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The Health Roundtable Limited 
40 Port Jackson Road  
Terrigal NSW 2260 

Australia Tel:  (02) 4385 5894  
New Zealand (09) 889-2551  
Australia Fax:  (02) 4384 7078 
www.healthroundtable.org  

 
ABN 71 071 387 436 

/ÕÒ -ÉÓÓÉÏÎ 
 
The Health Roundtable Limited has operated as a non-profit collaborative organisation since our 
inception in 1995.  We exist to: 
 
¶ Provide opportunities for health executives to learn how to achieve Best Practice in their 

organisations 
¶ Collect, analyse and publish information comparing organisations and identifying ways to improve 

operational practices 
¶ Promote interstate and international collaboration and networking amongst health organisation 

executives 
 

/ÕÒ -ÅÍÂÅÒÓ 
 
Membership of The Health Roundtable is open to health services across Australia and New Zealand, 
subject to approval by the Board of Directors.  Each member organisation nominates its most senior 
operational executive to serve as a Personal Member of The Health Roundtable.  
 
Personal Members elect a Board of Directors to provide overall governance. They meet regularly to 
shape the agenda and review progress.  The Boardôs Audit & Compliance Committee reviews 
operational and financial performance on a monthly basis. 
 
The Health Roundtable receives no direct government funding.  All activities are supported by annual 
membership dues, subscription fees and corporate sponsorships.  
 

3ÈÁÒÉÎÇ )ÎÆÏÒÍÁÔÉÏÎ  
 
Data provided to The Health Roundtable are freely shared amongst participating members, but are not 
disclosed to outside organisations.  However, general insights and methodologies are openly available 
to the public through our website: www.healthroundtable.org   
 

4ÈÅ (ÅÁÌÔÈ 2ÏÕÎÄÔÁÂÌÅ (ÏÎÏÕÒ #ÏÄÅ  
 
In order to maintain frank discussion in our meetings, all our members agree to abide by The Health 
Roundtable Honour Code which requires that: 
¶ No member shall criticise the performance of other member organisations, or use any of the 

information to the detriment of a fellow member.   
¶ No external distribution of data or conclusions based on Health Roundtable analysis is made 

without the unanimous consent of those contributing the data. 

THE HEALTH ROUNDTABLE 

http://www.healthroundtable.org/
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#ÏÒÅ !ÃÔÉÖÉÔÉÅÓ ÆÏÒ !ÌÌ -ÅÍÂÅÒ /ÒÇÁÎÉÓÁÔÉÏÎÓ 
 
The Health Roundtable provided five core membership services in 2014 for all members to help them 
identify performance improvement opportunities:   

È In-Hospital Mortality Reports (page 4) 
È Key Performance Indicator Reports (page 15) 
È Inpatient Care Reports (page 16) 
È Emergency Presentation Reports (page 17) 
È Innovation Workshops and Awards (page 29) 
 

 

OVERVIEW OF 2014 ACTIVITIES 

/ÐÔÉÏÎÁÌ )ÍÐÒÏÖÅÍÅÎÔ 'ÒÏÕÐÓ φτυψ 
 
We offered a wide selection of ongoing improvement group programs to identify innovative practices at 
other health services and get help from peers to improve services:  

/ÐÅÎ 3ÈÁÒÉÎÇ ÏÆ )ÎÆÏÒÍÁÔÉÏÎ !ÍÏÎÇÓÔ -ÅÍÂÅÒÓ 
 
We recognise that some members may not have the time or staff to participate actively in all our 
activities.  The Health Roundtable has a policy of openly sharing reports and information with all 
members to encourage the spread of innovation more quickly.   
 
All Health Roundtable data reports (excluding detailed mortality reports), meeting materials, and 
presentations are available to all staff of all member organisations in the member section of the website.  
Usage of the information is subject to our Honour Code which prohibits the use of the information to the 
detriment of another member, or the external disclosure of the information without the consent of those 
who contributed the data. 

È Western Australian Chapter (page 6) 
È New Zealand Chapter (page 7) 
È Patient Safety (page 9) 
È End of Life Care (page 11) 
È Maternity (page 13) 
È Imaging (page 19) 
È Clinical Costing (page 20) 
È Paediatric Services (page 21) 

È Mental Health (page 22)  
È Nursing (page 23) 
È Surgical Journey (page 24) 
È Allied Health (page 25) 
È Subacute Services (page 26) 
È New South Wales Chapter (page 27) 
È Global Innovation (page 28) 
 

-ÁÊÏÒ 2ÏÕÎÄÔÁÂÌÅ 7ÏÒËÓÈÏÐÓ φτυψ 
 
We held four special workshops in 2014 to address emerging issues of interest to our members.   

È Improving patient safety at night and on weekends (page 5) 
È Improving management of end-stage renal failure patients (page 10) 
È Reducing hospital acquired infections by improving cleaning practices (page 12) 
È Improving coordination with primary care providers for COPD patients (page 31) 

/ÐÔÉÏÎÁÌ 4ÒÁÉÎÉÎÇ ÁÎÄ !ÎÁÌÙÓÉÓ 3ÅÒÖÉÃÅÓ 
 
We offered specialised services to individual members, including on-site executive and clinical unit 
briefings, operational planning support, ad hoc data analysis, and staff climate surveys.  Two are 
highlighted in this report: 

È óStranded Patientô and Lean Healthcare Training Programs (page 14) 
È Australasian Healthcare Evaluation Data (A-HED) System (page 18) 
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The Health Roundtable collects and analyses a wide range of data provided by its member 
organisations to identify differences in performance to alert them to potential opportunities for further 
improvement.  The following pages summarise the breadth and depth of the reports available to 
members to help them identify where their results are below that of their peers.  During 2014, The 
Health Roundtable team of analysts collaborated with staff from member organisations to analyse large 
amounts of data, including: 
 
È 6.4 million inpatient records representing over 17.7 million bed days.  Patients aged 80 or more 
represent about 6% of the population, but required 22% of bed days.  Approximately 9% of patients 
had an additional hospital-acquired condition during their episode.  These patients used 33% of all 
bed days.  The total cost of the episodes using the Australian national weighted activity unit value 
was over $32.5 billion Australian dollars. 

È 7 million emergency department presentations, of whom 32% were formally admitted to hospital.  
Across Australia and New Zealand, 68% of those presenting to ED left within 4 hours and 85% left 
within 6 hours. 

È 8.2 million Allied Health records detailing approximately 7.0 million hours of professional time to 
service 370,693 individuals as outpatients and 379,777 individuals as inpatients. 

È 2.8 million contacts made by mental health professionals with their community clients. 

È 2.1 million imaging records from radiology imaging services at 20 health services to gauge the 
timeliness of services to patients during their hospital stay. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

HEALTH ROUNDTABLE DATA COLLECTIONS IN 2014 

Summary reports from these analyses were provided to the participants in each improvement group to 
enable them to compare results with each other.  In addition, over 9,500 customised narrative reports 
were produced to provide clinicians at each member facility with details of their clinical performance for 
key patient groupings compared with their peer organisations in The Health Roundtable.  All reports are 
stored in an online library on The Health Roundtable website and are available for downloading by all 
staff members of every member organisation. The Health Roundtable takes care to ensure that only 
administrative data about patients is submitted by member organisations, without disclosure of patient-
identifying information. 
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REVIEW OF OPERATIONS 2014 

We work with members to improve patient care by helping them answer three key questions: 
 

1. Where is our performance below that of our peers? 
2. How do the óexemplar performersô achieve their results? 
3. How can we improve practice in our health service? 

 
Our membership in 2014 included 86 health services from every state and territory of Australia and 
all District Health Boards in New Zealand, including both public and non-profit private facilities.  
Each member provides operational data on inpatient, outpatient, and emergency presentations 
which we collate, analyse and compare to identify variation.  We provide customised reports for 
each member to compare them to peer organisations and to highlight those with better results.  We 
then encourage the members to contact the óexemplarsô directly or through our various meetings to 
find out if the results are due to improved coding and counting, or to improved clinical practice. 
 
This report provides a snapshot of the key activities, which are recorded in far more detail on our 
website:  www.healthroundtable.org.  The report is organised around five key improvement 
messages from the work conducted in 2014 (pages 4-31), and also contains the Directorsô Report 
(pages 32-41) and Audited Financial Statements (pages 42-49). 
 
 

+ÅÙ ÉÍÐÒÏÖÅÍÅÎÔ ÍÅÓÓÁÇÅÓ ÆÒÏÍ φτυψ ÍÅÅÔÉÎÇÓ 
 

1. Lower Mortality: Patients who require hospital care on 
weekends can be treated as safely as those arriving during the 
week. (page 4) 

2. Safer Care: Processes that involve patients and their carers as 
part of the care team are spreading rapidly to improve patient 
safety. (page 9) 

3. Higher Performance: The focus on Activity Based Funding in 
Australia has fostered major improvements in counting, coding, 
and care of patients. (page 15) 

4. More Innovations: Innovative solutions are being developed, 
particularly by junior medical staff, to address óImpossible 
Problemsô of increasing demand, workforce shortages, and 
funding shortfalls. (page 28) 

5. Better Coordination: Care coordination between primary care 
providers and hospitals can reduce readmissions and 
emergency visits for patients with chronic diseases. (page 31) 
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)ÎÐÁÔÉÅÎÔ -ÏÒÔÁÌÉÔÙ 
2ÅÐÏÒÔÓ 
 
The Health Roundtable produces 
mortality reports on a quarterly basis 
for the preceding 12-month period. 
Services can compare their hospital 
mortality rates to an expected rate 
based on about 15 million episodes 
drawn from over 160 public and 
private hospitals in a 3-year index 
period.  The process is designed to 
anticipate the methodologies to be 
used by government agencies for 
public reporting.    

 

1. LOWER MORTALITY:  WHAT DO WE KNOW FROM THE DATA? 

Higher Risk for 
Weekend Arrivals 
Internationally, patients face 
a 10% higher standardised 
mortality ratio (SMR) if they 
require treatment on 
weekends.  Overall results 
across Australia and New 
Zealand indicate a similar 
elevated risk for emergency 
patients arriving on Saturday 
or Sunday, compared to 
Tuesday or Wednesday, 
after taking into account 
known patient risk factors. 

Each organisation receives a report showing its standardised 
hospital mortality rate (HSMR) compared to other members 
of The Health Roundtable.  We send alerts to those whose 
results are unlikely to be due to random variation. 

No Elevated Risk at Some Facilities  The óweekend arrival effectô differed amongst Health Roundtable member 

facilities, with some showing no difference in weekend/weekday SMR but others showing a 20% higher risk for weekend 
arrivals.  (A ratio of 1.00 means equal risk.) 

Ratio of Weekend Arrival SMR to Weekday Arrival SMRñJuly 2009ñJune 2013 

Health Roundtable Member Facilities 
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We convened a special Roundtable Workshop on 20-21 February to 
address the patient safety issues implied by the difference in 
weekend mortality rates, as well as the related issue of patient safety 
in hospital at night.  Dr Darryl Jones, Austin Health, Dr Owen 
Roodenburg, Alfred Health, and Dr Blanca Gallego, Australian 
Institute of Health Innovation provided óthought-starterô presentations 
on the weekend and after-hours issues. 

1. LOWER MORTALITY: UNDERSTANDING THE óWEEKEND EFFECTô 

3ÐÅÃÉÁÌ 2ÏÕÎÄÔÁÂÌÅȡ 
-ÁËÉÎÇ (ÏÓÐÉÔÁÌÓ 
3ÁÆÅÒ ÆÏÒ 0ÁÔÉÅÎÔÓ 
ÁÔ 7ÅÅËÅÎÄÓ  
 
Health Roundtable and 
international mortality data 
indicates that emergency patients 
arriving on Saturdays and Sundays 
have a 10% higher risk of dying in 
hospital than those with similar 
conditions arriving during the week.  

)ÎÎÏÖÁÔÉÏÎ (ÉÇÈÌÉÇÈÔȡ 
4ÈÅ (ÏÓÐÉÔÁÌ Ά .ÉÇÈÔ 
4ÅÁÍ  
Alfred Health redesigned 
existing service delivery 
models to international best 
practice.  Improved leadership 
structure and a Hospital @ 
Night nursing team with the 
appropriate range of skills and 
competencies to more 
effectively meet patient clinical 
care needs.  Included IT 
support to track task 
assignments by mobile phone 
(CARPS). 

ôWeekend Effectõ Solutions Used by Leading Hospitals 
 
È Roster senior medical staff at night and weekends 
È Assist junior staff to level their workloads 
È Include senior nurses in medical handover processes 
È Use ISBAR to standardise handover 
È Provide access to diagnostics on weekends 
È Use screening tools to identify palliative patients 
È Implement Medical Emergency Team 
È Implement Early Warning System to detect deterioration 
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7ÅÓÔÅÒÎ !ÕÓÔÒÁÌÉÁÎ 
#ÈÁÐÔÅÒ  
 
The WA Chapter was formed in 
2014 to help members improve 
patient care by identifying 
differences in performance through 
comparative data from inpatient, 
mortality and emergency data sets 
and by sharing good practice ideas. 
 
Members also received updates on 
the latest developments in Activity 
Based Funding and a demonstration 
of our operational planning tool. 

We continued the focus on mortality reduction with the first meeting of 
the Western Australia Chapter in Perth on 28-29 August.  Forty-five 
delegates attended to hear from Sir David Dalton, and from Dr Raj 
Behal, who provided insights on creating high-reliability organisations, 
leadership, and clinician engagement.  We also provided updates on 
hospital mortality results and identified additional opportunities for 
improvement. 

1. LOWER MORTALITY: SPREADING óGOOD PRACTICEô IN WA 

Sir David Dalton ð Has steered his organisation to be the safest organisation in the NHS by 
adopting a disciplined approach of applied óimprovement scienceô coupled with deep staff 

involvement.  He made the above suggestions to óDeliver Safe and Reliable Careô.   

Raj Behal, MD, MPH, 
Chief Quality Officer & 
Associate Dean at 
StanfordñShared his 
insights on engaging 
clinicians in performance 
improvement initiatives to 
reduce in-hospital mortality 
rates. 
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.Å× :ÅÁÌÁÎÄ 
#ÈÁÐÔÅÒ 
 
The NZ Chapter meets once 
per year in New Zealand to help 
members improve patient care 
by identifying differences in 
performance by sharing good 
practice ideas.   
We collaborate with the NZ 
Health Quality & Safety 
Commission to focus on high-
priority national topics. 

The NZ Chapter meeting was held in Wellington October 26-27.  The 
special topic was óImproving patient safety at night and on the 
weekends.ô   
 
Keynote speaker Dr Stephen Warrillow, Deputy Director of the ICU at 

Austin Health address was on  óWhy there might 
be a problem with hospitals at nightô.  He 
presented the Austin experience with their 
deteriorating patient program.   
 
A key issue for all hospitals is that the typical 
staffing pattern has the most medical staff on duty 
from 8 am to 5 pm five days a week.  However, 
patient arrivals in Emergency Departments are 
skewed later in the day, with Sundays often busier 
than weekdays. 
 

1. LOWER MORTALITY: SPREADING óGOOD PRACTICEô IN NZ 

)ÎÎÏÖÁÔÉÏÎ (ÉÇÈÌÉÇÈÔȡ  
!ÆÔÅÒ ÈÏÕÒÓ -$4 
 
The Bay of Plenty DHB implemented a multi-
disciplinary team (MDT) working after hours 
that has the necessary skills to meet patientsô 
immediate needs, thus maximising patient 
safety and promoting safe work practice.   
 
Since implementing the evening MDT 
handover, clinical emergency calls have 
reduced 25%.  

Emergency Arrival Patterns by Hour of Day 

Typical Staffing Patterns by Hour of Day 
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Organisation-wide Initiatives 
 
1. A standardised multi-disciplinary and multiΆdepartment 

morbidity and mortality review occurs at least quarterly in 
clinical areas. 

2. Specific programs are in place to reduce Hospital Acquired 
Infection, with audit and feedback to clinicians on their 
antibiotic prescribing practice. 

3. All fall locations are mapped to provide visual feedback to ward 
staff on trends in the number and location of falls in their 
specific clinical areas. 

4. A consistent communication tool is in place for all requests for 
assistance e.g. SBAR, or ISOBAR.  

5. All abnormal critical results from medical imaging and 
pathology are communicated quickly to the treating team and 
signed off. 

6. Auto-expiring orders are used for every urinary catheter. 
7. All patients and their carers are explicitly given the opportunity 

to be included in the provision of Safe Care e.g. a Daily Plan. 
8. Every unit has patient safety goals which are measured, on 

visual display and discussed at least weekly. 
9. All patients receive, in a language they understand, a 

statement encouraging them to speak up if they notice a staff 
member failing to wash hands prior to providing care. 

10. All nursing handovers are conducted at the patient bedside 
and include the patient and/or carer in the discussion. 

  
 
 
Governance Process 
 
1. Patient Safety is the first item on the Executive or Board 

agenda at every meeting. 
2. There are explicit goals for Mortality Rate Reduction which are 

tracked at least quarterly by the Executive or Board.  
3. There are explicit goals for Adverse Event Reduction which are 

tracked at least quarterly by the Executive or Board. 
4. Patient stories relating to clinical incidents are discussed at 

least quarterly at Board/Executive meetings. 
5. Senior Executives participate in óPatient Safety Walkaboutsô at 

least monthly.  

Specific Initiatives  
 
A1. Ventilator Care Bundles are used and audited at least monthly, 

including sedative interruption. 
A2. Central Line Care Bundles are used and audited at least monthly, 

including the use of checklists for maximal barrier precautions.  
A3. A documented clinical pathway for Acute MI is used and audited 

at least monthly. 
 
B1. All clinical staff are trained to use a physiological ótrack and 
triggerô system with a graded response strategy and an 
escalation protocol. 

 
C1. Staff audit the level of harm caused by high risk medicines within 

your hospital at least monthly e.g. Global Trigger Tool. 
C2. A process is in place for all patients to prevent harm from 

medication errors between community and hospital using 
ópatientΆheld medication cardsô or electronic communication with 
primary care providers. 

C3. All out-of-range INR results (6 or above) are immediately flagged 
and audited as they occur. 

 
D1. Monthly review processes are in place to reduce the rate of 

surgical site infections through the appropriate use of antibiotics.  
D2. A Safety Checklist is followed for every operation to improve peri 

operative communication and teamwork e.g. the WHO Surgical 
Safety Checklist. 

D3. A pre-operative case conference is conducted for every high 
complexity patient to identify contingency actions if difficulties 
arise.   

D4. DVT Prophylaxis measures are in place and audited for all 
surgical patients. 

 
E1. All elements of a goal-directed ósepsis resuscitation bundleô are 

completed within 6 hours of presentation for ALL patients with 
severe sepsis or septic shock. 

E2. All elements of a ósepsis management bundleô are 
completed within 24 hours of presentation for ALL patients with 
severe sepsis or septic shock 

 
F1. Advanced care directives are completed prior to medical or 

surgical intervention for all óat riskô patients. 
F2. A member of the palliative care team participates in multi 

disciplinary team discussions for all patients with advanced 
disease status prior to invasive procedures. 

4ÈÅ (ÅÁÌÔÈ 2ÏÕÎÄÔÁÂÌÅ Ȭ3ÁÆÅÒ 0ÁÔÉÅÎÔ #ÁÒÅȭ #ÈÅÃËÌÉÓÔ 

7Å ÉÎÔÒÏÄÕÃÅÄ ÔÈÉÓ #ÈÅÃËÌÉÓÔ ÔÏ 
ÐÒÏÖÉÄÅ Á ×ÁÙ ÔÏ ÇÁÕÇÅ 
ÉÍÐÒÏÖÅÍÅÎÔ ÉÎ ÐÁÔÉÅÎÔ ÓÁÆÅÔÙ 
ÐÒÏÃÅÓÓÅÓȢ   
 
#ÌÅÁÒ ÐÒÏÇÒÅÓÓ ÉÓ ÂÅÉÎÇ ÍÁÄÅ ÙÅÁÒ-
ÏÎ-ÙÅÁÒȟ ÐÁÒÔÉÃÕÌÁÒÌÙ ÏÎ ÉÔÅÍÓ 
ÒÅÌÁÔÅÄ ÔÏ  !ÕÓÔÒÁÌÉÁÎ ÎÁÔÉÏÎÁÌ 
ÓÔÁÎÄÁÒÄÓȢ 


