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Foreword

Over the last decade there has been increasing interest in, and focus on the quality of health
care in Australia. This interest arose out of studies that showed very real concerns about the
safety and quality of health care services nationally and internationally. The increasing size
and complexity of the health care system, the tyranny of distance and our diverse population
bring a range of challenges. In response to these challenges and concerns, Queensland Health
is undertaking a large program of activities under the Quality Improvement and Enhancement
Program (QIEP) that concentrates on particular areas of safety and quality of health care in
Queensland. This program is being undertaken in the context of a 20 year development
framework for public sector heaith services in Queensland —Smart State: Health 2020.

Queensland’s health care system ranks amongst the best in the world. It requires a range and
mix of services and a balanced approach to their delivery. This document highlights the need
to look at how we provide and plan for those services system-wide.

Queensland Health is committed to a process of continuously monitoring and improving its
performance. An essential part of improving services is to develop a way of measuring
quality and safety and applying this method across the system.

As no one indicator can adequately represent overall quality of health care services,
Queensland Health has recently developed a measurement method which encompasses
assessing performance across a number of areas essential to the overall quality and safety of
care. In the first phase of this program a set of measures has been developed for hospital
inpatient services. The method allows comparisons to be made between hospitals and over
time to provide relevant and meaningful information about services. The next steps include
local analysis and improvements where necessary, monitoring and feedback, and a sharing of
‘lessons learnt’ with others. The two phases of the program provide an ongoing process to
improve the quality and safety of the State’s public hospital system and engage clinicians and
managers in the improvement process.

This document is a summary of Phase One and has been prepared for both the Queensland
community and our valued health service providers. Improvements made locally contribute
to an integrated system-wide approach to continuous quality improverment.

Taking this system-wide approach to quality improvement, it identifies key target areas for
improvement and provides examples of Queensland Health programs working to get results in
these key areas.

I encourage you to read this report and use the information to participate in the ongoing public
debate over the quality of health services and the decisions required to improve them.

(Dr) R L Stable
Director-General
June 2003
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Executive Summary

Executive summary

This report provides the community with a
snapshot of the performance of its public
hospitals statewide and the activities
Queensland Health is undertaking to
address any issues identified. It is the first
time any Australian state has released a
public report, which measures the quality
of its hospital services across a range of
indicators and sets target areas for
continuous quality improvement.

Queensland’s health system ranks amongst
the world’s best and provides universal
access to hospital services. On the whole,
this report indicates that Queensland’s
health system is effective and efficient.
However, it flags some changes required to
meei the demands and challenges of the
future.

Queensland Health provides its hospital
services through a networked statewide
system. Information about the
performance of individual hospital services
is presented within the overall context of
the State’s public hospital system. This is
because, while specific measurements are
applied to improve the quality of public
hospital services these indicators should be
considered within a system-wide setting.

The Queensland Health network consists
of 38 Health Service Districts, which
include about 200 hospitals and outpatient
facilities, 70 commmunity health centres and
21 state government residential facilities.

The range of services provided includes
hospital inpatient, outpatient, emergency,
community, mental health, aged care,
public health, and health promotion
programs.

This network responds to the demands of
Queensland’s vast geographical area to
provide a fair and equitable balance of
services close to where patients live and

Queensland hospitals in the twenty-first century: leading the way

networked with highly specialised services.
Networking mechanisms include
appropriate triage, inter-hospital transfers
based on patterns of referral as well as
effective service and workforce planning.

While the Queensland Health network
enables patients to be treated by the most
appropriate and closest service, a system-
wide perspective recognises that it is
neither possible nor appropriate to provide
every service at every facility.

Rather the system aims to ensure that
whenever a patient presents at any facility
within the network they are assessed at that
facility and treated and/or referred and
transferred to more specialised levels of
service depending on the complexity of
their treatment needs.

The first step to systematically making
improvements to this statewide hospital
gystem is to provide relevant and
meaningful information about its services.
The next step includes local analysis and
improvements where necessary,
monitoring and feedback, and a sharing of
‘lessons learnt’ with others.

Some of the system-wide changes
identified in this report include the need to
improve preventative measures to avoid
unnecessary hospitalisations, implement
new and innovative service-delivery
models to meet the needs of rural and
remote populations, and achieve a balance
between the provision of primary health
care services and hospital-based care.

The Queensland Government is pursuing
these changes through the strategic
directions established under Smart State:
Heath 2020, and through negotiations with
the Commonwealth to secure funding
under the Australian Health Care
Agreement (ACHA).
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Executive Summary

The focus of this report, representing step
one of the measurement process is on
hospital inpatient services, which is the
largest single component of Queensland
Health activity.

The sixty hospitals included in this report
represent 94 percent of public hospital
activity and 86 percent of the available
inpatient beds.

As these hospitals offer a wide range of

services, they have been classified into

four different ‘peer groups’. Each peer

group includes hospitals that are of similar

size, provide similar types and volumes of

services and are in similar areas. The

groups are:

-  principal referral and specialised
hospitals

- large hospitals

- medium hospitals

- small hospitals.

The principal referral and specialised and
large hospital peer groups performed 89
percent of the activity of the hospitals in
the study.

Four different aspects or quadrants of
health care delivery have been measured
and reported. Where possible, the data has
been analysed (risk adjusted) to account
for potentially confounding factors such as
different levels of patient risk.

Summary of findings for each
quadrant

Overall, Queensland public hospital
indicator rates were as good as or better
than the rates for public hospitals
throughout the rest of Australia where
comparisons were possible. Where there
are variations to this trend, the findings
identify key directions for systematic
statewide improvements. These include
where services are located geographically,
how they are networked and the
development of referral and treatment
guidelines.

Queensiand hospitals in the twenty-first century: leading the way

Clinical utilisation and outcomes

The indicator results in this quadrant are
presented to show comparisons between
the peer group means and the mean for the
study cohort as a whole (shown as “State”
in the graphs).

A number of factors can impact on patient
outcomes, including timeliness of
presentation to hospital, severity of
condition, diagnosis, treatinent, procedures
performed, and age, sex and other health
problems or co-morbidities (pre or co-
existing conditions).

The term ‘in-hospital mortality’ refers to
the number of patients who died in hospital
following an admission for a relevant
condition or procedure. In-hospital
mortality rates can be affected by all or
many of the factors listed above.

Findings

Generally, Queensland public hospital
clinical indicator rates were as good as or
better than the rates for public hospitals
throughout the rest of Australia.

Areas for improvement are in the rates of
in-hospital mortality for stroke,
hysterectomy for women under 35 years of
age and caesarean section rates.
Investigation of these issues will occur in
work with health service providers at the
district and zonal level.

There was significant variation between
the hospital peer groups for about haif of
the indicators examined. After the data
was risk-adjusted, significant variations
existed between the principal referral and
specialised hospital and the mediam and
smaller hospital peer groups in the areas of
stroke, heart attack, heart failure, maternity
services, hysterectomy, asthma,
pneumonia, colorectal cancer and diabetic
foot.

In particular, in-hospital mortality rates for
heart attack, heart failure and stroke were
all lower in the principal referral and
specialised hospitals.
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Executive Summary

Additionally, long stay rates for maternity
services and patients undergoing
hysterectomy were generally higher for
smaller hospitals, while long stay rates for
asthma, and to a lesser extent for
pneumonia, were lower in medium and
small hospitals.

Finally, complication rates for colorectal
cancer surgery were lower for the large
hospital group, while amputation rates due
to diabetic foot were lower in medium and
smaller hospitals.

There are a number of factors which may
contribute to these results. One factor may
be that more complex conditions are most
effectively referred and treated in
Queensland’s large tertiary and highly
specialised hospitals. However, caution
should be used when interpreting the
results. Indicator results are based on data
for one year only. Data were not available
for trend analysis for this first report.

Indicators also showed statistically
significant differences in outcomes for
patients who were admitted to public
hospitals as either public or private
patients. Variations occurred in the areas
of hysterectomy, hip and knee surgery,
heart failure, caesarean section and
perineal tears.

While private patients had a higher long
stay rate for heart failure, the long stay
rates for hysterectomy, and hip and knee
replacement surgery were all lower.

In addition, complications of surgery rates
were lower for private patients for hip and
knee replacements and hysterectomy.

The hysterectomy rate for women aged
under 35 years was lower for those
admitted as private patients while rates for
caesarean section, induction and severe
perineal tears were all higher for women
admitted as private patients.

These issues will be investigated through
working with the Commonwealth to
leverage a greater return on the
Government’s investment in private health

Queensland hospitals in the twenty-first century: leading the way

insurance and investigating opportunities
for clinical quality improvement.

Patient satisfaction

The results showed most patients (89
percent) were satisfied with their hospifal
stay, with 59 percent being very satisfied.

Four measures that received the highest
commendation from patients were
cleanliness of rooms, attitudes of staff
spoken to before admission, courtesy of
nurses and helpfulness of staff.

Areas requiring improvement included
discharge planning processes, access and
admission processes, the provision of clear
treatment related information and
management of patient complaints.

Efficiency

These results compare peer group medians
to the median for the 60 hospitals included
in this study and where comparisons are
possible, indicator rates for Queensland
public hospitals are as good as or better
than those nationally.

Occupancy rates were higher in the
principal referral and specialised hospital
and large hospital groups, as were energy
costs and cost per weighted separation.
This suggests a more complex patient
cohort overall in these hospital groups.

Catering costs were lower in the principal
referral and specialised hospital group.
This may also suggest efficiencies derived
from economies of scale in larger
hospitals.

Variation between peer groups for
efficiency indicators is predictable and
partly due to different levels of severity of
1llness and therefore, resource
requirements of patient conditions.

System integration and change

These results compare peer group medians
to the median for the 60 hospitals included
in this study. There was variation in the
availability, collection and use of
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Executive Summary

electronic information to support clinical
activities.

In addition, as would be anticipated, the
development and use of clinical pathways
is more extensive in the principal referral
and specialised and large hospital groups.
The smaller hospitals have less
opportunity to develop clinical pathways
becaunse of the smaller numbers of
patients.

Similarly, the extent of external
benchmarking decreased with the
decreasing size of hospitals partly because
there are more opportunities to identify
with similar benchmarking programs in
larger hospitals.

As with efficiency indicators, variations in
indicator results can be partially attributed
to the differences in function and
processes between small and larger
hospitals. However, a number of
programs are underway to improve
processes and integration of care such as
improved use of telehealth, discharge
planning processes, use of electronic
information and the use of clinical
pathways across services.

Queensland hospitals in the twenty-first cenfury: leading the way
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Introduction

Introduction

Queensland Health is a large and complex
organisation that delivers a broad range of
hospital and community-based health
services from many different locations
across the State. Measuring the quality of
these services is a huge and complicated
task.

The Queensland Government’s
commitment to continuous quality
improvement will ensure the ongoing
identification of areas where we can do
better. This document is a testament to the
Govermment’s commitment to improve
services. In fact, Queensland is ‘leading
the way’ as the first health service in
Australia to report to the public on the
quality of services provided statewide.

The purpose of this report

This report will provide a snapshot for the
commumity, health service managers and
government on the performance of its
public hospitals and the activities
Queensland Health is undertaking to
address any issues identified.

It aims to improve the accountability of
health services by:

measuring the quality of services and
reporting this to the public;

informing the community on aspects of
health care thereby assisting and
encouraging public debate and community
participation in decisions regarding
improvements in health care;

improving Queensland Health’s
responsiveness to community needs and
expectations by encouraging participation
and feedback; and

establishing an ongoing process that
reports on performance and supports
continuous improvement.

Queensland hospitais in the twenty-first century: leading the way

The Smart State: Health 2020 Directions
Statement supports enhancements to
accountability. Some of these strategic
directions include:

* developing and refining systems to
measure changes in population health
status and wellbeing as well as health
system performance

» improving the safety and quality of
health care

» engaging the community on local
health issues

* engaging the community on the ‘big’
issues

* improving integration of the health
system

x 3 focus on quality, safety and
continuous improvement in the health
care system.

Safety is an important component of
measuring the quality of services because
all governments and health services aim to
minimise the occurrence of adverse clinical
events. However, as suggested in a recent
statement by the Australian Safety and
Quality Council Chair, Professor Bruce
Barraclough:

“Health care is extremely
complex and will always carry
a degree of risk. Unexpected
things can happen even when
care is being provided at
world’s best standards.

To make health care safer, it
is essential we look at all
systems in place to support
its delivery and to
implement better systems, as
well as to have a strong
Jocus on managing risks that
are identified.”
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Introduction

Scope

This report represents the first stage of a
process of measurement. During this stage
the focus is on the largest single
component of Queensland Health services
— hospital inpatient services. Queensland
Health expects to extend this focus over
the next three years to cover most of its
services, such as outpatient, emergency
and community services.

Although no single measure or indicator
can represent the overall quality of health
care services, Queensland Health believes
there needs to be a systematic,
comprehensive performance assessment of
Queensland’s public health care system.

To address this, Queensland Health has
developed a ‘balanced scorecard’ approach
to measurement, which is currently being
used in a number of other countries. The
scorecard identifies indicators across four
different perspectives or quadrants. It
helps service providers and the public to
assess the performance of the Queensland
Health system and plan improvements.

The four quadrants are:

1. Clinical utilisation and outcomes
This measures the clinical performance of
hospitals for a number of diseases,
conditions and surgical procedures.

2. Patient satisfaction
This measures patients’ perceptions of, and
satisfaction with, their hospital experience.

3. Efficiency
This measures how hospitals manage their
resources.

4. System integration and change
This measures a hospital’s ability to adapt
to its changing health care environment.

The quadrants are described in detail in the
next chapter, ‘The measurement method’.

The process of measuring performance has
identified the need to improve the
measurement capacity itself. Some
measures for possible inclusion are

Queensland hospitats in the twenty-first cenfury: leading the way

currently available while others require a
considerable amount of developmental
work.

This report outlines how Queensland
Health has approached the method of
measurement together with the results of
this measurement. It compares the results
across the groups of hospitals as well as
with national performance data, where
available.

Choice of Data Indicators

The indicators examined have been chosen
primarily becanse most have been
identified as key performance indicators in
national and international literature. The
clinical indicators also represent areas of
significance in terms of burden of disease
and relevance to Queensland Health.

In addition, most indicators have had some
testing of reliability and validity and are
applicable to many or all of the in-scope
hospitals.

A large proportion of the data for the
indicators is available from existing
databases and this reduces the burden of
data collection at a hospital level. Many of
the indicators are capable of being
collected in other Australian states.
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Queensland public hospital services

Queensland public hospital services

The Australian health care system is a
mixture of services provided by both the
public and private sectors. The
Commonwealth Government of Australia
funds the Queensland Government to
provide public hospital services under the
‘Australian Health Care Agreement’
(AHCA).

The population of Queensiand was
3,655,139 in 2001 and is growing faster
than any other State in Australia at 8.5
perccntl.

To serve this increasing population,
Queensland Health delivers its services
through 38 Health Service Districts.

Within these Districts there are
approximately 200 hospitals and outpatient
facilities, 70 community health centres and
21 state government residential facilities.

The range of services provided include:

hospital inpatient services

outpatient services

emergency services

community services

mental health services

aged care services

and public health and health promotion
programs

Queensland public
hospitals network

Queensland Health hospitals offer an
increasingly complex range of services as
described below:

= the smallest, often remote facilities
provide outpatient services with the
ability to assess and transfer patients to
a more complex level of care. They
may provide basic inpatient services
for patients who are not seriously ill.

Queensland hospitals in the twenty-first century: leading the way

» the next group of hospitals provides the
services already described plus some
specialist services.

= the next larger group of hospitals is
capable of undertaking complex
services on high-risk patients as well as
basic patient services with some
specialist care.

= the larger hospitals offer basic services
for their local catchment areas and
more specialised services for complex
cases across a range of specialties for
their region.

= 2 limited number of hospitals provides
services on a state-wide or zonal basis.
These services are required for a
relatively small number of patients,
using specialised facilities and
equipment and involve a high level of
clinical complexity such as surgery for
coronary artery bypass.

These hospitals are distributed across
Queensland. The large, highly specialised
hospitals are located in more densely
populated metropolitan areas.

The figure over the page shows the
distribution of public hospital beds across
metropolitan, rural and remote areas and
compares this with the national
distribution.

There is not an exact geographic fit
between population distribution and the
distribution of hospital services. Hospitals
based in central locations may also serve
patients who live in rural and remote areas.

The higher rate of beds outside
metropolitan areas also balances other
health service differences such as the
shortages of medical practitioners in rural
and remote areas’. Many of the rural and
remote hospitals have a high proportion of
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Queensland public hospital services

nursing home type patients who, in
metropolitan areas, are cared for in nursing
homes or hostels.

of avallable public hospital beds by metropolitan,
rural and remote area

7 - 198198 e | 1900-2000
:

Bads per 1,000 peteons.
= tn o

L I

Wampolizn R Rematn Tozl  Hespolaa  Ruml Remate Total

= Austraila = Queensland

Source: (Stecring Commitice for the Review of

Commonwealth/State Service Provision) 2001, Report oa

Government Services 2001, AusInfo, Canberra
Because of Queensland’s large
geographical area, equitable and fair
service provision requires a balance
between providing services close to where
patients live, and the provision of highly
specialised services. Not every service can
be provided at every facility. Services are
therefore provided through the network of
hospitals described above, where patients
are referred and transferred to more
specialised levels of service as required.
These arrangements vary from specialty to
specialty but enable patients to be treated
by the most appropriate and closest service
required.

moderately accessible
370,000
9%

very remote
53,000
<2%

accessible
490,000

remote

102,000

3%
very accessible
2,500,000
%
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The map shows the population of
Queensland in the year of 1999 rated
according to access to services using
information from the accessibility/
remoteness index of Australia (ARIA).

Hospital services vary depending on the
local and regional population, distance
from the southeast corner and the ability to
attract and retain staff. Other factors
include the availability of support services
such as pharmacy, intensive care and
radiology as well as the specialty skiils of
the medical and nursing staff.

Access to services

Patient travel subsidy scheme: This
scheme provides direct assistance to
patients and in some cases their carers
(escorts) to enable patients {0 access
specialist medical services from which
they are isolated. The scheme subsidises
travel and accommodation costs to eligible
patients and their carers.

Patient retrieval system: Queensland
Health is responsible for the emergency
retrieval and transfer of sick patients from
rural and remote areas of Queensland to
centres equipped to manage their
condition. Most patients are brought to
Brisbane or Townsville using medical
teams drawn from the major hospitals in
those cities. A small but significant
number of patients are also transferred to
Toowoomba, Rockhampton and Caimns.
Other coastal towns such as Bundaberg
and Mackay receive patients when
appropriate.

Using small aeroplanes, helicopters and
road transport, the retrieval service
operates statewide seven days a week. It
works in collaboration with the Royal
Flying Doctor Service, Queensland
Ambulance Service, Queensland
Emergency Services and with various
community helicopter operators. Patients
of all categories and all ages are
transported.
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The service is also supported by the
Queensland Health flying surgeon, flying
paediatrician and flying
obstetrician/gynaecologist. These staff are
based in rural centres across Queensland.

Rebuilding hospitals

A decade-long task of the rebuilding and
re-equipping of these public hospitals as
well as community, primary, and multi-
purpose health services is nearing
compietion.

This statewide building program for
Queensland Health is the largest public
health rebuilding program ever undertaken
in Australia.

Planning activities were undertaken for
each of the major hospitals in Queensland
and the program has managed over 50
large projects and an additional 100
smaller projects. The capital works
program also provides for infrastructure
development and maintenance for mental
health, aged care residential and rural
services, information technology and
equipment replacement.

Queensland hospitals in the twenty-first century: leading the way

Workforce

The workforce of Queensland Health is its
major asset and resource for delivery of
services. Approximately 60,000 staff in
both clinical and support roles are involved
in delivering these services.

ge full ime aq staff, public h 1998-89

StaH par 1,000 persons

Ausiraiz

[ Selaried medical officers i Nurses & Qther Staff|

Source: (Steering Committee for the Review of
Commeonwealth/State Service Provision) 2001, Report on
Govemment Services 2001, AusInfo, Canberra

These 60,000 staff comprise in excess of
40,000 full time equivalent positions
within Queensland Health. The figure
shows a breakdown of staffing into
medical, nursing and other staff. Other
statf includes allied health staff,
administrative and operational staff.
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The measurement method

This report aims to provide the public of
Queensland with a set of indicators which,
though not directly measuring the quality of
health care, draws attention to issues
possibly related to quality and provides
comparisons between hospitals. The focus
is on providing clinicians and the public
with the necessary information to improve
services where required.

rather than anecdotal evidence of the
quality of care provided by public hospitals.
Each quadrant contains a set of indicators
developed through a two-step process of:

identifying those indicators already in
use within Queensland Health and
elsewhere and

e expert review of these existing

The scope of the

indicators for their relevance and

feasibility.

measurement

study

...Indicators should actually

measure what they are intended

Sixty hospitals are included

to (validity); they should provide

in this study. These
hospitals represent 94

the same answer if measured by

different people in similar

percent of the public

circumstances (reliability); they

hospital activity and 86
percent of the available

should be able to measure

beds (hospitals with a

change (sensitivity); and, they

should reflect changes only in the

budget of less than two
million dollars per year in

situation concerned. In reality,

1999 have been excluded

these criteria are difficult to

achieve, and indicators, at best,

from the study).

are indirect or partial measures

These 60 hospitals also

4 of a complex situation’.

cOver most serious
emergency cases and provide extensive day
and outpatient facilities.

Some of the hospitals have specialised units
attached to them such as sub-acute and non-
acute patient units, palliative care, geriatric
evaluation and maintenance,
psychogeriatric and rehabilitation units.
This report examines inpatient data only for
these hospitals.

How hospitals are

measured and compared
The report is based on objective,
quantitative data that are consistent across

the major Queensland public hospitals.
The method of reporting relies on statistical

Queensiand hospltals in the twenty-first century: feading the way

The hospital balanced
scorecard

The hospital balanced scorecard is used as a
framework for reporting this set of
indicators. The scorecard links the
indicators across four quadrants
representing different aspects of health care
measurement.

Clinical utilisation and outcomes
Patient satisfaction

Efficiency

System integration and change

Eall ol il
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Clinical utilisation and
outcomes

describes the clinical performance of
hospitals and refers to such things as
clinical efficiency and quality of care.

Efficiency

| describes how hospitals use their

i resources. It refers to the cost of a
| hospital’s services and its resource
| management.

This balanced scorecard is similar to work
undertaken in Ontario, Canada aimed at
developing a comprehensive set of hospital
performance results. The Ontario Hospital
Association first tested their framework in
the production of a 1998 scorecard report.
This report has been refined and broadened
with work continuing on expanding the
Ontario scorecard beyond inpatient activity
in the 2001 report’.

In Australia, a national health performance
framework has been adapted from the
Canadian Institute for Health Information
framework. It is designed to provide a
structure for appraising how well the health
system is performing. The framework is
expected to support benchmarking for
health system improvement and to provide
information on national health system
performance®.

It consists of three tiers: health status and
outcomes, determinants of health and health
system performance. Health system
performance has been grouped into nine
dimensions described as:

effective

appropriate

efficient

responsive

Queensiand hospitals in the twenty-first century: leading the way

Patient satisfaction

examines patients’ perceptions of their
hospital experience including their

! perceptions of overall quality of care

| and the outcomes of their care.

System integration and
change

describes a hospital’s ability to adapt to
the changing health care environment.
It examines how clinical information
technologies, work processes and
hospital-community relationships
function within the hospital system.

accessible
safe
continuous
capable
sustainable.

Each of the indicators developed for the
balanced scorecard provides information
across one or more of these dimensions.

Data adjustment

Where possible, the data have been
analysed to account for potentially
confounding factors such as different levels
of patient risk in the population (risk-
adjustment). The goal of these adjustments
has been to provide the most meaningful
benchmarking data possible. However,
some variations remain across the State in
patient risk factors, in care before
admission and in documentation and coding
practices. These cannot be accounted for at
this time.

Caution should therefore be used when
interpreting the results. Indicator results are
based on data for one year only. Data were
not available for trend analysis as thisis a
first report.
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Peer groups

In the benchmarking process, the way in
which hospitals are grouped is important so
as to ensure we are comparing ‘apples with
apples’. A number of factors affect the
outcomes of services provided by hospitals.
There is a link between the number of
procedures conducted by clinicians, their
skill in performing these procedures and
resulting outcomes for patients. Similarly,
the size of a hospital and its location will
affect the types of services that are provided
by that hospital, the range of clinicians
required and the degree of their

By grouping hospitals that are of similar
size, provide similar types and volumes of
services and are in similar areas, the
influence of these factors on patient
outcomes is reduced. This allows for the
services provided across the hospitals in a
group to be compared in terms of quality
and outcomes in the fairest possible
manner.

Peer groupings for hospitals are provided in
the following table and are represented on
the following maps.

specialisation.

Principal referral and
specialised hospitals
represent 56 percent of the
total public hospital activity
and 49 percent of the
available beds. They include:

Large hospitals represent 28
percent of the total public
hospital activity and 22
percent of the available beds.
They include:

Medium hospitals represent
5 percent of the total public
hospital activity and 6 percent
of the available beds. They
include:

Small hospitals represent 5
percent of the total public
hospital activity and 9 percent
of the available beds. They
include:

Royal Brisbane Hospital/Royal Women’s  Princess Alexandra Hospital
Hospital Nambour Hospital
Royal Children’s Hospital Gold Coast Hospital
Mater Public Children’s Hospital Caims Base Hospital
Mater Public Mothers® Hospital Toowoomba Hospital
Mater Public Adult Hospital The Townsville Hospital
The Prince Charles Hospital
Bundaberg Hospital Mackay Base Hospital
Caboolture Hospital Mt Isa Hospital
Gladstone Hospital Logan Hospital
Hervey Bay Hospital Queen Elizabeth II Jubilee
Maryborough Hospital Hospital
Rockhampton Hospital Redland Hospital
Redciiffe Hospital Ipswich Hospital
Caloundra Hospital Innisfail Hospital
Gympie Hospital Proserpine Hospital
Kingaroy Hospital Beaudesert Hospital
Atherion Hospital Dalby Hospital
Ingham Hospital Warwick Hospital
Ayr Hospital Lengreach Hospital
Barcaldine Hospital Mareeba District Hospital
Biloela Hospital Miles Hospital
Bowen Hospital Mossman Hospital
Charleviile Hospital Roma Hospital
Charters Towers Hospital 5t George Hospital
Cherbourg Hospital Stanthorpe Hospital
Chinchilia Hospital Thursday Island Hospital
Cunnamuila Hospital Tully Hospital
Emerald Hospital Weipa Hospital
Goondiwindi Hospital Wynnum Hospital
Joyce Palmer Health Service (Palm Island)  Yeppoon Hospital
Island Medical Service
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Clinical utilisation and outcomes

Indicators that represent the quality of
health care have been developed within a
number of clinical areas. These are
representative of a large part of hospital
activity and include:

1. Cardiovascular disease
¢ acute myocardial infarction (heart
attack)
e heart failure
s stroke

2. Women’s health
e hysterectomy
¢ malernity (vaginal and caesarean
deliveries)

3. Orthopaedic surgery
e knee replacement
e hip replacement
» fractured neck of femur

4. Respiratory conditions
e pneumonia
e asthma

5. General surgery
e colorectal carcinoma
s diabetic foot

Clinical indicators in these areas were
chosen in discussions with Queensland
Health clinicians. Common indicators
used across most conditions are described
below.

Queensland hospitals in the twenty-first cenfury: leading the way

The development and refinement of these
indicators will continue over the next few
years when it will be possible to identify
trends in outcomes. Comparisons can then
be made across hospital groups to assist the
process of improving care as hospitals
benefit from the experiences of one
another.

Some factors to be aware of in the
interpretation of the resuits include:

+ findings are based on a single year of
data, 1999-2000. These findings may
therefore be found to be inconclusive
due to variations over time. Analysis
over a number of years will improve
confidence in interpreting the results.
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e it is not certain to what extent the risk- s some variation may occur as a result of
adjustment corrects for differences in data collection practices in hospitals as
the patient populations. opposed to actual clinical differences.

e in general, more complex cases are e data for all indicators excludes same
treated in the principal referral and day patients.

specialised group of hospitals.

Summary of indicator results

The variations listed below have been identified in the context of a statewide public health system. The
variations in patient outcomes identified between hospital groups and between private and public hospitals
will be the focus of ongoing improvement activities with the clinical workforce at the facility, district, zonal
and statewide level. This work aims to both identify contributing factors and reduce variation. This
benchmarking and quality improvement process has occurred within the context of a Queensland wide health
system which provides networked services of varying size and complexity. Therefore, quality improvement
activities will occur within a systems context through initiatives such as the Integrating Services and
Priorities Program, as well as the further development and use of clinical pathways, integrated risk
management , the revision of infection control guidelines, telehealth, discharge planning workshops,
facilitating continuity of care, service integration and other important initiatives detailed in pages 37,38, and
49 to 56.

Comparisons with national figures are based on data provided to Queensland Health by the Australian
Institute of Health and Welfare (ATHW). Generally, Queensland public hospital indicator rates were as good
as or better than the rates for public hospitals throughout the rest of Australia, with the exceptions of in-
hospital mortality for stroke, hysterectomy for women under 35 years of age and caesarean section rate.

Findings
There was significant variation between the hospital peer groups for about half of the indicators that were
examined, after the data had been risk-adjusted. Some of the key findings include:
¢  in-hospital mortality rates for heart attack, heart failure and stroke were all lower in the principal
referral and specialised hospitals;
¢ long stay rates for maternity services and patients undergoing hysterectomy were generally higher
for smaller hospitals;
» long stay rates for asthma, and fo a lesser extent for pneumonia, were lower in medium and small
hospitals; and,
e complication rates for colorectal cancer surgery were lower for the large peer group of hospitals,
while amputation rates due to diabetic foot were lower in smaller hospitals.

Indicators that showed statistically significant differences in outcomes for patients who were admitted to
public hospitals as public or private patients included:
* long stay rates for hysterectomy, and hip and knee replacement surgery, which were all lower for
private patients, while private patients had a higher long stay rate for heart failure;
+ complications of surgery rates were lower for private patients for hip and knee replacements and
hysterectomy;
e the hysterectomy rate for women aged under 35 years was lower for those admitted as private
patients; and,
e rates for caesarean section, induction and severe perineal tears were afl higher for women admitted
as private patients.

The indicator results are presented to show comparisons between the peer group means and the mean for the
study cohort as a whole {shown as ‘State’ in the graphs). The figures show the pbserved resulis for each
indicator. Risk-adjusted results are then documented in the text together with comparisons of outcomes for
patients admitted as public or private. Comparisons with national data are also reported, where these data
were available.
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Cardiovascular disease

Cardiovascular disease (circulatory
disease) comprises diseases of the heart
and blood vessels. A leading cause is
atherosclerosis that partially or totally
blocks the arteries with fatty deposits.
Atherosclerosis affects various parts of the
circulation.

Coronary heart disease occurs when
atherosclerosis is present in the coronary
arteries that supply blood to the heart itself.
This can present as angina pectoris (chest
pain), acute myocardial infarction (heart
attack) and/or heart failure.

Atherosclerosis of the arteries supplying
blood to the brain can cause strokes.

Atherosclerosis of the peripheral blood
vessels such as those supplying blood to
the legs can lead to leg ulcers, gangrene
and amputation. This condition is made
worse when diabetes is present.

Cardiovascular disease continues to be the
leading cause of death and disability in
Australia even though there have been
major advances in its prevention and
treatment.

Acute myocardial infarction
(AMI)

Acute myocardial infarction (AMI) or
‘heart attack’ is defined as the rapid onset
of severe symptoms associated with
necrosis or death of the myocardium (heart
muscle), resulting from a lack of blood
supply. The severity of the ‘attack’
depends largely on the size and location of
the tissue damage.

+ AMI - in-hospital mortality rate

This indicator measures the rate of patients
who have died in hospital within 30 days
of an admission for AMI.

Queensland’s in-hospital mortality rate for
AMI is approximately 15.7 percent better

Queensland hospitals in the twenty-first century: leading the way

than the national average (Australia
excluding Queensland).

Maan AMI in-hospltal Mortallty Rate
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The large (13.3 per 100 separations),
medium (18.3 per 100 separations) and
small (15.2 per 100 separations) hospital
peer groups were all found to have higher
observed mortality rates compared to
principal referral and spectalised hospitals
(11.2 per 100 separations).

After risk-adjusting the data the findings

were as follows:

o the differentials between the hospital
peer groups were even greater than for
the observed rates. For example, the
likelihood of in-hospital mortality for
medium hospitals was almost three
times as high and for small hospitals
more than two and a half times as high,
compared to principal referral and
specialised hospitals.

» whether a patient was admitted to the
public hospital as a public or a private
patient had no statistically significant
impact on their outcome for in-hospital
mortality.

Queensland Health’s investment in
specialist physician and cardiology
services 18 being complemented by parallel
investments in telehealth facilities. Use of
these facilities will improve access to
specialist services for those doctors and
community members in regional, rural and
remote areas.

For those patients who have had an AMI,
thrombolysis or primary coronary
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angioplasty may be indicated. Either of
these processes decreases the damage to
the heart by improving the blood supply to
the affected area. In the absence of
contraindications, it is recommended that
this process of restoring blood flow be
commenced as soon as possible as the
‘time to lysis’ or ‘time to angioplasty’ can
predict the outcome of care. Thrombolysis
treatment is available throughout
Queensland. However, the outcome for
this treatment is influenced by the time
taken to reach medical help. Queensland’s
vast geographical distances will result in
variations to the time taken to reach
freatment. Angioplasty as a complex
treatment modality is available in three
principal referral and specialised hospitals
within the statewide system and distance
factors also influence ‘time to angioplasty’.

Queensland hospitals in the twenty-first century: leading the way

+ AMI - long stay rate

This indicator measures the rate of patients
who remained in hospital for 12-30 days
(long stay) following an admission for
AML.

Mean AMI Long Stay Rate

Observed rate pae 140 snparations

Comments

Queensland’s average length of stay for
AMI was 2.8 percent better than the
national average (Australia excluding
Queensland).

The rate of long stays was highest for the
peer group of principal referral and
specialised hospitals {(10.8 per 100
separations) and lowest for small hospitals
(5.6 per 100 separations).

After risk-adjusting the data the findings

were as follows:

» despite the apparent differences in the
observed rates, the hospital peer groups
showed no significant differences for
the rate of long stays after risk-
adjustment.

¢ whether a patient was admitted to a
public hospital as a public or a private
patient had no statistically significant
impact on their chance of having a long
stay.

Heart failure

Heart failure is a chronic form of heart
disease resulting from a damaged heart
muscle. The heart is then unable to pump
blood adequately to the rest of the body. It
is mainly caused by the occurrence of AMI
(heart attack), hypertension or damaged
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heart valves and is the third largest cause
of cardiovascular death in Australia. More
women die from heart failure than men.
However, rates for both have been steadily
decreasing over the last 10 years. 90
percent of the deaths from heart failure
occur in the 75 and over age groupT.

¢ Heart failure - in-hospital
mortality rate

This indicator measures the rate of patients
who have died in hospital within 30 days
of an admission for heart failure.

Mean Haart Failure Indsospital Mortallty Rate
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Queensland’s in-hospital mortality for
heart failure was marginally better than the
national average (Australia excluding
Queensland).

The observed in-hospital mortality rates
were quite similar for each of the hospital
peer groups, ranging from 6.7 per 100
separations for medium hospitals to 7.7 per
100 separations for large hospitals.

After risk-adjusting the data, the findings

were as follows:

e the large and small hospital peer
groups were both found to have a
significantly higher likelihood of in-
hospital mortality compared with
principal referral and specialised
hospitals (32 percent and 74 percent
higher respectively).

¢ whether a patient was admitted to a
public hospital as a public or private
patient had no statistically significant
impact on their outcome for mortality.

Queensland hospitals in the twenty-first century; leading the way

Chronic heart failure is associated with
high morbidity rates and annual mortality
rates of greater than 30% in patients with
severe symptomsg. In these severe cases of
heart failure, admission to an intensive care
unit with continuous positive airways
pressure ventilation or intubation may be
necessary. This technology is available in
the larger and more specialised facilities
only, because of the specialists and
infrastructure needed to run such services.
The restricted access to investigatory
services (such as cardiac ultrasound to
assess heart function), specialist
consultation and allied health professionals
(such as clinical pharmacists) in more
remote locales may be another factor
accounting for comparatively higher
mortality rates noted in smaller hospitals.

Queensland Health’s investment in
specialist physician and cardiology
services is being complemented by parallel
investments in telehealth facilities. Use of
these facilities will improve access to
specialist consultancy services for those
doctors and community members in
regional, rural and remote areas.

+ Heart failure - long stay rate

This indicator measures the rate of patients
who remained in hospital for 14-30 days
(long stay) following an admission for
heart failure.

Maan Heart Fallura Long Stay Rala
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Queensland’s average length of stay for
heart failure was 8.6 percent better than the
national average (Australia excluding
Queensland).

page-21-



Clinical utilisation and outcomes

Small and large peer group hospitals had
the lowest long stay rates (8.5 and 8.7 per
100 separations respectively), while
medium hospitals had an observed long
stay rate of 12.3 per 100 separations.

After risk-adjusting the data, the findings

were as follows:

e no significant differences were found
in the likelihood of long stays across
any of the hospital peer groups.

» patients admitted as private patients to
a public hospital were 43 percent more
likely to have a long stay than patients
who were admitted as public patients.

Stroke

A stroke can occur when blood supply to
the brain is suddenly blocked or there is
bleeding into the brain. Damage to the
brain subsequently occurs and this may
affect the ability to move various body
parts and/or the ability to communicate.

¢ Stroke - in-hospital mortality rate

This indicator measures the rate of patients
who have died in hospital after an
admission for stroke.

Mean Stroke in-hospital Martallty Rate

State Frincipal Refarrat Large Medium Serell
and Speclalsed

Paar Group

Percentage of total separations

Comments

Queensland’s in-hospital mortality for
stroke was higher than the national average
(Australia excluding Queensland).
However, Queensland patients admitted for
stroke are less likely to be discharged to a
nursing home as there are proportionally
fewer Commonwealth-funded nursing
homes places available for the Queensland

Queensiand hospitals in the twenty-first century: ieading the way

population, than the rest of Australia.
Queensland therefore has a higher rate of
in-hospital mortality. The nursing home
discharge rate plus the mortality rate is
similar for Queensland and the rest of
Australia.

The large (26.3 per 100 separations),
medium (31.9 per 100 separations) and
small (31.4 per 100 separations) hospital
peer groups were all found to have higher
observed mortality rates compared to
principal referral and specialised hospitals
(22.1 per 100 separations).

After risk-adjusting the data, the findings

were as _follows:

¢ the differentials in the likelihood of in-
hospital mortality for each of the peer
groups increased in comparison to
principal referral and specialised
hospitals. Separations at large
hospitals were 32 percent more likely
to result from death, while in-hospital
mortality was 62 percent more likely
for medium hospitals and 49 percent
more likely for the small peer group
hospitals.

» whether a patient was admitted to a
public hospital as a public or private
patient had no statistically significant
impact on their outcome for in-hospital
mortality.

Stroke is not a homogeneous condition.
There are clear pathological sub-types with
over 100 potential underlying causes. To
assist in the diagnosis of type and therefore
the appropriate treatment, there is clinical
consensus that most patients with acute
stroke should undergo Computerised Axial
Tomography (CT) brain scanning as soon
as possible (preferably within 48 hours).
This facility is not available in smaller,
rural and remote hospitals because of the
specialists and infrastructure needed for
this service. The absence of dedicated
acute stroke units in many non-tertiary
hospitals may further explain the
comparatively higher rates of stroke death
noted in these sites.
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However, outreach programs based at the
existing dedicated stroke units are being
established to assist physicians in regional,
rural and remote areas in the management
of their patients (see improvement
activities — this page).

¢ Stroke - long stay rate

This indicator measures the rate of patients
who remained in hospital for 66 days or
longer (long stay) following an admission
for stroke.
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Queensland’s average length of stay for
stroke was 10.5 percent better than the
national average (Australia excluding
Queensland).

The observed rates of long stays varied
from 7.0 per 100 separations for the large
hospitals peer group up to 11.6 per 100
separations for principal referral and
specialised hospitals and 11.7 per 100
separations for medium hospitals.

After risk-adjusting the data, the findings

were as follows:

e separations from large hospitals were
found to be 40 percent less likely to
result in a long stay than were
separations from principal referral and
specialised hospitals. However, there
was no significant difference for
medium or small hospitals in
comparison to principal referral and
specialised hospitals.

e whether a patient was admitted to a
public hospital as a public or private

Queenstand hospitals in the twenty-first century: leading the way

patient had no statistically significant
impact on the probability of a long stay
occurring for stroke.

Women’s health

Hysterectomy

Hysterectomy is one of the most common
surgical procedures performed on women
apart from those related to pregnancy, such
as caesarean section. It involves the
removal of the uterus through an incision
in the abdomen, or through the vagina.

It is one form of treatment for common
gynaecological conditions such as fibroids
and uterine prolapse. It can be associated
with a number of complications such as
excessive bleeding, infection or injury to
other organs and it is recommended that it
only be performed once conservative
treatments have failed.
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¢+ Hysterectomy - under 35 years of
age rate

This indicator measures the rate of patients
aged less than 35 years being admitted for
a hysterectomy procedure.

Maan Rats of Hysterwclomy parfarmed on Women less than 15 years of age
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Queensland’s rate of hysterectomy
performed on women less than 35 years
was 6.5 percent higher than the national
average (Australia excluding Queensland).

The observed rates of hysterectomy
performed on women aged less than 35
years varied from 4.3 per 100 separations
for the small hospitals peer group up to
12.2 per 100 separations for large
hospitals.

After risk-adfjusting the data, the findings

were as follows:

= small hospitals were found to have a
likelihood of hysterectomy for women
below the age of 35 years that was
approximately one third of that
recorded by principal referral and
specialised hospitals. However, the
difference was of only marginal
statistical significance. The risk-
adjusted results for medium and large
hospitals did not differ significantly
from the principal referral and
specialised group of hospitals.

s patients admitted as private patients to
public hospitals were 30 percent less
likely to be under 35 years old when
they had a procedure for hysterectomy.

Queensland hospitals in the twenty-first century: leading the way

Identification of this variation will enable
specific clinical and quality improvement
activities to be progressed across the
Queensland health system.

+ Hysterectomy - complications of
surgery rate

This indicator identifies the rate of possible
complications resulting from treatment in
hospital for hysterectomy.

Mean Hyslsrectomy Complications of Surgery Rate
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Comments

Queensland’s complications of surgery rate
for hysterectomy was seven percent better
than the national average (Australia
excluding Queensland).

Medium hospitals had the lowest observed
rate of complications (7.0 per 100
separations) while small hospitals (14.5 per
100 separations) had the highest rate.

Afier risk-adjusting the data, the findings

were as follows:

e separations from medium hospitals
were only half as likely to have
complications of surgery due to
hysterectomy as were those from
principal referral and specialised
hospitals. The risk-adjusted chance of
complications of surgery at large and
small hospitals did not differ
significantly from the result for the
principal referral and specialised
hospitals group.

e compared to public patients, patients
admitted as private patients to public
hospitals were 56 percent less likely to
have a complication of surgery due to
hysterectony.
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¢ Hysterectomy - long stay rate

This indicator measures the rate of patients
who remained in hospital for 6-30 days
(long stay) for an admission for a
hysterectomy.
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Comments

Queensland’s average length of stay for
hysierectomy was 13 percent better than
the national average (Australia excluding
Queensland).

There were large variations in the observed
rate of long stays for hysterectomy across
the various hospital peer groups. Medium
hospitals had the lowest rate of long stays
at 3.0 per 100 separations, while in contrast
the long stay rate at small hospitals was
23.1 per 100 separations.

After risk-adjusting the data, the findings

were as follows:

» both large and medium hospitals were
found to have a significantly lower
fikelihood of a long stay compared
with principal referral and specialised
hospitals (40 percent and 86 percent
lower respectively). In contrast, the
likelihood of a long stay for patients at
small hospitals was 74 percent higher
when compared to principal referral
and specialised hospitals.

e patients admitted as private patients to
a public hospital were just over half (53
percent) as likely to have a long stay as
were public patients.

Queensland hospitals in the twenty-first cantury: leading the way

Maternity services

Maternity services specifically relating to
pregnancy, childbirth and the puerperium
accounted for the third highest number of
separations in public hospitals in Australia
in 1999-2000 and accounted for 9 percent
of total hospital separationsg.

+ Maternal post-natal - long stay
rate (vaginal birth)

This indicator measures the number of
women giving birth vaginally who
remained in hospital for between 5 and 30
days.
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Comments

Queensland’s average length of stay of
vaginal birth without complicating factors
was 20 percent better than the national
average.

There was an apparent correlation between
the size (and perhaps location) of the
hospital and the observed rate of long
stays. Principal referral and specialised
hospitals had the lowest rate of long stays
(7.6 per 100 separations), while the highest
rate was recorded by the small peer group
hospitals (14.0 per 100 separations).

After risk-adjusting the data, the findings

were as follows:

*» large, medium and small hospitals were
all found to have a significantly higher
likelihood of maternal post-natal long
stay for vaginal births compared to
principal referral and specialised
hospitals (20 percent, 71 percent and
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170 percent (or more than 2.5 times
higher respectively).

+ Maternal post-natal - long stay
rate (caesarean section)

This indicates the number of women who
remained in hospital for between 7 and 30
days following a caesarean section.
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Comments

Queensland’s average length of stay for
caesarean birth without complicating
factors was 21.8 percent better than the
national average.

The results follow a similar pattern to those
found for vaginal births, except that the
large peer group hospitals have the lowest
observed rate of maternal post-natal long
stays (5.7 per 100 separations). Once
again, the long stay rate observed for small
hospitals is much higher, at 16.2 per 100
separations.

After risk-adjusting the data, the findings
were as follows:

+ medium and small hospitals were both
found to have a significantly higher
probability of a maternal post-natal
long stay for caesarean sections
compared to principal referral and
specialised hospitals. The likelihood
for medium hospitals was nearly two
and a half times as high, while for
small hospitals the chances of a long
stay were over five times higher.
However, there was no significant
difference in the likelihood of a post-
natal long stay between principal

Queensland hospitals in the twenty-first century: Jeading the way

referral and specialised hospitals and
the large hospitals peer group.

Standard primiparae

A standard primipara is defined in this
study as a woman having her first baby
who is aged between 20 and 34 years,
having no medical complications and
having a single baby that presents head
first in labour and is delivered between 37
to 41 weeks gestation. These women are
considered to be low risk and intervention
rates in the form of caesarean section and
inductions should therefore be low in this
populationm. High rates indicate a need
for investigation.

Caesarean section

The rate of caesarean section varies
considerably -
among countries
from about 5
percent to over
25 percent of all
births. The
optimal rate is
not known, but from national data
available, little improvement in outcome
appears to occur when rates rise above a
rate of about 7 percent''. Caesarean
section is an operation and as such, is
accompanied by varying degrees of risk.
Haemorrhage, infection and mortality are
more common in women who have a
caesarean section than among women who
deliver vaginally. Although the overall
caesarean section rate cannot determine
inappropriate use, examining the variation
in rates across hospitals and regions may
identify areas where caesarean rates can be
reduced'?.

¢+ Standard primiparae - caesarean
section rate

This measures the number of women
having their first baby who underwent a
caesarean section.
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Maan Standard Primlparas Cassarein Section Rate
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Queensland’s caesarean section rate for all
births was 6.8 percent higher than the
national average.

The observed rates of caesarean sections
were reasonably similar, varying from 10.7
per 100 separations for the small peer
group hospitals up to 13.1 per 100
separations for the principal referral and
specialised hospital group.

After risk-adjusting the data, the findings

were as follows:

+ there was no significant difference in
the likelihood of a caesarean section
occurring for any of the hospital peer
groups.

e patients admitted as private patients to
public hospitals were over two and a
half times more likely to have a
caesarean section when compared to
public patients.

Identification of this variation will lead to
further work, including a focus on
integrated care and primary health care to
improve patient outcomes in line with the
national average.

Induction of labour

Induction before the cervix is ready for
labour may lead to a ‘cascade’ of
interventions with high rates of induction
failure, protracted and exhausting labours,
a high caesarean rate and other
complications'*,

Queensland hospitals in the twenty-first century: leading the way

+ Standard primiparae - induction
rate

This measures the number of women
having their first baby who underwent an
induction of labour.
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Comments

Queensland’s induction rate for all births
was 3.8 percent better than the national
average.

There was no obvious pattern in the spread
of the observed rates of induction of labour
across the hospital peer groups. Medium
hospitals had the lowest rate of inductions
(10.8 per 100 separations) while large
hospitals collectively had the highest rate
of inductions (14.4 per 100 separations).

After visk-adjusting the data, the findings

were as follows:

e there was no significant variation in the
probability of induced births occurring
for standard primiparae for any of the
hospital peer groups.

* women admitted as private patients to
public hospitals were more than two
and a quarter times as likely to have an
induction of labour as were women
under public care.

+ Standard primiparae - 3 or 4"
degree perineal tears

This indicates the number of women
having their first baby who sustained a
third or fourth degree perineal tear during a
vaginal birth.

page - 27 -



Clinical utilisation and cutcomes

These are tears of the perineum extending
to the anal sphincter often as a result of an
episiotomy. There is no evidence to
support claims that liberal use of
episiotomy reduces the risk of severe
perineal trawma, improves perineal healing,
prevents foetal trauma or reduces the risk

of urinary stress incontinence after
v
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Comments

The Queensland rate for perineal tears was
marginally better than the national rate.
Further clinical and quality improvement
activities will be undertaken in this area.

The observed rates of third or fourth
degree perineal tears showed only minor
variation across the hospital peer groups,
ranging from 2.8 per 100 separations for
the large hospitals to 4.0 per 100
separations for the small hospital group.

After risk-adiusting the data, the findings

were as follows:

e there was no significant difference in
the likelihood of a third or fourth
degree perineal tear occurring between
any of the hospital peer groups.

s women under private care in public
hospitals were two and a quarter times
more likely to have a third or fourth
degree perineal tear than women who
were public patients.

Queensland hospitals in the twenty-first century: leading the way

Orthopaedic conditions

Knee replacement

Knee replacement procedures are
performed in an attempt to alleviate the
pain and decreased mobility associated
with disease of the knee joint. The
majority of people receiving this type of
intervention are middle-aged to elderly
people with chronic arthritic conditions
that can no longer be managed by other
treatments. The increase in the ageing
population is having a large effect on the
rate of knee replacement procedures being
required and undertaken.

¢ Knee replacement -
complications of surgery rate

This measures the number of patients
admitted for a knee replacement where a
complication of the surgery resulted.

Maan Knae Raplacemant Complicaions of Surgery Rate

g = B R
E§ & & &

Dbsnrvad rate par 100 saparations
g
B

r
Stale Princiul Referrel Large Madium Small
and Specillsed

Peer Group Fercaniage of tolal separations

Comments

Queensland’s complications of surgery rate
for knee replacement was around 15
percent better than the national average
(Australia excluding Queensland).

The observed rates of complications
following surgery for knee replacement
were 22.3 per 100 separations for principal
referral and specialised hospitals and 18.7
per 100 separations for large peer group
hospitals. This procedure was not
conducted in the medium and small peer
group hospitals.

After risk-adjusting the data, the findings
were as follows:
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e there was no significant difference
found in the likelihood of
complications of surgery between the
peer groups of large hospitals and
principal referral and specialised
hospitals.

e patients admitted as private patients to
public hospitals were less than half as
likely to have a complication of
surgery than were public patients.

+ Kbnee replacement - long stay
rate

This measures the rate of patients who
remained in hospital for at least 14 days
(long stay) following an admission for
knee replacement surgery.
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Comments

Queensland’s average length of stay for
knee replacement was 8.2 percent better
than the national average (Australia
excluding Queensland).

There was only a marginal difference in
the observed rates of long stays for
principal referral and specialised hospitals
{10.8 per 100 separations) and large
hospitals {10.5 per 100 separations). This
procedure was not conducied in the
medium and small peer group hospitals.

After risk-adjusting the data, the findings

were as follows:

e there was very little difference in the
likelihood of a long stay occurring at
either principal referral and specialised
hospitals or large hospitals.

Queenstand hospitals in the twenty-first century: leading the way

+ patients admitted as private patients to
public hospitals were 41 percent less
likely to have a long stay when
compared to public patients.

Hip replacement

These procedures are primarily performed
to relieve pain, stiffness and deformity
caused by disease of the hip joint such as
osteoarthritis. Disease of the hip joint is
age-related and as people are living longer
the incidence is increasing. Hip
replacement procedures are very cost-
effective but outcomes have been seen to
vary, particularly in relation to technical
success, patient satisfaction and morbidity.

+ Hip replacement - complications
of surgery rate

_This measures the number of patients

admifted for a hip replacement where a
complication of the surgery resulted.
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Queensland’s complications of surgery rate
for hip replacement was almost 10 percent
better than the national average (Australia
excluding Queensland).

There was very little difference in the
observed rates of complications of surgery
for principal referral and specialised
hospitals (28.0 per 100 separations) and
large hospitals (28.1 per 100 separations).
This procedure was not conducted in the
medium and small peer group hospitals.

After risk-adjusting the data, the findings
were as follows:
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o there was still very little variation in
the likelihood of complications of
surgery between large hospitals and
principal referral and specialised
hospitals.

e patients who were admitted as private
patients in public hospitals were 45
percent less likely to have
complications of surgery than those
who were admitted as public patients.

+ Hip replacement - long stay rate

This indicator measures the rate of patients
who remained in hospital for 15 days or
longer (long stay) following an admission
for hip replacement surgery.
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Queensland’s average length of stay for
hip replacement was 9.5 percent better than
the national average (Australia excluding
Queensland).

Principal referral and specialised hospitals
had a slightly higher observed rate of long
stays for hip replacement surgery in
comparison to the peer group of large
hospitals (11.7 and 10.7 per 100
separations respectively). The medium
and small hospitals do not perform this
procedure.

After risk-adjusting the data, the findings

were as follows:

o there was no statistically significant
difference in the chances of a long stay
occurring for either large hospitals or
principal referral and specialised
hospitals.

Queenstand hospitais in the twenty-first century: leading the way

e patients who were admitted as private
patients in public hospitals were 47
percent less likely to have a long stay
than those who were admitted as public
patients.

Fractured neck of femur

Fractured neck of femur is a condition that
commonly affects the elderly population,
and requires hospital admission. As the
age of our population is increasing so will
the number of admissions for fractured
neck of femur. This condition is more
common in women, with rates of
approximately four women out of every
100 women over the age of 85",

¢ Fractured neck of femur - in-
hospital mortality rate

This indicator measures the rate of patients
who have died in hospital following an
admission for fractured neck of femur.
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Comments

Queensland’s in-hospital mortality for
fractured neck of femur was marginally
better than the national average (Australia
excluding Queensland).

Separations from large hospitals were
slightly more likely to result in in-hospital
mortality compared to principal referral
and specialised hospitals (7.6 and 6.8 per
100 separations respectively). This
procedure was not conducted in the
medium and small peer group hospitals.

After risk-adjusting the data, the findings
were as follows:
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o there was no statistically significant
difference in the chance of in-hospital
mortality occurring for either large
hospitals or principal referral and
specialised hospitals.

e whether a patient was admitted as a
public or private patient to a public
hospital had no statistically significant
impact on in-hospital mortality.

¢ Fractured neck of femur -
complications of surgery rate

This measures the number of patients
admitted for a fractured neck of femur
where a complication of surgery resulted.
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Comments

Queensland’s complications of surgery rate
for fractured neck of femur is 32.9 percent
better than the national average (Australia
excluding Queensland).

The observed rate of complications
following surgery for fractured neck of
femur was somewhat higher for the large
hospitals peer group compared to the
principal referral and specialised hospitals
(15.9 and 12.8 per 100 separations
respectively.) The medium and small
hospitals do not perform this procedure.

After risk-adjusting the data, the findings

were as follows:

s there was no statistically significant
difference in the probability of
complications of surgery for either
large hospitals or principal referral and
specialised hospitals.

Quesnsiand hospitals in the twenty-first century: leading the way

e patients admitted as private patients to
public hospitals were just over a third
as likely as public patients to have
complications of surgery, although the
result is only of borderline statistical
significance.

¢ Fractured neck of femur - long
stay rate

This indicator measures the rate of patients
who remained in hospital for 47 days or
longer (long stay) following an admission
for fractured neck of femur surgery.
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Comments

Queensland’s average length of stay for
fractured neck of femur is equal to the
national average (Australia excluding
Queensland).

The observed rates of long stays following
surgery for fractured neck of femur were
9.0 per 100 separations for principal
referral and specialised hospitals and 13.1
per 100 separations for large peer group
hospitals. This procedure was not
conducted in the medium and small peer
group hospitals.

After visk-adjusting the data, the findings

were as follows:

s large hospitals were found to have a
significantly higher likelihood of a long
stay occurring (almost 50 percent
higher) compared to principal referral
and specialised hospitals.

s whether a patient was admitted as a
public or private patient to a public
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hospital made very little difference to
their chances of having a long stay.

Respiratory conditions

Pneumonia

Pneumonia is a major cause of morbidity
and mortality. It is a potentially
preventable disease and is mainly due to
bacterial infection. For the period 1999-
2000 there were over 44,000 separations
for influenza and pneumonia from
Australian public hospitals. Over 8,000 of
these were in Queensland'®. For the
purpose of this report, community-acquired
pneurnonia as the principal cause for
admission to hospital has been examined.

Queensiand hospitals in the twenty-firs century: leading the way

+ Pneumonia - in-hospital mortality
rate

This indicator measures the rate of patients
who have died in hospital within 30 days
of an admission for pneumonia.
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Comments

Queensland’s in-hospital mortality for
pneumonia is very similar to the national
average (Australia excluding Queensland).

The observed rates of in-hospital mortality
varied from 4.5 per 100 separations for the
medium hospitals peer group up to 8.6 per
100 separations for principal referral and
specialised hospitals.

After risk-adjusting the data, the findings

were as follows:

o although the observed in-hospital
mortality rate was highest for principal
referral and specialised hospitals, the
large, medium and small hospital
groups showed no significant
differences in their likelihood of in-
hospital mortality compared with this
group.

e patients admitted as private patients to
public hospitals had a 46 percent
higher chance of in-hospital mortality
compared to public patients, although
the statistical significance of this result
was only marginal.
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+ Pneumonia - long stay rate

This indicator measures the rate of patients
who remained in hospital between 12 and
30 days (long stay) following an
admission for pneumonia.
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Queensland’s average length of stay for
pneumonia was 7.3 percent better than the
national average (Australia excluding
Queensland).

A similar pattern was found as for in-
hospital mortality due to pneumonia, with
medium hospitals having the lowest
observed rate of long stays (9.5 per 100
separations), while principal referral and
specialised hospitals had the highest rate at
13.8 per 100 separations.

After risk-adjusting the data, the findings

were as follows:

e medium hospitals were found to have a
30 percent lower likelihood of long
stays compared to principal referral and
specialised hospitals. However, neither
the large or small hospital peer groups
differed significantly from the principal
referral and specialised hospitals in
their probability of a long stay
occurring for pneumonia.

» whether a patient was admitted as a
public or private patient to a public
hospital had no statistically significant
impact on their chance of having a long
stay.

Queensland hospitals in the twenty-first century: leading the way

Asthma

Asthma is a chronic disease that can cause
obstruction of the airways in response to
various stimuli. It mainly affects young
people. The symptoms range from mild to
severe but are reversible if managed
appropriately.

Asthma appears in the top ten causes of
disease burden in Australia. The
prevalence of asthma in Australia is almost
four times higher than in other similar
countries'’. The cost of asthma to the
commumity has been estimated to be
around $700m per year'".

+ Asthma - long stay rate

This indicator measures the rate of patients
who remained in hospital between 7 and-
30 days (long stay) following an admission
for asthma.
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Queensland’s average length of stay for
asthma was 13.1 percent better than the
national average (Australia excluding
Queensland).

The observed rates of long stays for asthma
were similar for principal referral and
specialised hospitals and large hospitals
(11.5 and 12.0 per 100 separations
respectively). However, the long stay rates
were considerably lower for the peer
groups of medium hospitals (7.7 per 100
separations) and small hospitals (6.7 per
100 separations).

page-33-



Clinical utilisafion and ocutcomes

After risk-adjusting the data, the findings

were as follows:

e medium and small hospitals were both
found to have significantly lower
likelihoods of long stays occurring (53
percent and 58 percent lower
respectively) compared to principal
referral and specialised hospitals.
However, there was very little
difference in the probability of a long
stay at large hospitals in relation to
principal referral and specialised
hospitals.

e Whether a patient was admitted as a
public or a private patient to a public
hospital had a negligible impact on
their chances of having a long stay.

General surgery

Colorectal carcinoma

Almost 85 percent of colorectal carcinoma
occurs in people over the age of 55. Itis
newly detected in over 11,000 people per
year and is the second most common
cancer in both men and women'.

Surgery is the main and most effective
treatment, with many patients requiring
surgery six months post diagnosis™.

+ Colorectal carcinoma -
complications of surgery rate

This indicator measures the number of
patients admitted for surgery for colorectal
carcinoma where a complication of surgery
resulted.
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Comments

Queensland’s complications of surgery rate
for colorectal carcinoma was 14 percent
better than the national average (Australia
excluding Queensland).

Both the large and medium hospital peer
groups had an observed rate of
coniplications of surgery for colorectal
cancer of 26.7 per 100 separations, which
was considerably lower than the rate of
32.0 per 100 separations recorded by
principal referral and specialised hospitals.

No small hospitals performed these
procedures.

After risk-adjusting the data, the findings

were as follows:

¢ large hospitals were found to have a
significantly lower likelihood of
complications than principal referral
and specialised hospitals (29 percent
lower). Although the observed rate for
medium hospitals was the same as that
for large hospitals, the difference in the
probability of complications of surgery
occurring at either medium hospitals or
principal referral and specialised
hospitals was not significant.

o whether a patient was admitted as a
public or a private patient to a public
hospital had no statistically significant
impact on their outcome for
complications of surgery.

¢ Colorectal carcinoma - long stay
rate

This indicates the number of patients who
remained in hospital for 19 days or longer
(long stay) following an admission for
colorectal carcinoma surgery.
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Comments

Queensland’s average length of stay for
colorectal carcinoma was 11.4 percent
better than the national average (Australia
excluding Queensland).

The observed rates of long stays were
similar for each of the hospital peer
groups, ranging from 9.9 per 100
separations for both principal referral and
specialised hospitals and large hospitals, to
10.3 long stays per 100 separations for
medium hospitals.

No small hospitals performed these
procedures.

After risk-adjusting the data, the findings

were as follows:

e there were no significant differences
between the principal referral and
specialised hospitals and the other
hospital peer groups.

e whether a patient was admitted as a
public or a private patient to a public
hospital had no statistically significant
impact on their outcome for long stays.

Diabetic foot

Diabetes results from increased blood
glucose levels due to an inadequate
production of the glucose metabolising
hormone insulin, and/or resistance to its
action. It is a chronic disease that is often
associated with heart disease, stroke,
blindness, renal disease and lower limb
amputations.

In Australia, diabetes is the seventh leading
cause of death. It affects approximately
four percent of the population over 40
years of age21.

The development of foot or leg ulcers in
people with diabetes 18 associated with
nerve damage, lack of biood supply or
both. Serious infection originating from a
diabetic ulcer is the most common reason
for amputation.

Queensiand hospitals in the twenty-first century: feading the way

+ Diabetic foot - amputation rates

This indicator measures the number of
patients who were admitted for diabetic
foot, where an amputation of the foot or
leg occurred.
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Comments

The observed rates of amputations for
diabetic foot were similar for principal
referral and specialised hospitals and large
hospitals (29.4 and 29.7 per 100
separations respectively). In contrast, the
amputation rates were much lower for the
peer groups of medium hospitals (10.6 per
100 separations) and small hospitals (2.6
per 100 separations).

After risk-adjusting the data, the findings

were as follows:

e medium and small hospitals were both
found to have significantly lower
likelihoods of amputation when
compared against principal referral and
specialised hospitals. The probability
of an amputation occurring at medium
hospitals was less than a third of that
for principal referral and specialised
hospitals, and the likelihood of an
amputation at small hospitals was 95
percent lower. However, there was
very little difference in the chances of
an amputation being performed at large
hospitals in comparison to principal
referral and specialised hospitals.

» whether a patient was admitted as a
public or private patient to a public
hospital had no statistically significant
impact on their chance of having an
amputation.
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The increased rate for Diabetic foot —
amputation rates in the principal referral
and specialised and large hospitals could
be a reflection of more complicated cases
being treated in these hospitals than at the
medium and small facilities.

Reliable national comparative data were
not available for diabetic foot amputation
rates.

+ Diabetic foot - long stay rate

This indicator measures the rate of patients
who remained in hospital for 30 days or
longer (long stay) following an admission
for diabetic foot.

Muan Diabatic Foot Long Siays

40

g
=%

Dbserved rate per 100 saparetions

: : %
Staln Frinclpal faforral Large Medium Srail
and Specisksert

Poar Group Percentage of fotal separaliona.
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Comments

There was no obvious pattern in the spread
of the observed long stay rates across the
hospital peer groups. Medium hospitals
had the lowest rate of long stays (4.3 per
100 separations) while principal referral
and specialised hospitals had the highest
rate of long stays (11.3 per 100
separations).

After risk-adjusting the data, the findings

were as follows:

o there appeared to be a considerable
amount of variation in the observed
long stay rates between the hospital
peer groups. However, because the
number of separations was relatively
small, these differences did not reach
statistical significance.

o whether a patient was admitted as a
public or a private patient to a public
hospital had no statistically significant
effect on their chance of having a long
stay.

Reliable national comparative data were
not available for diabetic foot average
length of stay.
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Improvement activities
State highlights

Queensland Health is undertaking a
number of activities and programs aimed at
specifically addressing the need for
improvement in clinical care and the
reduction of variation in clinical practice
across the State.

Some of these activities are outlined
below.
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Patient satisfaction

Patient-centred care is a priority for
Queensland Health and measuring the
effectiveness of health care delivery also
involves measuring patients’ satisfaction
with this care. Patients’ assessments of
their health and quality of life, and their
satisfaction with the quality of health care
services are as important as many clinical
and efficiency measures.

There are regular comments and reviews of
health care services appearing in the
media. Patients are more knowledgable
about health care today and are demanding
more information about services and more
evidence about the quality of these
services.

Individual units and wards of hospitals
have regularly undertaken patient
satisfaction surveys through the use of both
standard and specially developed
questionnaires. However, patient
satisfaction had not been measured across
Queensland public hospitals at a state
level. As a result, Queensland Health has
been unable to make comparisons across
its hospitals.

In order to measure patient perceptions of
the care provided by the majority of public
hospitals in Queensland, Queensland
Health commissioned a patient satisfaction
survey in September and October 2001.
There were 10,414 responses which
represented a 44 percent response rate.

The questionnaire was designed to measure
patient perceptions of a range of factors
that contributed to their care. These
include:

Queensland hospitals in the twenty-first century: leading the way

Access and admission

e how long did you wait for admission?

e did you receive any written
information, and how clear was it?

e what were the staff attitudes before
admission?

e what were the staff attitudes at
admission?

¢ how clear was the explanation of
hospital routines?

s were your needs and wants
considered?

e how long did you wait for a bed after
you arrived at hospital?

Complaints management

e did staff respond to your problems?

o were staff willing to listen to your
probiems?

Discharge and followup

¢ how convenient was the time of
discharge?

¢ did you receive information about how
to look after your condition?

¢ were post-discharge service
arrangements adequate?

General patient information

e were you treated with respect?

s were staflf members helpful?

¢ were the nurses responsive to your
needs?

e were staff available for your needs?

Physical environment

was the hospital clean?

was the food good?

was the environment restful?

did you have enough privacy in your
room?

e were the toilets and showers clean?
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Treatment and related information

s how well did the doctors explain your
treatment?

o did the staff communicate with each
other?
did you receive help to relieve pain?
did you have the opportunity to ask
questions?

e was the purpose of medicines
explained to you?

» did you receive an explanation of
side-effects?

The report Patient Satisfaction in
Queensiand Health Acute Care Public
Hospitals, State Summary Report has been
published and can be found on the
Queensland Health intemet website. The
address is:

http:/iwww.health.qld gov.au/quality/publications/p

atient satisfaction report.pdf

The results of this statewide survey
showed that overall, most patients (89
percent) were satisfied with their hospital
stay, with 59 percent being very satisfied.

Four measures that received the highest
commendation from patients were:
e cleanliness of rooms
e attitudes of staff spoken to before
admission
courtesy of nurses
helpfulness of staff.

Areas requiring improvement include:

o discharge planning processes

e access and admission processes

e provision of clear treatment related
information

* management of patient complaints.

Mental health patients showed a lower
level of overall satisfaction of around 72
percent, which is consistent with the
findings of the “Consumer and Carer
Satisfaction Survey” of adult mental health
services, reported by the Victorian
Department of Human Services in June,
2000.

Queensland hospitals in the twenty-first century: leading the way

Other findings suggest that patients from a
non-english speaking background were
more dissatisfied particularly in the areas
of access and admission, the general
patient and treatment information that they
received, and in the management of their
complaints.

Patients undergoing surgery perceived
their care to be significantly better than
both medical and maternity patients do.
However, all three groups had a
significantly higher overall satisfaction rate
than was found for mental health patients.

Another finding was that private patients in
public hospitals were more satisfied with
the treatment and information they
received as well as their discharge
planning.

These findings indicate that the entire
hospital experience, from admission,
through all aspects of the hospital stay, to
discharge, impacts on a patient’s
perception of their hospital stay. Hence
any effort to improve hospital services
must be broad-based, targeting all areas of
hospital services, rather than specific
functional areas.

Areas of good performance

Principal referral and specialised
category: Patients were more satisfied with
their care at The Prince Charles and Royal
Women’s Hospitals.

Large hospital category: Patients were
more satisfied with their care at the
Caboolture, Redland, Hervey Bay and
Maryborough hospitals.

Medium hospital category: Patients were
more satisfied with their care at the

Proserpine and Atherton hospitals.

Small hospital category: Patients were
more satisfied with their care at the

Biloela, Wynnum, Bowen and Charleville
hospitals.
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Efficiency

To deliver good quality health services,
Queensland Heaith needs to manage its
financial and human resources efficiently.
This becomes increasingly difficultin a
changing environment where the demands
for health care are growing in the face of
continuing constraints on the capacity of
governments to fund health care services.

Just as it is important to measure the
results of clinical care using clinical
indicators documented in a previous
chapter, the ability to measure the technical
efficiency of hospitals is essential for the
efficient management of resources.
Efficient use of resources is critical to a
hospital’s ability to provide the right
amount of quality services.

Measures of technical efficiency are,
therefore, an important component of a
report on hospital performance. If an
individual hospital’s utilisation is
consistently higher than comparable
hospitals, capacity to increase service
delivery is lower.

Indicators reported in this quadrant can be
classified into two broad categories:

e activity of the service: number of
separations; length of stay and bed
occupancy.

» cost of the service: cost of catering;
energy costs and cost per weighted
separation.

The data used for this quadrant are from
administrative, workforce and financial
databases routinely used by Queensiand
Health.
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Measures of activity

¢ Number of separations

The number of separations reflects the total
number of patients completing an episode
of care.

This measure does not eliminate
differences due to the varying severity of
illness of patients at each hospital. Hence,
caution is required in making comparisons
across hospital peer groups. It is not an
indicator of performance but more a
descriptor of volume of activity.

Number of Separations

Comments

s acute public hospital separations for
Queensland represented 18.3 percent of
the total number of se%)arations
nationally in 1999-00~. Queensland
ranked third after New South Wales
and Victoria for total public hospital
separations.
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¢ Length of stay

The effective use of hospital beds can
decrease the overall cost of providing
health care. By ensuring that the best
available treatment is delivered, the length
of stay for each patient can be minimised.

This is achieved by reducing the
complications of care such as infections
which lead to longer stays in hospital and
result in poorer health outcomes.

This indicator provides a measure of the
efficient use of beds, where more efficient
use (possibly indicated by a shorter length
of stay) may enable increased access and
use of beds.

Madian Average Length of Stay

Siala Frincpal Referral Large Medium Sirad
and Speckiuoed

Peor Group

Nurrber of Hospitals

Comments

e the graph shows that the state-wide
length of stay across the 60 hospitalis is
3.2 days.

e the small hospital group had the
highest average length of stay while the
medium hospital group had the lowest
length of stay.

Queensland hospitals in the twenty-first century: leading the way

The state-wide length of stay is
considerably shorter than the national
average length of stay of 3.9 days for
public acute hospitals. There was no
change nationally from the previous year.
Most of the reductions in average length of
stay overall are a result of increasing
proportions of patients undergoing day
surgery, rather than reductions in length of
stay for inpatient stays®.

+ Occupancy rates (bed day
efficiency)

This measures the degree to which hospital
beds are filled across hospitals.

It provides an indication of where there
may be higher or lower levels of
occupancy, and thereby identifies where
there might be ‘under or over-servwmg or

inappropriate
discharges. At
occupancy rates
above 85 percent,
risks of a bed
crisis become
discernible. Ata
rate above 90 percent the hospital system
may be subject to regular bed crises™.

On the other hand, depressed occupancy
rates may cause ;

excess hospital
capacity which in
turn may affect
the financial
viability of the
hospital system®.

Occupancy rates

may be
maintained at an

optimal level by
varying the

combination of

patient numbers and bed numbers.
Queensland Health is continually
reviewing its policies and strategies for bed
management to optimise the bed
occupancy across the State and meet the
needs of the public.
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Median Occupancy Rate (Bed Day Efficiency)

Percent
~s8EsE838858

State Frincipal Refaral Large Medium Small
and Spacialsed

Poer Group Nurrber of Hospitals

Comments

e this shows that the state-wide median
occupancy rate across the 60 hospitals
is 65.6 percent. The principal referral
and specialised hospital group had the
highest rate while the small hospital
group had the lowest rate. This median
is based on the middle point for all the
hospitals and therefore is weighted
more towards the rates for the small
hospitals.

¢ the state mean occupancy rate for the
60 hospitals is higher than the median
at 79.1 percent. This figure takes into
account the greater proportion of
activity which occurs in the principal
referral and specialised and large
hospital groups which represent
approximately 83 percent of the
available hospital beds.

Measures of cost

¢ Catering labour and non-labour
costs

This provides a measure of the total cost of
catering per occupied bed day, which may
identify areas for improvement.

Median Catering - Total Cost per OBD

Stata Frincipal Referat Large Medum Serall
and Speciaksed

Paar Group

Msrber of Hospitals
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Comments

¢ this shows that, for the 55 hospitals for
which data were available, the state-

wide median catering cost per patient
was $33.84.

¢ the principal referral and specialised
hospital group had the lowest cost of
$27.66 while the small hospital group
had the highest cost of $44.47. This
may be due to higher overhead costs
relative to lower activity levels.

s the state mean for catering costs is
lower than the median at $30.49. This
takes into account the greater
proportion of activity which occurs in
the principal referral and specialised
and large hospital groups (88% of
occupied bed days) and the efficiencies
in volume which those groups can
achieve.

No national comparative data were
available for this indicator,

+ Energy expended per square
metre

This provides a measure of energy
efficiency and may identify areas of
inefficient use.

Median Energy Consumption par square matre

Comments

e this shows that, for the 53 hospitals for
which data were available, the state-
wide median energy cost per square
metre was $23.10.

» the principal referral and specialised
hospital group had the highest cost of
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$28.57 while the medium hospital
group had the lowest cost of $21.81.

¢ the state mean for energy consumption
costs is higher than the median at
$26.63. This takes into account the
greater proportion of activity which
occurs in the principal referral and
specialised hospital group and greater
energy use in these large and
technically complex hospitals.

No national comparative data were
available for this indicator.

+ Total cost per weighted
separation

This is the average total treatment cost of
each weighted separation. It includes
overhead costs as well as labour and
consumables used in direct patient care.

It provides an estimate of the average cost
associated with acute admitted patients.
Variations in costs between hospitals may
indicate that efficiency gains in the more
expensive hospitals may be possible.

Queensland hospitals in the twenty-first century: leading the way

Madian Total Cost par Walghted Separation

3,000

Comments

¢ this shows that for the 28 hospitals for
which data were available, the state-
wide median cost per weighted
separation was $2,271.

» the principal referral and specialised
hospital group had the highest cost of
$2,396 while the medium hospital
group had the lowest cost of $1,854.

» the statewide mean cost per weighted
separation is higher than the median at
$2,348. This figure takes into account
the greater proportion of activity which
occurs in the principal referral and
specialised hospital group and the
higher cost per weighted separation
generated by this group compared with
the other peer groups.

Queensland’s total cost per weighted
separation is approximately 91 percent of
the national cost per weighted separation®.
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System integration and change

Health care services are constantly
challenged by change brought on by:

¢ arapid growth in technology and an
increasing reliance on new techniques
for diagnosis and treatment;

s increasing complexity of health care;
¢ arapidly ageing population;

¢ Dbetter informed health care consumers
with higher expectations of health
services;

s the possibility of shortages of
appropriately trained and skilled
professionals in areas such as nursing
and some medical specialties.

Health care services need to position
themselves appropriately to meet these
challenges by ensuring that there are
systems to allow and support change and
that the current and future workforce has
the necessary skills to manage change.

Many of these challenges have been
documented in the Smart State: Health
2020 documents that are available on the
Queensland Health internet site:

htip.//www health.gld. gov.auw/Health2020/2020 _dir
ections.pdf

This quadrant report is the first attempt to
examine how Queensland Health is
managing system integration and change at
a state-wide level. Indicators have been

Queensland hospitals in the twenty-first cenfury: leading the way

developed to measure a hospital’s ability

to:

¢ ensure the continuity of care of its
patients;

e provide a health service based on skills
and knowledge of its staft;

» provide strong infrastructure such as
workforce, facilities and equipment so
that the hospital can be innovative and
flexible and respond to the changing
community needs;

s provide uninterrupted, coordinated care
across programs, practitioners and
organisations, over time.

Indicators

To develop the indicators, two broad
questions were asked.

1. How well placed are public hospitals to
develop and implement new practices
that meet future health care changes,
demands and challenges? Indicators of
this include:

accreditation rates
workforce management
use of information
telehealth usage
benchmarking

2. To what extent do major public
hospitals integrate their services with
other acute and community-based
services? Indicators of this include:
+ clinical pathways
¢ facilitating continuity of care

A survey instrument was forwarded to
District Managers for completion in
November 2001.

The response rate was 100 percent.
(Indicators for this quadrant were
applicable to 59 hospitals.) The results of
this survey are detailed below.
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Accreditation

Queensland Health requires all public
health facilities to develop management
systems for both clinical and non-clinical
services that com;)ly with endorsed quality
system standards”’. The two main quality
system standards recommended by
Queensland Health for hospital
accreditation are:

= Evaluation and Quality Improvement
Program (EQuIP) with Australian
Council on Health Care Standards
(ACHS) and

= Australian Health and Community
Services Standards (AHCSS) with the
Quality Improvement Council (QIC).

This indicator identifies the number of
hospitals accredited by an organisation
recommended by Queensland Health at
30 March 2002.

B

Number of hospitals with full 43
accreditation status on 30 March

2002

Accreditation with ACHS 34
Accreditation with QIC 9

11 small hospitals and 4 medium hospitals
were partially accredited.

Workforce management

Strong links have been identified between
the quality of services and a skilled
workforce. The shortage of appropriately
trained and skilled staff is an issue that has
both a current and far reaching impact on
the delivery of quality health services.
There is a growing recognition of the
tmportance of recruitment, retention and
staff development due to the scarcity of
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Percant

health professionals. Two issues have
been identified as high priority workforce
management issues for Queensland Health.

These are:
s turnover of staff
e age of staff.

These issues are of particular importance
to the nursing workforce as it is the largest
professional component in Queensiand
Health. The shortage of and difficulty in
retaining nursing staff has been noted
nationally and internationally. Itis
important for Queensland Health to retain
skilled and experienced staff, rather than
continually replace them with new
graduates.

+ Workforce - retention rate of
registered nursing staff

This indicator measures what percentage of
registered nursing staff was retained after
one year at the hospital where they were
working in the time period (excluding new
graduates).

(Time period: Aug 2000—-Aug 2001)

Medlan Ratention Rate of Reglistered Nursing Staff

o3 HNEAEBIERE

Principal Relerrad and Large Madium Sroall

Spacialsed
Murber of Hosplals
Peer Group

Note: These rates are derived from
hospital level data and include both staff
movements between hospitals as well as
nursing staff lost to Queensland Health.

Comments

¢ the median retention rate for registered
nursing staff after one year of service is
similar for large and medium hospitals.
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two small hospitals (Chinchilla and
Stanthorpe) and one medium hospital
(Warwick) retained more than 90
percent of their registered nursing staff
following one year of service compared
to a principal referral & specialised
hospital (Royal Children’s Hospital)
and a large hospital (Mackay Base)
where the highest retention rate were
84 percent and 88.1 percent
respectively.

Workforce - median age of
registered nursing staff

This indicator shows the median age of
registered nursing staff (following one year
of service) at August 2001.

Madian Age

s saaNB8BRESE

Medlizn Age of Registered Nursing Staff

Peer Group

Comments

principal referral and specialised
hospitals have the lowest median age
of registered nursing staff and differ
from the State median age by more
than two years.

large, medium and small hospitals have
similar median ages of registered
nursing staff.

one principal referral and specialised
and 3 small hospitals have a median
age for registered nursing staff below

35.

one small hospital had the highest
median age of registered nursing staff
of 51 years.
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Use of information

Effective communication and care
planning between acute care facilities,
primary care providers and community
health workers will reduce duplication and
fragmentation of services. Effective
communication also improves working
relationships across services and
organisations®™. To assist this, there is a
need for supportive infrastructure and
systems.

Electronic technology can:
* assist timely communication
=  improve the quality of patient

records

= reduce the time it takes to receive
diagnostic reports

» reduce the number of medication
errors

» assist timely patient follow-up.
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+ Availability of electronic
information

This indicator measures the availability of
electronic information in the following
areas:

& patient registration and admission
systems

medical images (eg. x-rays, CT scans)
reports of diagnostic imaging results
diagnostic laboratory results
transcribed reports

pharmacy/drug profiles

clinical pathways

PrOgress reports.

Points were aggregated and reported as a
percentage against the total possible score
for this indicator.

Meadian Availability of El

State Principat Referral Large
sind Specinlzed
Paar Group

MNurmber of Hospitais

Comments

» the median for principal referral and
specialised hospitals of 48 percent is
higher than the median for large,
medium and small hospitals and is
considerably higher than the State
median of 27 percent.

= one principal referral & specialised
(The Townsville Hospital) and one
large hospital (Logan Hospital) scored
considerably higher than the other
hospitals across the State for the
availability of electronic information.

® the graph shows a wide spread of
measures for this indicator across the
peer groups. This availability depends
upon the ability of staff to access and
use electronic information and this
ability is higher in the more complex
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environment of the principal referral
and specialised hospital group.
However, there is some scope to
expand the access to, and skills in the
use of electronic information systems
in smaller hospitals.

+ Collection and use of clinical
information

This indicator measures the extent to

which information is collected and used in

the following areas:

» unplanned return to operating theatre

= hospital acquired infection

» adverse drug reaction

= unplanned injury of organ during
surgery

= unplanned transfer to intensive care
unit

= unplanned readmission

" in hospital mortality

= hospital acquired injury

= functional status of rehabilitation and
elderly patients

» complication rate

»  proportion of day patients

» time between admission and surgery

» unplanned presentation to emergency
department within 48 hours.

Points were aggregated and reporied as a
percentage against the total possible score
for this indicator.

Median Collection and Lise of Clincal Information

Comments

= principal referral and specialised
hospitals scored significantly higher
with two hospitals scoring above 80
percent (Royal Brisbane Hospital and
Cairns Base Hospital).
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» the highest score for large hospitals
was Ipswich at 70 percent. The highest
scoring medium hospital was
Proserpine and Tully scored highest for
small hospitals.

» the graph shows a wide spread of
measures for this indicator across the
peer groups. The collection and use of
electronic information supports the
more complex activities and
environment of the principal referral
and specialised hospital group.

Telehealth usage

Telehealth makes health care available to a
much wider section of the population and
has a particular benefit for remote
communities by reducing the effects of
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professional isolation®. It also allows for
links with centres of excellence so that
good clinical practice can be shared. It can
provide access to standard clinical
guidelines, evidence-based practice, case
conferencing and remote clinical
supervision3°.

AT “m"be,pmviﬁeﬂ‘}ma

Queensland’s health system is highly
decentralised with large population centres
outside the south-east corner of the State.
To address this challenge, there are 240
Queensland Health sites that have access to
telehealth facilities.

Current usage rates for videoconferencing
are approximately 2,000 per month. Using
this technology, 200-300 patients per
month currently receive health services
within their own community, without the
need to travel. Telehealth services include
direct consultation with health care
providers and the provision of second
opinion and support services, to assist local
health service providers with complex
cases.

The teleheaith network is also used
extensively for staff educational activities
across the State.

+ Telehealth usage

To measure the extent to which telehealth
is used by public hospitals in this study,
each hospital was asked if they provided or
received telehealth in a range of clinical
areas. One point was awarded for each
telehealth clinical application provided or
received. These points were aggregated
and expressed as a percentage of the total
possible score.

It was found that Telehealth usage is low
across the State.
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» three hospitals scored beween 40 and
50 percent in telehealth usage. Of
these hospitals, 2 were medium and 1
was a large hospital. The remaining
hospitals scored below 20 percent.

» ¢leven hospitals reported no telehealth
usage at all.

Clinical pathways

Clinical pathways are standard, evidence-
based multi-disciplinary management
plans, which identify an appropriate
sequence of treatment, timeframes,
milestones and expected outcomes for a
particular patient group.

Internationally, clinical pathways have
been used successfully to improve quality
of care by increasing team communication
and patient satisfaction. Efficiency gains

Queensland hospitals in the twenty-first century: teading the way

have also been achieved by decreasing
lengths of stay.

+ Clinical Pathways — extent of
development and use.

This indicator measures the extent of
clinical pathway development and use in
the areas of:

s total hip replacement

e (otal knee replacement
o fractured neck of femur
e colorectal carcinoma
® caesarean section
o small for gestational age babies

* perinatal mortality

o hysterectomy

s asthma

®  pneumonia

s chronic obstructive pulmonary disease
»  stroke

o heart failure

o heart attack

Stala Frincipal Rofarral
ond Spocisieod

Comments

= overall, principal referral and
specialised and large hospitals scored
higher in clinical pathway development
and use than medium and small
hospitals.

= two small hospitals show outstanding
achievements in the use of clinical
pathways though they were not
necessarily developed locally. These
are the St George and Yeppoon
hospitals.

= the graph shows a wide spread of
measures for this indicator across the
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peer groups. Clinical pathways are
developed for clinical activities
involving high volumes of patients
with particular conditions. The
principal referral and specialised
hospital group therefore shows a higher
score for their development and use
than smaller hospitals. These smaller
hospitals do not generally have the
levels of activity to be able to develop
clinical pathways though they can use
pathways for patients along a
continuum of care.

Use of clinical pathways in particular
areas (medical, surgical, and obstetrics and

gynaecology)

= across the State, clinical pathways were
shown to be developed and used at
similar levels in selected medical and
obstetric and gynaecological areas.

= both principal referral and specialised
and large hospitals show a higher level
of development and use of clinical
pathways in selected surgical areas as
compared to the other aréas. However,
pathways were least developed in some
surgical areas for medium and small
hospitals.

= medium hospitals scored highest in
selected medical areas compared to the
other areas and small hospitals scored
highest in selected obstetric and
gynaecological areas.
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Benchmarking

Benchmarking provides a ‘yardstick’ of
performance and can be a powerful
diagnostic tool for identifying where
improvements are possible®’. Itisa
process which enables the hospital to
examine its care over time, and/or to
compare its care with peers (comparable
organisations) or with ‘best practice’.

The formation of hospital benchmarking
roundtables and consortia is also an
indication of commitment from hospitals
towards benchmarking. These forums
provide an opportunity to look at results
across hospitals, discuss what factors may
account for any differences and take any
steps necessary to improve care.

+ External benchmarking in
selected areas

This indicator measures the extent to
which the hospital engages in external
benchmarking activities in selected clinical
areas.

The score represents the number of clinical
areas where there was benchmarking
activity from 17 selected areas. This score
is then expressed as a percentage of the
total possible score.

Median External Benchmarking - In Selected Glinical Aroas

Paar Group

Comments

= all principal referral and specialised
hospitals participated in some external
benchmarking activities and half
achieved a score of more than 66
percent.
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= half the large hospitals achieved a
score of more than 30 percent.

= two large, five medium and nineteen
small hospitals do not show any
activity in external benchmarking
activities.

» the Royal Brisbane, Gold Coast,
Caboolture and Proserpine hospitals all
achieved the maximum possible score.

= the graph shows a wide spread of
measures for this indicator across the
peer groups. Benchmarking is well
established for clinical activities
involving high volumes of patients
with particular conditions. The
principal referral and specialised
hospital group therefore shows a higher
score for external benchmarking than
the smaller hospitals. These small
hospitals do not have the levels of
activity needed for benchmarking in
the selected conditions.

Facilitating continuity of care

Continuity of care is expected to improve
health outcomes because relevant clinical
information is shared among ail
practitioners caring for the patient. It is
shared across and between institutions and
across and between care settings.

Continuity of care is linked with improved
health outcomes and shows improved
preventative care as well as carly
identification of patient’s psychosocial
problems. Other benefits incinde fewer
emergency hospitalisations, fewer
hospitalisations in general; shorter lengths
of stay and better patient understanding of
and satisfaction with their care™.
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Continuity of care requires a range of

processes, some of which include:

e admission processes for elective
surgery

e provision of discharge summaries to
general practitioners
use of electronic discharge summaries
shared care for maternity care
referrals to cardiac rehabilitation.

¢+ Admission process - use of pre-
admission clinic for elective
surgery

This indicator measures how well hospitals
use pre-admission clinics for elective

surgery.

The total possible score was 5 representing
the availability of pre-admission clinics,
the identification of patients requiring
referral and how often appropriate patients
were referred.

Meadian Pre-admission Clinlcs for Bactive Surgery
a 3 3 3 3

LY

Stats. Principat Referral Large Mediumn St
and Speclalsed

Paar Group

Comments

» the median for all peer groups was the
samme across the State. Most hospitals
use a pre-admission clinic and
processes for elective surgery. Only
one hospital each in principal referral
and specialised, medium and small
peer groups did not have a
preadmission clinic for elective surgery
as compared to large hospitals, where
all had a preadmission clinic for
elective surgery.

Variation in performance was minimal.
This indicator was not applicable to five
small hospitals which did not provide
elective surgery.

Queensland hospitals in the twenty-first century: leading the way

+ Provision of discharge
summaries to general
practitioners

This indicator measures how committed
hospitals are to the provision of discharge
summaries to local general practitioners.
Dizbetes related conditions were used as
an example.

The scores measured the presence of and
compliance with policies regarding the
provision of discharge summaries to
general practitioners.

Across the State, more than half the
hospitals provided discharge summaries
for diabetes related conditions. Of those
that did not, six were large hospitals and
eight were small hospitals.

This indicator was not applicable to three
small hospitals,

+ Provision of electronic discharge
summaries to general
practitioners.

This indicator measures how often
hospitals provided electronic discharge
summaries to local general practitioners
within 24 hours. This indicator was not
restricted to diabetes related conditions.

The scores range from three representing
‘nearly all the time’ to zero representing
‘not provided’.

Modian Elsciranic Di 5

Seara

Comments

» three principal referral and specialised
hospitals provide electronic discharge
summaries to local general
practitioners within 24 hours of
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System integration and change

discharge. All other hospitals’ scores
were notably low indicating very
limited implementation of electronic
provision.

+ Shared ante and post natal care

This indicator measures to what extent
hospitals are committed to sharing
antenatal and postnatal care with local
general practitioners.

It was found that all principal referral and
specialised hospitals have a formal shared
care arrangement in maternity care with
their local general practitioners. Three
large, one medium and seven small
hospitals do not have such arrangements.

This indicator is not applicable to hospitals
which do not provide maternity services.
+ Cardiac rehabilitation

This indicator measures how often
hospitals refer eligible patients to
comprehensive cardiac rehabilitation.

Median Cardiac Rehabllitation

Paar Group

Comments

e the majority of hospitals with access to
cardiac rehabilitation services referred
most of their patients to these services.

Queensland hospitals in the twenty-first century: leading the way

Improvement activities
State highlights
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Glossary of terms

Comorbidity

Complication

Diagnosis

Efficiency

Mean (Average)

Median

Morbidity

Mortality

Observed rate

Private patient

Public Patient

Risk Adjustment

Queensland hospitals in the twenty-first century; leading the way

Glossary of terms

Diseases(s) that coexist(s) in a patient in addition to the principal
condition that is the subject of treatment.

An adverse patient event related to medical intervention, especially an
event that is an expected consequence of or that sometimes occurs in
relation to the patient’s disease and its treatment.

The process of categorising a patient or deciding the nature of the
disease based on the patient’s characteristics, symptoms, signs and
signals.

The production of maximum output for any given set of inputs.
Alternatively, using the minimum inputs for the required service.

A measure of central tendency which is commonly referred to as the
average. It is calculated by the sum of the observations divided by the
number of observations.

A measure of central tendency. The simplest division of a set of
measurements is in two parts — the lower and the upper half. The point
on the scale that divides the group in this way is called the ‘median’.

Any departure, subjective or objective, from a state of physiological or
psychological well-being.

Loss of life or number of deaths from a particular cause.

The rate at which the event that is being measured actually occurs
during the study period.

An eligible person who elects to be freated as a private patient and
elects to be responsible for paying fees.

An eligible person who receives or elects to receive public hospital
services free of charge.

A statistical procedure that ‘adjusts’ for the association between one or
more risk factors and a performance measure.
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