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undt
i nception in 1995. We exi st to:

1 Provide opportunities for health executives to
organisations

1 Coll ect, analyse and publish information compar.
operational practices
1 Promote interstate and international coll aborat:i

executives

/| 60 - Al AAOO

Member ship of The Health Roundtable is open to hea
subject to approval by the Board of Directors. Ea
operational executive to serve as a Personal Me mb e
Personal Me mbers el ect a Board of Directors to pro
shape the agenda and review progress. The Boar doés
operational and financi al performance on a monthly

Roundtable receives no direct governmen

The Health
ip dues, subscription fees and corporate s

me mber sh

~ Ve
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Data provided to The Health Roundtable are freely
di sclosed to outside organisations. However, gene
to the public twwwubbabuhr wehdtablte. org

AEA (AAT OE 21 O1 AGAAT A (117100 #1 AA

I n order to maintain frank discussion in our meet:
Roundtable Honour Code which requires that:

1 No member shall <criticise the performance of ot/
information to the detri ment of a fell ow member.
] No external distribution of data or conclusions
without the unani mous consent of those contribut
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New Zeal an@5609) 889
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The Health Roundtable provided five core member shinp
identify performance i mprovement opportunities:
E |l #Hospi t al Mo r (tpaalgk t4ayy Reports
E Key Performance (pathiecmast)or Reports
E |l npatient QCaaege Reports
E Emergency Preseqppgaxgtei om Reports
E |l nnovation Wor kshpmps 29nd Awar ds
-AET O 271 O1 AGAAT A 71 OEOETI PO otuL Y
We held four special workshops in 2014 to address
E |l mproving patient safetwagmt night and on wee
E Il mproving managtetagaetr efalngdmagleure patients
E Reducing hospital acquired infe@pag@dans by i mp
E |l mproving coordination with primpagg) care pro

| BPOETT AT )I DOl OAT AT O ' Ol 6PO ogT1uUL Y

We offered a wide selection of ongoiimgioivhapri osvee npe matc

ot her health services and get help from peers to in
E Western Aust r r@agilan ChapteEeMent al (Head t2h)
E New Zeal angpa@dhapter E Nur s(ipmge 23)
EPatientpaga)f ety E Surgical(pkaoerauey
EEnd of Liiphee Qay e EAI Il ied(phegal 25h
E Mat er(mpadey 13) E Subacute (Seape i2mes
EIl magipame 19) E New South WalgsgeChmapt
EClinical pd&gestd)ng E Gl obal | nmaogea 2 d)on
E PaediatricpaSerwaliyces

| DOET T Al 40AETET C ATA 'TATUOEO 3A060
We offered specialised servicesite iexcicwitdwal amamice
briefings, operational pl anning support, ad hoc dat
hlghllghted in this report:

E 6Stranded Patientodé and Leanpd&geeaht)hcare Traini

E Australasian Healt heHaBEDe) ES/yag tugamt ison Dat a ( A

PAT 3EAOETC 1T &£ )1 & O ACET 1 1T T1TCOO
We recognise that some members may not have the tin
activities. The Health Roundtable has a policy of
members to encourage the spread of innovation more
Al l Heal th Roundtable data reports (excluding det ai
presentations are available to all staff of al/ me n
Usage of the information is subject to our Honour C
detri ment of another member, or the external disclo
who contributed the data.
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{HEALTH ROUNDTABLE DATA COLLECTI ONS Il\ﬂ 2 (

The Health Roundtable collects and analyses a wide
organisations to identify differences in perfor man
i mprovement . The following pages summarise the br
members to help them identify where their results
Heal th Roundtable team of analysts coll aborated wi:}
amounts of dat a, including:
E6.4 million inpatient records representing over 1
represent about 6% of the population, but require
had an addi tdoquilr ehddo sppdntdilt i on during their episo
bed days. The total cost of the episodes using t
was over $32.5 billion Australian doll ars.
E7 million emergency department presentations, of
Across Australia and New Zeal and, 68% of those pr
within 6 hours
E8.2 million Allied Health records detailing appro
service 370,693 individuals as outpatients and 37
2.8 million contacts made by ment al health profes
2.1 million imaging records from radiology imagin
ti meliness of services to patients during their h
Health Roundtable Comparative Data
Emergency Collection -
v’ Presentation Trends \
v' Triage compliance
v" Access targets
v' Timeliness of care B
v’ Efficiency
v" Emergency
v’ Safety
Optional Collections ‘Optional Extracts
v Surgery
v' Costing v' Maternity
v" Workforce
v Allied Health v’ Patient Safety
v Imaging .. v Nursing Related
v’ Community Mental Health v’ Paediatric
v' Surgical Journey - v’ Regional
Summary reports from these analyses were provided
enable them to compare results with each other. I
were produced to provide clinicians at each member
key patient groupings compared with their peer org
stored in an online |ibrary on The Health Roundtab
staff members of every member organisation. The He
administrative data about patients is submitted by
identifying information.
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[REVIEW OF OPERATI ONS 2014

We wor k with members to i mprove patient care by h:

1. Where is our performance below that of our

2. How do the O6exempl ar performersd achieve t he

3 How can we i mprove practice in our health s
OQur membership in 2014 included 86 health service
al | District Health Boards in Newrdéeatapdivanel bd:
Each member provides operational data on inpatien:
which we collate, analyse and compare to identify
each member to compare them to peer organisations
then encourage the members to contact the Oexempl .
find out if the results are due to improved codin
This report provides a snapshot of the key activi}
websiwtwev.. heal t hr oundlthaeblreeppargt i s organised around

messages
(pagesdl1)32and

A

t he work
Audi t ed

from cdhducard

Financd Q).

ains@0o0ddnt piamge st He
St atements (pages ¢/

+AU Ei DOI OAT AT O 1 AOOAGCAO ;EON GT U

1. Lower MoPatalenys who require hopspital
weekends can be treated as safely as
weekpage 4)

2. Safer: CRrecesses that involve platient
part of the care team are spreading |
saf dbyge 9)

3. Higher PerfTtbemédmwmecess on Activity| Base
Australia has fostered major i mprove.l
and care dfragpeatlispnt s.

4. More I nnovahowvwasive solutions are bei
particularly by junior medical st aff
Probl emsé of increasing demand, | wor K|
funding ¢$haoget &) | s.

5. Better Coofdrmatbondination between |
providers and hospitals can reduce r

\ emergency vVvisits for patpegret 81)wi th c|
\_/
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{1. LOWER MORTALI TY: WHA™ D'CB-IEWEDARI'IAOW]FR(
)|BAOEA| @cﬂ“q:_r@ qpisation receives a rep:
v~ o~ 2 ospilta mortality rate (HSMR) c
2APDT 000 of The Health Roundtabl e. We sel
results are unlikely to be due t
The Hl.ealth Roundtable prOdlfcebS . Funnel plot of HRT HSMRs for Oct 2013 - Sep 2014
][nog? ity rep%’jts ?j;]zatcﬂ]uart?rg asis compared to the combined HRT HSMR for the 2013-2014 financial year
or the precedingrb@nth period. -
Services can compare their hospital I:".
mortality rates to an expected rate -
based on about 15 million episodes 00 1\
drawn from over 160 public and le
private hospitals ingear index TS -
period. The process is designed to 120 \"\\‘\ . >
anticipate the methodologies to be g |° “~~~-Z_'_;3__l--__<'_:,, A ST e . *
used by government agencies for g B n i ® _f""'."“': “““““ ’““:":*"’“
- . . _ . . SO PP . S
public reporting. = ‘.'.. . _:-—.g_f.j.j{‘if,‘_.’:f‘j_‘r_‘:_.'!ir’::::::*@':::: ,,,,,,,,
80 -9 ’.’/‘;’!/:'J.'. » ] e
wr e
40 ‘// 4 ° P
e
20 ] .

Expected deaths

Emergency episodes Jul 2009 - Jun 2013

Higher Risk for 12
Weekend Arrivals
Internationally, patients 1
a 10% higher standardis
mortality ratio (SMR) if tl
require treatment on
weekends. Overall resu
across Australia and Ne'
Zealand indicate a similé
elevated risk for emerge
patients arriving on Satu

08

06

04

02

or Sunday, compared to

0.0

" Four Year SMR “Combined SMR

SMR for all HRT by day of week

11

Tuesday or Wednesday., B 1 o 28 iyt W By 9 ooty er
after taking into account
known patient risk factor| . g oy gy gy ooy — o
Expected Deaths 18,903 18,4%0 18,201 18,220 18,462 15,318 15,133
SMR 094 0.90 0.91 0.92 0.94 1.02 1.02
No Elevated Risk at Some Faciliiidgse 6weekend arrival effecto diffe

facilities, with some showing no difference in weekend/weekday SMR but others showing a 20% higher risk for

arrivals. (A ratio of 1.00 means equal risk.)

Ratio of Weekend Arrival SMR to Weekday ArrivalJsiR00A June 2013

1.80
1.60
1.40
1.20
1.00
0.80 |
0.60
0.40
0.20
0.00

No Difference on Weekends

4 The

b000000000000000000000000000000000000

Heal t h

~| Higher Risk on Weekends

Health Roundtable Member Facilities
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LOWER MORJINADLEIRTSYLTANDI NG THE (')WEEKEN}D E

3DAAEA‘| 2.|. @\/de@%v'&?ﬁ'&q’a ;S!Oe ial ]fzoztjmdF_teatbrluearV\ypr
£ oz A - S <« e "pati e safety issues r

‘AEEI\C gl\oﬁl%e@é\jdp@o[tallty rates, as well as

SAZEZAO £ O OAcndEsﬁglitoaa) at_night. —Dr Darryl Joi
< A e R oodenbur g, re ea , an r

A O 7AAEAI ACT)Qnstitutegof He al h l-shavaéeéironppeserl

on the weekemaourasndi sasfuees .

Health Roundtable and

international mortality data

indicates that emergency patients The Weekend Effect

arriving on Saturdays and Sunday
have a 10% higher risk of dying in
hospital than those with similar

conditions arriving during the wee

Some Examples

» Increased in-hospital mortality for weekend admissions among some
patient groups [several studies Canada, UK, US]

» Weekend and after-hours AMI admissions less likely to receive timely
cardiac procedures [Kostis 2007, New Jersey]

» Only 5% of six urgent procedures were performed on the weekend [Bell et

=0

C

al, Canada]
» Hospitals during off-hours provide a different clinical environment [Shulkin
2008]
OWeekend Effectd Solutions| Used by Leading Hospit
E Roster senior medical staff at night and weekends
E  Assistjunior staff to level their workloads
E Include senior nurses in medical handover processes
E Use ISBAR to standardise handover
E Provide access to diagnostics on weekends
E Use screening tools to identify palliative patients
E Implement Medical Emergency Team
E Implement Early Warning System to detect deterioratjon
How is the After Hours Team changing A S
ICU Consultant On - Clinical Service Director | | foos= R o .
[ site ] [ On Call ] o Ot ok YT 11T OAGET 1| ( E
AfterHBurs ' . Cmacms 4 E ’B,‘ ( I O D E OA I
Clinical Lead After Hours Clinical 4 A Al
(G ~eancar Tboe) Operations Manager | Alfred Health redesigned
/\ existing service delivery
[ e ! T ! T models to international best .
T 1 i Patient practice. Improved leadership
|___MedRegz 7| e Flow structure and a Hospital @
| i HMO 3 B ( i a Night nursing team with the
HMO 1 i | HMO 4 I; [ Henz B appropriate range of skills and
HMO 2 al HMO 2 /[ . Hants B competencies to more
— hants B effectively meet patient clinical
Ward Nursing Teams, E&TC, Radiology, J ﬁ' H@NT5 . care needs. Included IT
Pathology i i support to track task
- assignments by mobile phone
— e (CARPS).
&3 \f‘
. = hobile deviss ;3 = clinical CARPS logger X
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[1.LOWER MORTALI TY: SPREADI NG 6GOOD PR%\CT

7A00AO1 I OO @At Enjujed the focus on mortality

.~ A ~ the Western Australi9ChapRwadidtiyvie Pe

#EADOAO del egates attended to hear fRajm Sir

Behal, who provided #rnesliigahbtisl iany correg:

TheWAChapterwasformedmIeaderSh'p' and_clinician engagement

2014tohe|pmember5|mprove.h spital mortality results and ident
i mprovement .

patient care by identifying
differences in performance through
comparative data from inpatient,

mortality and emergency data set

and by sharing good practice idee What can | dO right away?

Members also received updates ¢
thelatest developments in Activity

Based Funding and a demonstrat . p
of our operational planning tool. * Executive rounds/ Work-withs

* Track and guide the % of time your leaders
spend with the frontline

* Leading by example on 7-day working

 Start the day with a team huddle — what are
we worried about today?

* Strive for world class communication systems
with staff (leadership forum, newsletter)

Sir David Daltod Hassteered his organisation to be the safest organisation in the NHS t
adopting a disciplined approach of appl
i nvol vement . He m®elieer Safa &and Rebable @ares ugge st

Clinical ! Clinical
Processes i Outcomes
ﬂ Assess Improve U
Identify gaps
QA (opportunities)
(C) Ral = -

6 The Health Roundtable Limited Annual

Raj Behal, MD, MPH
Chief Quality Officer &
Associate Dean at
Stanford Shared his
insights on engaging
clinicians in performance
improvement initiatives to
reduce Hhospital mortality
rates.




[1. LOWER MORTPARHEADMN:NG 6 GOOD PRACTI CECA)J I N

CAx - AA] AJTWe NZ Chapter meeting was -held The W
special topic was Ol mproving patient

#EADOAO weekends. 0

Keynote speaker Dr Stephen Warrill ow
Austin Health address was o
be a problem with hospitals
presented the Austin experi
deteriorating patient progr

The NZ Chapter meets once
per year in New Zealand to h¢
members improve patient cars
by identifying differences in
performance by sharing good
practice ideas.

We collaborate with the NZ A key issue for all hospita
Health Quality & Safety from 8 am to 5 pm five days
oty s opcs. AT i
than weekdays. ’
14 Emergency Arrival Patterns by Hour of Day

Average Presentations

igg T |@ Combined Staffing \
400 - |® Nursing Numbers \ \
@ Medical Numbers

1 3 56 7 9 11 13 15 17 19 21 23

L Outcomes so far
N a e et oA e a L 25% reduction emergency calls
I 1T 1 OAOEI | (ECEI E
I EFOAO ET OO0 - %4 Total number of 777 clinical emergency calls logged

120 ¢ -

The Bay of Plenty DHB implemented a mt
disciplinary team (MDT) working after houi 1o
that has the necess, "
immediate needs, thus maximising patient =

TN\

w
Handover nt s 6

safety and promoting safe work practice. g &0

. H . . E LS e E S e Cinical Support P
Since implementing the evening MDT Aire ]
handover, clinical emergency calls have o T i T S S
reduced 25%. F§33330B 3882338880088 283
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Organisatioswide Initiatives Specific Initiatives

1. A standardised mdisiciplinary and ndiipartment Al. Ventilator Care Bundles areandaddited at least monthly,
morbidity and mortality review @tdeest quarterly in including sedative interruption.
clinical areas. A2. Central Line Care Bundles arandamedited at least monthly,

2. Specific programs are in place to reduce Hospital Acquiredncluding the use of checklists for maximal barrier precautions.
Infectionyith audit and feedbtcklinicians on their A3. A documented clinical pathway for Acute Mind asdided
antibiotic prescribing practice. at leasionthly.

3. All fall locatioase mapped to provide visual feedback {o ward
staff on trends in the number and location of fallsinthe3 1 . Al | clinical staff are|l tre
specific clinical areas. triggerd6 system with a gfade

4. A consistent communication tool is in pédiceqoests for escalation protocol.
assistance e.g. SBAR, or ISOBAR.

5. All abnormal critical redtdte medical imaging and C1. Staff audit the level of harm caused by high risk medicjnes witl
pathology are communicated quickly to the treasind tgam your hospital at leasinthlyg.g. Global Trigger Tool.
signed off. C2. A process is in placelfpatients to prevent harm from

6. Auteexpiring orders are useéveryrinary catheter. medication errors between community and hospital usipg

7. All patients and their camegsexplicitly given the opportynity 6 p asAhieé it medi cati on cardsp or
to be included in the provision of Safe Care e.g. a Dally Plamimary care providers.

8. Every unitas patient safety goals which are measured, 68. Albutofrange INR results (6 or above) are immediately|flagged
visual display and discussed at least weekly. and audited as they occur.

9. All patient®ceive, in a language they understand, a
statement encouraging them to speak up if they noticg RXktdtbnthly review proceasem place to reduce the rate of
member failing to wash hands prior to providing care. surgical site infections through the appropriate use of gntibiotic

10.All nursing handovars conducted at the patient bedsigeD2. A Safety Checklist is followedefyroperatiom improve pelli
and include the patient and/or carer in the discussion operative communication and teamwork e.g. the WHO |Surgica

Safety Checklist.
D3. A preperative case conference is condu&eerrjonigh
complexity patieatidentify contingency actions if difficulties
Governance Process arise.
D4. DVT Prophylaxis measures are iarglacdited fall

1. Patient Safety is fhist itenon the Executive or Board surgical patients.
agenda averymeeting.

2. There are explicit goals for Mortality Rate Reduction WithAlteelements of agoalr ect ed 6sepsi s |res
tracked at leagtiarterlpy the Executive or Board. completedithin 6 hours of present&ioALL patients with

3. There are explicit goals for Adverse Event Reduction|whicls@rere sepsis or septic shock.
tracked at leaptiarterlpy the Executive or Board. E2. Al el ements of a &6seplsis

4. Patient stories relating to clinical incidents are discussed completedithin 24 hours of presentftiofLL patients with
least quarterdy Board/Executive meetings. severe sepsis or septic shock

5, Seni or Executives participate in 6Patient Safety Wpl ka
leastmonthly. F1. Advanced care directives are completed prior to medical or

surgical interventioreltd at r i skd pati gnt s

F2. A member of the palliative care team participates in multi

disciplinary team discussiordl fatients with advanced

disease status prior to invasive procedures.
7A ET OO1 AGAAA OEEO #E
DOl OEAA A xAU Oi CAOC
Ei pOT OAI AT O ET DBAOEAI
POl AAOOGAOS
#1 AAO POT COAOO EO AAE
I tUAAOh DPAOOEAOI AOI U
OA1T AGAA O I OOOOAI E/
OOAT AAOAOS
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