prescribed to thousands of
patients.®’ Conversely, studies show consistent failure of administration of effective
treatments in prevalent, life-threatening conditions such as acute coronary
syndromes,* heart failure,*®*’ stroke,*** diabetes*” and kidney failure.*” Only 50% of
patientioreceive recommended preventive care in regards to common causes of major
illness.

In light of the above, a predominant focus on catastrophic but infrequent harm and
‘near-misses’ directly attributable to proximate executory errors ignores a much
greater reservoir of potential iatrogenesis. Narrowing gaps between best practice and
routine care by deploying effective systems of clinical decision support, practice
evaluation and care improvement (Table 4)°'° may realise much larger dividends in
improved patient outcomes than relying solely on administrative instruments such as
sentinel event reporting or risk registers.

Over and above care related to specific clinical conditions is the uneven application
across institutions of a number of effective, evidence-based safety practices aimed at
preventing common hospital-acquired (nosocomial) complications (Table 5).°**" In
addition, redesigning high-risk clinical processes based on evidence obtained from
high reliability/high hazard industries such as aviation can substantially improve
safety, wherein reliance on individual vigilance (paying attention) for avoiding
mistakes is replaced by systems with specific ‘forcing functions’ (such as
unambiguous feedback, displays, instructions, automated systems).>®>’

Clinical governance

Every hospital is expected to have a ‘clinical governance’ framework for improving
quality and safety despite uncertainty as to its effectiveness.”’ To succeed, these
frameworks must: 1) devolve governance and performance monitoring to the level of
clinical departments where care is provided by dedicated teams carrying ultimate
responsibility;®! 2) feature practice-relevant, data-driven agendas that actively seek
involvement and innovation on the part of practising clinicians; and 3) require
hospital executives, clinical governance units and quality improvement co-ordinators
to sponsor and support quality and safety activities within departments (or across



departments in situations of shared care). At appropriate times, these activities may
require authorisation of additional funding for performance measurement,
enhancement of service capacity, or redesign of care delivery to address serious
problems in quality and safety that have been clearly identified or are strongly
suspected.

Hospital accreditation procedures of the ACHS, while becoming more stringent,” do
not mandate hospitals to implement proven safety practices, or mandate payers (state
health departments or private health funds) to withhold funding to hospitals that
consistently fail to implement such practices. Hospital funding formulae themselves
are based on activity and throughput rather, as in some countries, on patient outcomes
linked to quality and safety.®”® Recent ACHS accreditation and attempts by the
ACSQ to improve sentinel event reporting and clinical governance prevented none of
the previously mentioned hospital inquiries.

Instead, it was individual whistleblowers who, at great cost to themselves, finally
raised enough public pressure to force authorities to act in the face of compelling
anecdotal evidence.”” In each case, organisations chose to respond to anomalous
information indicative of safety problems by suppressing it or manipulating it to
maintain the status quo (pathological response) or by constructing new administrative
procedures which failed to address underlying causes (bureaucratic response). Instead,
a generative approach would have used such information positively for inquiry and
system change.®

Information systems for performance monitoring and safety enhancement

Clinical databases and audit systems that allow prospective collecting and reporting of
clinical performance data remain severely underdeveloped.®®® Constant peer and
self-review informed by such data may identify and remedy poor performance better
than delayed, adhoc retrospective sentinel reporting and chart review.®””%® Routine
administrative data, traditionally used to measure output efficiency (length of stay,
costs, utilisation rates), could, using appropriate techniques, be transformed into
useful, real-time quality and safety measures.* Linkage of pharmacy, laboratory and
patient databases could flag drug-result and drug-patient scenarios with potential for
adverse events.”’ Systematic individual-based linkage of hospital episode statistics,
death registries, and clinical databases would allow longitudinal relations between
process and outcomes of care to be more easily established.”"’* Multi-hospital, data-
driven collaborations aimed at improving care in specific clinical areas have potential
to significantly shift routine care towards best practice standards in relatively short
timeframes (less than 2 years).*®"37

An action plan for improving quality and safety

The following actions for improving safety and quality might, given adequate
professional, managerial and political will, help to improve upon current levels of
quality and safety of care.

Workforce credentialing

Action #]. Establish a common, linked set of procedures for registration and
credentialing of health professionals in each state and territory, housed in one agency,
with information collated from specialty colleges, previous employers and registration



authorities in other jurisdictions, and where harsh penalties apply to what are regarded
as criminal offences of practitioner non-adherence or fraudulent misrepresentation.

Action #2. As a condition of employment or visiting rights at any hospital, all
practitioners must: i) have their credentials cross-checked with data stored in the
central agency; ii) agree to an explicit and regular process of peer-mediated
performance appraisal and re-credentialing;’® and iii) commit to continuous
monitoring of processes and outcomes of their practice using indicators appropriate to
the discipline and level of expertise.

Action #3. Each hospital department should, using a transparent and data-driven
process, determine its service capacity i.e. define the clinical conditions and patient
types it has the expertise, facilities and staff to manage well, and the circumstances
under which particular patients should be referred or transferred to another team or
institution. Service capacity should be defined by departmental heads for both normal
operating conditions and temporary situations of serious capacity-demand
mismatching wherein spikes in patient load or shortfalls in staff or resources exceed
pre-determined safe care thresholds.

Action #4. Legislate legal and vocational protection for clinician ‘whistleblowers’
voicing legitimate concerns about professional misconduct, and provide such persons
unfettered access to professional appraisal bodies empowered to independently hear
and investigate such concerns, free of political, managerial or media interference.
More generally, staff at all levels should feel encouraged to voice concerns about
organisational, managerial and industrial issues which appear to be impacting
adversely on patient safety.

Action #5. Health departments, unions, university schools, specialty colleges and
medical societies must collaborate in forging new career structures, industrial awards
and training curricula’’ that focus on optimising quality and safety. A key reform is to
enable doctors, nurses and allied health professionals to more effectively undertake
high-order, bedside tasks that require specialised training by devolving distracting,
low-order tasks to clinically orientated ‘health professional assistants.’” In times of
future shortages of specific groups of skilled clinicians, professional boundaries will
need renegotiation in situations where evidence confirms that tasks previously
considered the exclusive province of one type of practitioner can be safely performed
by other groups.”

Teamwork skilling

Action #6. All hospitals should establish interdisciplinary programs of education and
training in teamwork skills and communication, and require participation from all
clinicians. Affiliated university schools of medicine, nursing and allied health should
implement interdisciplinary activities that inculcate attitudes of respect and co-
operation among members of different professional streams.

Action #7. All hospital departments should provide a multidisciplinary orientation and
information package to all clinicians joining the unit for the first time, and which
outlines departmental policies and procedures and roles and responsibilities of all
personnel.



Action #8. All hospital departments should have explicit procedures for: i) clinical
handover between shifts for all disciplines;® ii) co-ordinating activities of different
professionals, and different specialty teams, providing care to the same patient; iii)
recording clinical information arising from ward rounds, case conferences and
consultant visits, and conveying it to others who need to know; iv) expeditious
identification and management of patients who become clinically unstable;®' v) use of
paging, phone and other call systems in ways that minimise potentially unsafe
disruption of clinical work and allow prioritisation of tasks;* vi) role sharing and
multi-skilling in situations where clinical demand exceeds clinician supply; and viii)
transferring structured patient information (discharge summaries, clinic letters,
community referrals) to general practitioners and other clinicians involved in out-of-
hospital care.®

Action #9. All hospital departments should hold regular, minuted multidisciplinary
business meetings (including representation from non-clinical staff) in which quality
and safety issues are standing agenda items, and innovative projects for improving
care are actively encouraged and supported.

Patient advocacy
Action #10. All hospital departments should provide counselling and written materials
to patients on admission and at discharge which address the issues listed in Table 3.

Action #11. All hospital departments should assign the role of ‘Patient Advocate’ to a
patient representative whose role is to discuss with patients: 1) their rights and
responsibilities in receiving care; 2) any safety and quality concerns they have relating
to their care; and 3) circumstances surrounding any error or mishap that may occur.

Action #12. State governments should pilot implementation of a state-wide unique
patient identifier system, coupled with an opt-in, patient-held ‘smart card’ health
record. These devices would allow patient information, necessary for safe and
seamless care, to be available at any time in any hospital. The huge benefits of
reduced test duplication, less medication errors, and timely access to past medical
history (especially in circumstances where patients are rendered clinically unable to
provide such information), will most likely far outweigh any downside from potential
breaches of privacy.

Evidence-informed healthcare

Action #13. All hospital departments should develop and implement readily
accessible, evidence-based clinical practice guidelines, protocols and other forms of
decision guidance covering their most commonly encountered conditions, procedures
and treatments. All staff should be made aware of the availability of such guidance
and be trained in its use. Each department (or group of departments) might appoint a
‘clinical informationist’ or ‘knowledge translater’ with skills in clinical care, evidence
retrieval and appraisal, information systems and communication who would steer the
formulation of guidance with input from senior clinicians.** The process of
formulating such guidance might identify practices associated with marginal benefit
or potential safety concerns which would warrant formal departmental
disendorsement.



Action #14. All hospitals should attempt to implement all patient safety practices
listed in Table 4 across the institution using methods suggested by others as being
effective,® rigorously monitor compliance, and apply sanctions to departments which
consistently fail to meet agreed standards.

Action #15. All hospitals should attempt to simplify and standardise all ‘high patient
risk’ technical procedures throughout the organisation such as: fluid and medication
prescribing and administration,®® particularly in relation to ‘high-risk’ agents; use of
infusion pumps, anaesthetic machines and other medical equipment; and reporting
and review procedures for significantly abnormal investigation results. Allowing
different departments to retain separate systems on grounds of historical tradition or
idiosyncratic preference, in the absence of supporting evidence of patient benefit,
should no longer be accepted.

Clinical governance and performance monitoring

Action #16. All hospital departments should measure, analyse and report a set of: a)

specialty-specific process-of-care and outcome clinical indicators; and b) hospital-

wide (or generic) safety indicators in either block format (ie at the end of a pre-

specified reporting period), or, particularly for infrequent sentinel events, in

continuous mode using statistical process methods (i.e. run and control charts®”*® or
cusum analysis®).

Clinical indicators would ideally comprise those arising from previously developed,
consensus-based clinical guidelines for high-volume or high-risk conditions. Clinical
indicators relevant to the care of patients with medical conditions might include those
listed in Table 6.°°%* Generic safety indicators might include those listed in Table 7.%

Primary data sources for either type of indicator may include, depending on the
indicator, administrative files, hospital records, discharge summaries, mortality
reviews, coroners’ reports and patient complaints. Indicators for each department (but
not necessarily those pertaining to individual clinicians) should be freely accessible to
anyone within the healthcare system who has a legitimate interest in reviewing them.

Action #17. External accreditation surveys must include not only verification of
hospital-wide quality and safety procedures but also direct sighting of departmental
clinical and safety indicators if hospitals are to be granted unconditional accreditation.

Action #18. All hospital departments should develop an ongoing quality and safety
program centred on one or more departmental personnel acting as patient quality and
safety officers with defined roles and protected time. Such personnel could act to
locate, adapt and promulgate practice improvement interventions that have proven
successful in other settings, and liaise with multi-site collaborations that focus on
common problems.

Action #19. Hospital management (or the Health Insurance Commission and private
health insurance funds in the case of private hospitals) must apply financial and
professional sanctions to departments which show consistently unacceptable rates of
preventable errors or complications resulting from poor governance or continuance of
questionable clinical practices.”*



Action #20. State government executives in liaison with hospital district managers
should draft an action-based clinical governance framework that applies to all
hospitals (which may include some or all of the above mentioned actions), and which
is linked to a timeline for its enactment and a commitment to provide required
resources. District managers will be required to develop and implement hospital-
specific quality and safety plans whose objectives and methods of operationalisation
are congruent with the state framework.

Some cautions

While electronic health records, computerised ordering and prescribing systems, and
clinical databases hold much promise, information technology (IT) is often oversold
as a definitive quality and safety solution. In improving care we need to closely
analyse human factors - how humans interact with each other and with their
environment — and not place undue reliance on putative advances in IT, especially
when novel IT systems in themselves, if poorly designed, may add new safety
problems.”>*

In addition, clinical governance ‘roadmaps’ designed and overseen by quality co-
ordinators, project officers and senior management, divorced from those directly
involved in clinical work, are doomed to fail. Front-line staff who deliver care must
help design and implement systems of governance and innovation, and ensure an
appropriate blend of feasible checks and balances.**®!

Finally, and most importantly, in improving quality and safety, we must confront, and
cope with, the chaotic unpredictability of hospital practice that results from rapid
change and growth in task complexity. Interactions between clinicians and their
environment are those of ‘complex adaptive systems’’ in which the how, why and
what of clinical processes are in constant flux. Consequently, if we are to propose
feasible and sustainable methods for improving care we will need to blend qualitative
approaches (based on cognitive psychology, social learning theory, systems analysis,
and political science) which attempt to ascertain why humans do what they do, with
quantitative approaches (clinical epidemiology and biostatistics) which suggest what
things humans can do to make care safer and of higher quality.”®'"! Blending these
two approaches will be essential if we are to successfully renegotiate traditional
mindsets around clinician autonomy and discretion, craftsmanship models of
professionalism, and managerial leadership in ways that are acceptable to all
players, 102103

Next steps

This paper is intended to incite purposeful debate which culminates in an action plan
that systematically implements, across all Queensland hospitals, proven or highly
promising strategies for improving quality and safety at the bedside, many of which
have been evaluated in detailed work undertaken by the ASCQ and endorsed by
AHMC. In their recent review of patient safety in the US,* Leape and Berwick
recommend a meeting of all key stakeholders in healthcare with the aim of
formulating and implementing a national action plan that attracts commitment from
every player. A similar state-wide forum looking at care in Queensland hospitals
might be considered once the recommendations of the completed Morris inquiry
report have been released and digested.
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Table 1. Quality and safety procedures of questionable effectiveness and scope

Sentinel event reporting

Root cause analyses (of sentinel events)

Formal risk registers and risk management programs
External hospital accreditation programs
Quality/safety or clinical governance units

Open disclosure policies

Public reporting of quality and safety indicators

Table 2. Attributes of well functioning clinical teams

Common purpose and vision related to delivering high-quality patient care.
Open and clear communication with transparency of processes.

Participative leadership and balanced participation by all members.

Defined roles and tasks with adequate levels of autonomy, skill, time and
support to enable productive work.

Mutual respect, collaboration and co-operation.

Agreed methods of negotiation and conflict resolution.

Effective decision-making based on objective data and opinion.

Valued diversity with respect for differing professional roles and aspirations.
Cohesiveness and regular meetings of all team members.

Recognition and reward for individual contributions and group successes.
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Table 3. Strategies for empowering patients to act as their own care advocates

e Orientation programs which highlight patients’ responsibilities to assisting the
clinicians caring for them and detail common safety risk situations and the
options open to patients (and carers’) for voicing their concerns about any
aspect of care involving themselves or other patients. Such programs should
indicate named photographs and contact details of key members of the treating
team.

e Educational resources on how patients can play a more effective role in
managing their own illness, improving safe use of medicines, avoiding
needless interventions, and optimising psychosocial support. Examples
include brochures produced by ACSQ - 10 Tips for Safer Health Care
(available at: www.acsq.org.au) and US Agency for Healthcare Research and
Quality — Patient Fact Sheet. 20 Tips to Help Prevent Medical Errors
(available at: www.ahrg.gov/consumer/20tips.htm)

e Regular briefing of the patient on provisional diagnosis(es), likely clinical
course and prognosis, intended management (investigations, treatments,
consultations with others, and highlighting any invasive procedures), expected
date of discharge, and timing of consultations with carers and family
members.

e Promotion of active patient participation in care decisions by use of: evidence-
based patient decision aids in situations involving narrow treatment benefit-
risk ratios; advance health directives, advance care planning and elicitation of
preferences for end-of-life care; and patient support groups (including those
based on ethnicity or religion) who can assist patients to better understand the
care being offered to them.

e Pre-discharge kits which contain disease/diagnosis information sheets,
management plans and treatment goals, medication lists, self-management
resources (including contact details of patient support groups), and follow-up
schedules.

e For elective encounters, pre-admission and pre-clinic orientation kits which
outline: the date, nature and reason for the encounter; any clinical material
patients should bring with them (copies of past investigation results, specialist
letters, discharge summaries from other hospitals, lists of current medications
[including over the counter drugs], and details about allergies or past adverse
events); names and contact details of their GPs and other treating specialists;
and a listing of the problems (symptoms, disabilities) of greatest concern to
them and a statement on what, for them, would constitute a successful
outcome of the encounter.
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Table 4. Evidence-based patient safety practices

Prevention of venous thromboembolism

Identify patients at high risk of DVT/PTE and administer appropriate
antithrombotic prophylaxis.

Prevention of perioperative complications

Use beta-blockers peri-operatively in at-risk patients to reduce cardiovascular
mortality

Localise specific surgical procedures to high-volume centres

Prevention of nosocomial infection

Implement strict protocols for decontaminating hands with hygienic hand rub
or washing with disinfectant soap prior to and after direct contact with patient
or objects immediately around patient.

Use maximum sterile barriers while placing central intravenous catheters to
prevent infections.

Use real-time ultrasound guidance during central line insertion to prevent
complications.

Use antibiotic-impregnated central venous catheters to prevent catheter-related
infections.

Institute appropriate use of antibiotic prophylaxis in surgical patients to
prevent postoperative infections.

Institute continuous aspiration of subglottic secretions to prevent ventilator-
associated pneumonia.

Evaluate patients on admission and regularly thereafter for risk of aspiration.

Vaccinate healthcare workers against influenza to protect them and patients
from influenza.

Prevention of pressure ulcers

Use risk stratification procedures to identify patients at risk of developing
pressure ulcers.

Use pressure relieving bedding materials to prevent pressure ulcers.

Evaluate patients for risk of malnutrition and institute appropriate provision of
nutrition, especially early enteral nutrition in critically ill and surgical patients.
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Prevention of contrast media-induced renal failure

Use validated protocols to evaluate patients at risk for contrast media-induced
renal failure and implement clinically appropriate methods for reducing risk of
renal injury based on patient’s kidney function evaluation.

Patient advocacy

Ask patients (or legal surrogate) to recall and restate what they have been told
during the informed consent process.

Inform patients undergoing high-risk, elective surgical procedures of the likely
reduced risk of an adverse outcome at high-volume facilities with
demonstrated superior outcomes.

Document patient’s preference for life sustaining care (including reference to
advanced health directives) in a prominent place in medical charts.

Implement patient self-management programs for warfarin use to achieve
appropriate outpatient coagulation and prevent complications.

Preventing medication errors

Actively involve clinical pharmacists in the medication use process:
pharmacist liaison with prescribers on medication ordering and review, (eg.
attendance of pharmacists on ward rounds); pharmacist-mediated medication
reconciliation on admission and at discharge; pharmacist-mediated dispensing
and monitoring of medications and education of patients in appropriate
medication use.

Use only standardised medication sheets, standardised abbreviations and dose
designations, and standardised labelling, packaging and storing.

Institute computerised prescriber order entry systems which include alerts on
adverse drug reactions.

Ensure medication storage and preparation areas are orderly, well lit, secure,
and clean, medications which look similar are stored separately from each
other, and high alert drugs (eg intravenous electrolytes, adrenergic agents,
chemotherapy drugs, neuromuscular blockers, insulin, narcotics, etc) are
clearly identified.

Dispense medications in unit-dose or, when appropriate, unit-of-use form
whenever possible.

Wrong site, wrong-patient surgery

Implement standardised protocols to prevent occurrence of wrong-site, wrong-
patient procedures.
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Patient care information transfer
e Implement protocols for ensuring care information, especially changes in
orders and new diagnostic information, is transmitted in timely and
comprehensible fashion to all who need to know.

e Implement standardised systems for generating patient care summaries
whenever patients move from one care team to another,

Staffing
e Specify an explicit protocol for ensuring an adequate level of nursing in each

ward based on the usual casemix and experience and training of its nursing
staff.

e Ensure all patients in critical care units (intensive care units, coronary care

units, high dependency areas) are managed by physicians with appropriate
training and certification.
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Table 5. Attributes of effective clinical decision support, practice evaluation and

quality improvement

Clinical decision support
(Guidelines, protocols, pathways, reminders, prompts)

Evidence-based, credible, and locally agreed.

Readily accessible and usable at the time and location of decision making,.
Automatically provided as part of clinician workflow.

Delivers practical, feasible recommendations for key care processes graded
according to strength of evidence, consensus of opinion, and applicability to
patients.

Openly endorsed and promoted by senior clinicians and opinion leaders.

Practice evaluation
(Audit and feedback, clinical indicators, process measures)

Accurate and clinically credible clinical management and outcome data
relevant to well-defined clinical conditions or patient groups.

Timely feedback of relevant, readily assimilable information to all clinicians
involved in care.

Evaluation undertaken at level of clinical micro-systems (unit, department).
Comparison of current practice standards with best practice and peer group
standards.

Commitment to enact remedial strategies in response to evaluation feedback.

Quality improvement
(Various strategies for improving clinical practice)

Detailed analysis of current care processes (process mapping) which define
reasons for suboptimal care identified during evaluation phase.

All key clinician stakeholders involved in brainstorming, formulating and
implementing remedial strategies in collaborative fashion.

Incremental, plan-do-study-act approach to practice improvement is applied
that starts with problem awareness and employs enabling and reinforcement
strategies which enhance clinician self-efficacy (ie ability to put knowledge
into practice).

Practice improvement remains adaptive and responsive to changing
circumstances, is embedded into clinical culture, is data-driven, and is self-
sustaining.

Practice improvement strategies are chosen which are supported by
empirical evidence of effectiveness (eg reminders, prompts, computerised
decision support, audit and feedback, etc), attract buy-in from all key
stakeholders, and are actively supported and resourced by senior
management.

19



Table 6. Sample of disease-specific clinical indicators relating to care of medical

conditions
Condition Indicator Patients Patients excluded* | Data
included source
Acute Aspirin prescribed at Patients =18years | Concurrent warfarin Random
coronary discharge of age with Any prior ADE sample of
syndrome principal ICD-10- up to 50
(ACS) AM discharge records per
diagnosis of acute practice unit
% P-blocker prescribed | coronary Asthma
at discharge syndrome Heart block
Any prior ADE
% ACE inhibitor or K+>5.5
ARB prescribed at Cr>0.3

discharge in patients
with LV systolic

Bilateral (or unilateral
if single kidney) renal

dysfunction (EF<40%) artery stenosis
Severe aortic stenosis
(AVA <0.7cm?)
Any prior ADE
% Statin prescribed at Hepatic failure
discharge in patients Cr>03
with TC>4.0mmol/l Any prior ADE
Median time to Patients with ST-
thrombolysis segment elevation
or left bundle
branch block on
ECG obtained
closest to hospital
arrival and who
received
thrombolytic
therapy within 6
hours after
arrival,
% Cardiac Patients with Advanced age (>75
catheterisation within | ACS who are years), extreme frailty,
48 hours of troponin-positive | advanced co-
presentation morbidities

% Referred cardiac
rehabilitation or
receiving in-hospital
lifestyle counselling

Advanced age, extreme
frailty, advanced co-
morbidities

% In-hospital mortality

Heart failure

% Imaging heart
function

% ACE inhibitor or
ARB prescribed at
discharge with

Patients =18 years
of age with
principal ICD-10-
AM discharge
diagnosis of heart
failure

Principal discharge
diagnosis of heart
failure and no C/I to
stated intervention

Random
sample of
up to 50
records per
practice unit

K+>5.5
Cr>03
Bilateral (or unilateral
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EF<40%

% B-blocker prescribed
at discharge

% Warfarin prescribed
at discharge in patients
with atrial fibrillation

% Multidisciplinary
review/education (eg
specialist nurse,
pharmacist)

% In-hospital mortality
rate

if single kidney) renal
artery stenosis

Severe aortic stenosis
(AVA <0.7cm?)

Any prior ADE

Asthma
Heart block
Any prior ADE

Concurrent aspirin
Uncontrolled HTN
Active bleeding
Active peptic ulcer
Past cerebral or
retroperitoneal bleed
Any prior ADE

Stroke % Cared for in formal | Patients =18 years Random
stroke unit or service of age with sample of
principal ICD-10- up to 50
AM discharge records per
diagnosis of practice unit
% Warfarin prescribed | stroke Concurrent aspirin
at discharge in patients Uncontrolled HTN
with AF Active bleeding
Active peptic ulcer
Past cerebral or
retroperitoneal bleed
Any prior ADE
% Antithrombotic Active bleeding
treatment prescribed at Active peptic ulcer
discharge
% Referred to
rehabilitation service
Pneumonia % Antibiotic consistent | Patients =18 years Random
with ‘Antibiotic of age with sample of
Guidelines’ principal ICD-10- up to 50
recommendations AM discharge records per
diagnosis of practice unit
% Antibiotic pneumonia

administered within 8h
of arrival to hospital

% Use of oximetry to
assess oxygenation
within 24 hours of
admission

% Blood cultures
collected before
initiation of antibiotic
therapy

Median time from
arrival to initial
antibiotic
administration

% Screened for
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influenza vaccination

% Screened for

pneumococcal
vaccination
% In-hospital mortality
Exacerbation | % Measurement of Patients =18 years
COPD airflow limitation of age with
(bedside spirometry, principal ICD-10-
RFTs) AM discharge
% Use of oximetry to diagnosis of
assess oxygenation exacerbation
within 24 hours of COPD
admission

% Screened for
influenza vaccination

% Screened for

pneumococcal
vaccination
% Referral to Advanced age, frailty,
respiratory advanced co-
rehabilitation morbidities
Diabetes- % HbA,. measured Patients =18 years
related of age with
admissions principal ICD-10-

AM discharge
diagnosis of
diabetes or
diabetic-related

complication
% Lipids measured
% Diabetic patients Patients with K+>5.5
with renal disease estimated Cr>03
prescribed ACE glomerular Bilateral (or unilateral
inhibitor at discharge filtration rate if single kidney) renal
<60ml/min artery stenosis
Severe aortic stenosis
(AVA <0.7cm?)
Any prior ADE
% In-hospital mortality
Patients at % Prophylactic use of | Patients =18 years | Active bleeding
risk of heparin or warfarin of age with Active peptic ulcer
thrombosis principal ICD-10- | Any prior ADE to
AM discharge heparin or warfarin
diagnosis of heart
failure, OR
orthopaedic
operation, OR
cancer OR
gynaecology
procedure

*For all indicators, the following patient types will be excluded unless otherwise stated: Patients
transferred to another acute care hospital on day of arrival or transferred from another hospital
including another emergency department (for indicators relating to admission); transferred to another
hospital or to a palliative care hospice at discharge; left against medical advise; refused to accept the
indicated therapy; suffered terminal illness with life expectancy <6 months.
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Table 7. Generic Patient Safety Indicators

Unexpected deaths

e Unplanned transfers from ward to ICU or high dependency unit
Unplanned returns to operating theatre or catheter laboratory within 48
hours of procedure

¢ Unexpected and serious peri-procedural complications (eg. cardiorespiratory
arrest, hypovolaemic shock)

e Serious medication or fluid errors

e Serious nosocomial complications: infection, DVT/PTE, advanced pressure
ulcer, falls resulting in fracture or major soft-tissue injury

e Unplanned representations within 10 days of discharge

e Adverse findings from coroner’s inquest or autopsy reports

e Legal claims for professional negligence
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