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Review stimulated by quality scandal
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Previous reviews
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Current performance assessment scoring system

What 

does 

good look 

like?
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Culture

‘the only thing of real importance 

that leaders do is to create and 

manage culture’ 

Schein, E.H. (1992) Organizational culture and leadership, Jossey Bass, San Francisco.
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Multiple causal factors for safety weaknesses

Boards with right 

skills ?

Accreditation 

system not risk-

based

Dysfunctional 

safety monitoring 

system

Dysfunctional 

incident reporting 

system

Focus on finance

Perneger, Thomas (2005), 'The Swiss cheese model of safety incidents: are there 

holes in the metaphor?', BMC Health Services Research, 5 (1), 71.
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Three functions 

Devolved 
governance

Democratic 
accountability

System 
leadership

All need to be strengthened
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Strengthening devolved governance

• Better boards
0 Not experienced No experience in areas covered by Standard 1. For example, has worked as 

a clinician outside hospitals but with no experience in clinical governance; or 

is not a clinician and has no clinical governance experience.

1 Somewhat experienced 

(Basic)

Somewhat experienced in areas covered by standard 1. This could be 

demonstrated by membership of a Board safety and quality committee for 

more than two years, or as a clinician with experience in monitoring and 

measuring quality of care as part of a previous role.

2 Reasonably experienced 

(Medium)

3 Considerably experienced 

(Intermediate)

Considerable experience in areas covered by Standard 1. This might be 

demonstrated by chairing the Board safety and quality committee for more 

than three years, or being a senior clinician with accountability for Divisional 

quality and safety monitoring and performance.

4 Significantly experienced 

(Advanced)

5 Extensively experienced 

(Expert)

Extensive experience in areas covered by Standard 1 such as in designing a 

governance system to monitor, review and evaluate all aspects of 

organisational performance. This could be demonstrated by having taken a 

lead role in designing the clinical governance system in another organisation.
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Strengthening devolved governance

• Better boards

• Better board reporting

• Better information

• portal

Figure 2: First page of example board safety and quality analytics report 

Indicator set Performance relative to benchmark Local progress 

Comparative quality 
indicators (VLADs)  

● Far below target on 1 
● Below target on 5 
● Near target on 20 
● Exceeding target on 4 
● Far exceeding target on 3 

● Deterioration in 3 
● No change in 25 
● Improvement in 5 

 

‘Towards zero’ safety 
indicators (ACSQHC 
hospital-acquired 
complications)  

● Far below target on 1 
● Below target on 1 
● Near target on 10 
● Far exceeding target on 2 

● No change in 12 
● Improvement in 3 

 

‘At zero’ sentinel events 
and ISR 1 incidents  

● Two ISR-1 incidents  
● Zero sentinel events  

● Deterioration in ISR 1s 
● No change in SEs 

Maternity indicators ● Below target on 2 
● Near target on 3 
● Exceeding target on 1 

● No change in 3 
● Improvement in 2 

Capability framework 
compliance  

● Far below target on 1 
● Near target on 1 

● Deterioration in 1 
● Improvement in 1 

Safety culture  ● Near target on 5 
● Exceeding target on 3 

● No change in 6 
● Improvement in 2 

Patient experience ● Below target on 1 
● Near target on 3 

● Deterioration in 1 
● No change in 3 

Death in low-vol. DRGs ● Near target  ● No change 

Mental health indicators ● Near target on 2 
● Exceeding target on 1 

● No change in 2 
● Improvement in 1 

Aged care indicators  ● Below target on 1 
● Near target on 4 

● Deterioration in 1 
● No change in 4 

Infection control indicators ● Near target on 3 
● Exceeding target on 2 

● No change in 4 
● Improvement in 1 

Overall performance ● Far off target on 4  
● Below target on 10 
● Near target on 53 
● Exceeding target on 11 
● Far exceeding target on 5 

● Deterioration in 7 
● No change in 61 
● Improvement in 15 
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Strengthened democratic accountability

• Improved transparency

• Improved use of available data

OLD NEW

Harm is: Rare, 'preventable' Common, 'reducible'

We know of harm by: Incident reports Epidemiology of outcomes

We measure harm by: Counts Rates (%)

Harm is remedied by 
changing: Individuals Systems

Our objective is: Blame/apology Improvement
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Total incidence of CHADx by major class 

(Source: VAED for FY 2014-15)

Major class

All Public 

Hospitals

All Private 

Hospitals

All Victorian 

Hospitals

01: Post-procedural complications 34,106 17,808 51,914

02: Adverse drug events

14,858 6,402 21,260

03: Accidental injuries 6,078 2,179 8,257

04: Infections

12,846 2,694 15,540

05: Cardiovascular complications 47,304 17,984 65,288

06: Respiratory complications 23,499 8,737 32,236

07: Gastrointestinal complications 36,815 19,118 55,933

08: Skin conditions

18,196 7,509 25,705

09: Genitourinary complications 27,575 9,753 37,328

10: Hospital-acquired psychiatric 

states 16,959 5,934 22,893

11: Early pregnancy complications 2,710 757 3,467

12: Labour & delivery complications

76,050 20,600 96,650

13: Perinatal complications 40,458 4,424 44,882

14: Haematological complications 12,994 3,970 16,964

15: Metabolic complications

45,536 10,743 56,279

16: Nervous system complications 4,245 1,429 5,674

17: Other complications

40,535 17,563 58,098

Total 460,764 157,604 618,368

ACSQHC ‘Priority 

complications’

Public 

Hospitals

Private 

Hospitals

Pressure injury 5,356 1,605

Falls with Fracture or ICI 362 127

Healthcare Assoc  

Infection 16,597 5,587

Surgical complications 2,563 1,099

Respiratory 

complications 2,846 554

Venous 

Thromboembolism 1,098 429

Renal failure 309 52

GI bleeding 2,099 617

Medication 

complications 2,017 455

Delirium 7,116 2,588

Incontinence 1,246 415

Malnutrition 1,564 482

Cardiac complications 9,843 4,194

Iatrogenic 

pneumothorax requiring 

intercostal catherer 230 74

Total count for all major 

categories 53,246 18,278 
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Strengthened democratic accountability

• Improved transparency

• Improved use of available data

• Improved accreditation
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Effect of Hospital Volume on Surgical Outcomes After 
Pancreaticoduodenectomy: A Systematic Review and Meta-
analysis.
Hata, Tatsuo; Motoi, Fuyuhiko; MD, PhD; Ishida, Masaharu; 
MD, PhD; Naitoh, Takeshi; MD, PhD; Katayose, Yu; MD, PhD; 
Egawa, Shinichi; MD, PhD; Unno, Michiaki; MD, PhD

Annals of Surgery. 263(4):664-672, April 2016.
DOI: 10.1097/SLA.0000000000001437

FIGURE 3 . Scatter plot of hospitals according to the median values of each included hospital 
group and postoperative mortality rates. PD indicates pancreaticoduodenectomy.

Things MACI might be interested in – 2 low volume
Issue of low volume 
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Using data to examine hospitals doing low 

volumes (Pancreaticoduodenectomy example)

Lowest international ‘high volume’ 

threshold (10-54)

Of 20 hospitals < 10, 4 rural
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20th birthday coming up

Richardson, J. (1998) 'The health care financing debate', in Economics and Australian Health Policy, G. Mooney and R. Scotton, Eds., Allen & Unwin, p 192-213
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Most variation analyses look at geographic 

variation and find large disparities …

-125% -100% -75% -50% -25% 0% 25% 50% 75% 100% 125% 150%

MLA procedure rate: difference from national average

Cholecystectomy

Colectomy

Hip replacement

Lumpectomy

Mastectomy

Knee replacement

CABG

Open prostatectomy

Closed prostatectomy

Tonsillectomy

Appendectomy

Hysterectomy

Source: Grattan Institute
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… but that doesn’t tell you much

Procedure 

rates

Highest

Lowest

… is it due to different case-mix?

… is it due to severity of condition?

… is it due to patient preferences?

… is it due to lack of certainty about effectiveness?

… what does regional analysis mean anyway?

High could be bad but … 

Low could be bad but…

There’s little clarity about when variation is legitimate 

That has made it difficult to develop effective policy

Even if you knew which variation was not legitimate, 

what are the mechanisms for doing something about it?
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The dog in the night time - 3

Where people are operated on

Hospital 1   Hospital 2 Hospital 3 Hospital 4 Hospital x

Where 

people 

live

Area 1

Area 2

Area 3

Area 4

Area 5

Area x

Conventional 

analysis
• What is good, what is bad?

• No accountability mechanism

• Admire the problem

Our 

approach

Someone to be held 

accountable

• Not even in NSW or Qld which 

have/had area health authorities
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Increasing certainty that variation can identify 

inappropriate care

Variation 
in rates 
suggests 
inappropri
ate care

On average 
this 
treatment 
should not 
be provided 
routinely for 
this class of 
patient

High level 
evidence 
that on 
average this 
treatment 
should not 
be provided 
for this 
class of 
patient

Definitive 
advice that 
this 
treatment 
should not 
be 
provided in 
this patient
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We analyse 5 ‘do-not-dos’ and 3 ‘do-not-do 

routinely’ treatments from NICE, MSAC and 

Prasad

Do-not-dos:

• Vertebroplasty for osteoporotic vertebral 

fractures

• Arthroscopic lavage or debridement for OA of the 

knee

• Laparoscopic uterine nerve ablation for chronic 

pelvic pain

• Removing healthy ovaries during a hysterectomy

• HBOT for a range of conditions (inc.

osteomyelitis, cancer, and non-diabetic wounds 

and ulcers)

Do-not-do routinely:

• Fundoplication for gastro-intestinal reflux 

• Episiotomy for spontaneous vaginal births

• Amniotomy to augment a normal delivery

Patients with ‘legitimating’ diagnoses are excluded

35

79

302

813

4659

0 2000 4000

Nerve ablation

Ovary removal

Vertebroplasty

Knee arthroscopy

Hyperbaric oxygen

Do-not-do procedures, Australia, 2010-11
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Proportion of relevant patients getting do-not-do procedure Proportion of relevant patients getting do-not-do routlinely procedure

There are outliers with troubling patterns of 

care
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The dog in the night-time - 1

stephen.duckett@grattan.edu.au

Numbers are good, but 

not enough

They have to be 

analysed in a way 

which can lead to 

action


