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introduction

Introduction

Bundaberg is a progressive modern city with a population of 44,670, where residents are
catered for with excellent shopping, medical services, education facilities and a diversity of
recreational pursuits and experiences including the coral isles, coast and country The city of
Bundaberg is located 386kms north of Brisbane and 327km south of Rockhampton on the

Central Queensland coast.

The Bundaberg Health Service District comprises a 136-bed hospital in Bundaberg, an 18-
bed hospital in Gin Gin, an 18-bed hospital in Childers and a Health Centre in Mt Perry. The
district extends from Miriam Vale in the north {including Town of 1770 and Agnes Waters), to
Woodgate in the south, and services a population of 84,049,

Bundaberg Hospital is a modemn 136-bed hospital and is the district's major referral centre,
providing a broad range of secondary levef services, including:

Hospital services including: emergency medicing, general medicine, renal dialysis, general,
orthopaedic and vascular surgery, obstetrics, gynaecology, intensive care, coronary care,
paediatrics and psychiatry. Surgical procedures are undertaken by visiting specialists and
staff surgeons with the support of a staff anassthetist. A siaff physician Is supported by a
range of visiting speciafists. 5.

Diagnostic and laboratory services at a secondary !eve%%[i?%vided

=n

e, =
Alfied Health services include: physiotherapy, occugatibnal therapy, dietetics, speech therapy,
psychology, social work, pharmacy, madical imaging‘;agng?zpathology.

Background data source: Queensland Govét&pem February 2005, ‘District and Hospital
profiles” in the Queensland Health Flectrani Pqﬁgshing System (QHEPS} [Onling]. Available
at: httpYaheps. health.ald.gov.aw/ é %

Wi
Background @‘:‘%E

This clinical audit of general surgic;f%‘;ﬁbes at Bundaberg Base Hospital was undertaken in

February 2005 by the Chief Heil Ificer, Dr Gerry FitzGerald and Mrs Susan Jenking,
Manager of the Clinical Quali 5@3}1&% the Office of the Chief Health Officer, both of whom are
appoirled by the Director-Gefiedd 35 investigators pursuant to Part 6 of the Health Services
Act, 1991, enabling access to re!etfa?nt clinical data

Definition of clinical audit

Clinical audit is a systematic review and critical analysis of recognised measures of the quality
of clinical care, which enabies benchmarking and identifies areas for improvement. Clinical
audits are designed to complement acereditation surveys and focus on the cutcomes of care

rather than structures and processes,

Purpose of the clinical audit

This clinical audit was undertaken o measure the quality and safety of general surgical
services at Bundaberg Base Hospital and identify areas for improvement. The Chief Health
Officer had been approached by the District Manager {Bundaberg Health Service District) to
conduct a clinical audit of general surgical services at Bundaberg Hospital The catalyst for
this request was a level of concern raised by a number of staff at the hospital in regard to
some patient outcomes. [n addition, some staff members expressed a lavel of distress about

& number of staff interactions
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Introduction

Scope of the clinical audit

The Chief Health Officer and Manager of the Clinical Quality Unit conducted an on-site visit at
Bundaberg Base Hospital on February 14™ and 15" 2005, to collect data and interview staff.
In addition, data from the following facilities across Queensiand were reviewed:

Narthern zone: Mt Isa, Mackay

Central zone: Rockhampton, Gladstone, Hervey Bay, Maryborough, Redcliffe,
Caboolturs,

Southern zone: Ipswich, QEII, Logan, Rediand,

These facilities were chosen to enable benchmarking between hospitals of similar size and
scope across the three zones. This peer group of hospitals had previously been identified and
used by the Measured Quality Programme for benchmarking purposes.

Data sources
B

Data were sourced from the following: oy
s« Queensland Hospitals Admitted Patient Da_t_akCoﬁ'ection {QHAPDC — routinely
collected hospital in-patient data) "
» Interviews with staff members L B
« Other data collection systems at Bundabef@hhfospitaf {for example, ACHS clinical
indicator data, infection rates) e, T
A s

W

w £

Service Capability Levels %
2
Hs

The Queensland Health Service%‘C bility Framework (2004} was used to compare the
stated service levels at Bundaggggé pital with the recommendations in the framework The
framework ouflines the mini%ﬁﬁkﬁuppod services, staffing, safety standards and other
requirements for public and licéhsgd private health facilities to ensure safe and appropriately

supported clinical services. The Service Ca pability Framework serves two major purposes:

+ To provide a standard set of capability requirements for mest acute health facility
services provided in Queensland by public and private health facilities

« To provide a consistent language for heaith care providers and planners to use when
describing health services and planning service developments

When applied across an organisation, the same set of undertying standards and requiraments
for similar services will safeguard patient safety and facilitate clinical risk management across
the staia’s health faciities.

Data source: Clinical Services Capability Framewark — public and licensed privale health facilities
Version 1.0 - July 2004 Queensland Health.
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Audit repart — routinely collected data

Routinely collected data

The Client Services Unit (CSU} of the Queensland Health Information Centre (HIC) provided
data for this review. The CSU was asked io provide data for the calendar year 2004, by
doctor, ICD-10* and ICD-10-AM™ codes and by specified hospital (as described abovs),

including the following:

* Number and percentage of surgical episodes
¢ Number and percentage of episodes where the patiant died in hospital )
* Number and percentage of episodes whers the patient was transferred to another
haspital
¢ Number of episodes with a T81 ICD-10 code {(complication of procedurs not
elsewhere classified)
* Number of episodes with a Y40-Y50 1CD010 code (drugs/medicamentis/biologicals
causing adverse effects in therapeutic use)
* Number of episodes with a Y60-Y69 ICD-10 code {(misadventures to patients during
surgical/medical care)
* Number of episades with a Y70-YB2 ICD-10 code (medical devices associated with
misadventures in diagnostic and therapeutic usa}
» Number of episodes with a Y83-Y84 ICD-10 code {strgical/medical procedures as a
cause of abnormal reaction of a patient without meniion of misadvanture)
181 0 - Haemomhage/haematoma complicating a '@rg_cedure not elsewhere classified
T81 1 - Shock during or resulfing from a procedure
1812 - Accidental puncture and lacerations Hng a procedure not elsewhers

classified g%_é

T81 3 - Disruption of operation wound not els where classified

181 41 - Wound infection following a proceddre

T81 42 - Sepsis foflowing a procedure

181.5 - Foreign body left in a body ity & operation wound

181.6 - Acute reaction to foreign substa e left during a procedure

T81.7 - Vascular complications follo a procedure not elsewhere classified
T81 8 - Other complication of p%ee{dure not efsewhere classified

T81 9 - Unspecified compfiggﬁﬁgﬁ“;cﬁmcedure

Interpretation of these data %, 3
. - e

On review of the data Suppiieﬁtigﬁﬁe CSU, there appear to be a number of areas worthy of a
further, in-depth statistical ana vsig‘%nd, if indicated, a review of the clinical records in these

cases. The areas are:

+ Number of episodes with a T81 ICD-10 code {complication of procedure not
elsewhere classified)
« Number of episodes with a Y60-Y89 ICD-10 code (misadventures to patients during

surgicalimedical care)

= Number of episodes with a Y83-Y84 ICD-1 0 code (surgical/medical procedures as a
cause of abnormal reaction of a patient without mention of misadventure)

* Haemorrhage/haematoma complicating a procedure not elsewhere classified

* Accidental puncture and laceration during a procedure not elsewhere classified

*  Other complication of procedure not elsewhere classified

{At Appendix 1 is & table summarising the ey findings of ICD-10 codes T87 (1), T81 0, 787 2, 181, 3, TB1.41, Y5(Q-
69 and Y&3-84, and a tomparison of Bundaberg Hospital data with data from Queensiand peer group hospitals }

*ICD-16 ~ the lafest version of the Intemational Statistical Classification of Diseases and Refated Health Problams,
approved by the Infernational Conferance for the tenth ravision of the Internaiional Classification of Diseases in 1559

and adopfed by the 43 World Health Assembly.
CICD-10-AM = the Austraifan madification ta the ICD-10, endorsed by the Australian Health Minister's Advisory

Council,
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Audit report — staff opinion

identification of staff opinion

Discussions were held with staff at Bundaberg Hospital and included the district manager,
director of medical services and director of nursing. The discussions were designed fo provide
a non-threatening sftuation where participants could discuss their views so that these could
be recorded and inform future practices. Several staff members were supported by
representatives of their industrial organisation. Comments have been ‘themed’ below with the
nine quality dimensions of the National Health Performance Framework.

Review
lack of confinuity, significant unrest processes.
and staff movements.
There is a high percentage of | Review staff retertion strategies.
averseas trained doctors at Bundaberg
Hospital. .
The direclor of this division is
accessibie to GPs and easy to coniact
The divisional director has a good
work ethic and a heavy workdoad.
The divisional director undertakes
most procedures L
Appropriate The divisional director camied out}
excellent work triaging in ED fo!lo-.w%% =
the Hilt train disaster. )
Some procedures and selectidiisof Implement the Service Capability
patients are outside the sco%eé&c;% Framework.
Bundaberg Hospital. &
There is not always goo fE‘gnmork Institule team building between and within
between OT and ICUcandy clinical | disciplines.
issues are sometimes Fomplicated by
‘personality issues’. kj
There is a lack of u%ge;__s‘f:a‘nding of the | Develop an orientation prograrmme on this
Ausiralian healthcare system. iopic.
Lack of protocqﬁlﬁafthe management | Develop and implement policies and
of medical and stitgical patients in ICU | procedures  for  the mutti-disciplinary
means ther’é*aﬁ ng ‘multi-disciplinary | managesment of patients in ICU with a
team manadement of patients — this is | view o improving patient outcomes and
detﬁmeniaﬁ'a'tients and staff. work practices for staff.
No protocols¥ manage the transier of Develop and implement appropriate
patients frem ICU to a higher level | policies and procedures for pafient

Accessible

=y

facility. ransfers.

Documentation in clinical records is Develop, implement and moritor a policy

sometimes less than optirnal. and education programme for clinical
documentation.

Clinical declsion-making is sometimes | Review leave arrangements to ensure

left to junior doctors, appropriate ongoing patient care.

No systems in place for involvement of | Review processes for multi-speciality
relevant clinical speciafists i patient | involvement in pafient care.

care.

Appropriateness of and/or capability to | Review all cinical policies and procedures

carry out some freatmenis fo ensure they are curent, update as
necessary and monitor staff compliance.

Confemporary No systems for roview of data fo Develop a process of clinical audit {using

suppert the avaluation of patient care. | routinely collected data) for evaluation of
palient cara.

The divisional director is keen to be :

involved in activities such as ACHS

L accreditation,

Clinical Audit of Surgical Services, Bundabsrg Base Hospita
March 2005
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Audit report ~ staff opinion

Identification of staff opinion {continued)

P e Ty
Sl EE

workiorce.

Review processes to ensu
access {0 professional development and
training programmes.

The credentisfiing and clinical
privileges process has nof yat been
fully imnplamented.

Complete this process for all medical staff

Hospital dociors and dociors working
in the private sector do not always
work well togsther,

Faciitate the development of good
working relationships beiwesn the public
and private healthcare sactors,

Teams do not aiways work well
together.

Institule team buillding between and within
disciplines.

No clear protocols for handover of
patients fo appropriate staff when
surgeons go on annual/other leave.

Develop and  implement appropriate

protocols o ensure ongoing pafient carg
when clinical staff are on icave.

The divisional director is committed to
teaching.

Discussions befween staff members

Ensure all staff are aware of their
obligations in  regard 1o patient

regartiing patient care do not aiways
take place in a relevant sefling.

$=confidentiality.

There are no prolocols for muj- |
disciplinary team meetings and wet

rounds fo plan, implement and revigw
patient care,

Dévelop and implement a system for
multi-disciplinary  ward  rounds  and
4’i‘naetings to ensure the confinuum of care

Ensure all staff are aware of their

Responsive Staff do not always comply M
policies and procedures Jfop_ ptient obligations I regard to pafient
confidentiality, ? a‘ confidentiality
Patient  satisfaction #Tates® have
increased. e?

Effective Throughput of elecfive Ig§f]'w1r'§:;ery cases | Implement an audit process to monltor,
is good, but there afsfime unplanned | assess, take appropriate action and
re-admissions. Sovemd review this indicator.

Efficient Lengths of staysfgr*some procedures Implement an audit process to manitor,
hava fncreasgg. § assess, take appropriale action and

S review this indicator.
The divisiodalSdirector has created
efficiencies™agfOT by changing some
outmoded work practices.

Safe Complication rates have Increased. Implernent an audit process to menitor,
assess, take appropriate action and
review this indicator,

Staff do not always comply with Review, update according 1o best practica
infecion  control  policies  and and implement infection cantrol poiicies

procedures, including wearing of OT
attire  outside OT, hand washing
between pafients and appropriate use

and procedures and ensure  staff
compliance.
Continue to monHor infection rates,

of instruments.

}E‘ustainab}e

Interactions  between some staff
members could be improved,

Institute team building between and within
disciplines,

During significant organisational change,
ensure  Queensland Health's change
management guidelines are used.

Somefimes staff need more support
from senior management,

Implement appropriate processes for siaf
to access sanior management.

L

Hospital doctors and doctors working
in the private sector do net always
work well together,

Facilifate the development of good
working relationships between the public
and privaie healthcare saclors,

Clinical Audit of Surg
March 2005
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Audit report — staff opinion

Discussion of staff feedback

In general, staff have enjoyed their work at Bundaberg Hospital and only relatively recently
have issues arisen which have caused concern Staff clearly demonstrated their keenness to

pbrovide health services of 3 high standard

However, as well as raising concerns, some staff mada complimentary comments about the
divisional director's commitment fo teaching and menioring of junior medical staff,

In addition, thers has been a significant improvement in efficiency, especially in the operating
theatre, and in meeting elective surgery fargets with significant reductions in waiting fimes for

surgery.

Opportunities for improvement identified from staff discussions

While it is recognised that many regional district health services (including Bundaberg
Hospital) are faced with problems of lack of continuity, significant unrest and staff movements
in medical services and that many hospitals have a high percentage of overseas trained
doctors, this may be an opporiune time to review recruitment, selection and retention policies

and strategies in an effort to identify innovative solutions. o
E

For staff in regional areas, access o professional dev’éigg{ment opporiunities can be limited,
and it may be useful therefore, to explore alternati Sirs =gies for the provision of ongeing
training and development for al staff, including reléva s_topics for orientation and in-service

education programmes P

in order fo ensure optimal ouicomes for patieﬁ #ard enhanced work experiences for staff,
ongoing attempts to improve and maintain gd Bemmunication between professional groups
in the public and private sectors are essentlal,
, ot
Hospital policies and procedures, paﬁit?ﬁfg? for transfer of patients, managemertt of surgical

patients, mulii-disciplinary involvam i regatient care, case-conferencing, management of

patients in ICU, dinical documerﬁ:%%n. leave arrangements, patient confidentiality and

infection control should be reviewgd to“}énsure they are consistent with current best practice
o “eur?

Multi-disciplinary involvementfif%pmcess of clinical audit needs to be developad and

encouraged to maintain high quality services

The process for credentialling of medical staff to ensure appropriate granting of clinical
privileges, should be progressed.

The Queensiand Health Service Capability Framework should be implemented to ensure aif
service levels are consistent with the framework,

Clinicat Audit of Surgical Services, Bundaberg Base Hospital
March 2005
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Audit report — data from other {local) collection sources

1. Unplanned re-admissions within 28 d.

{ACHS Hospital- wide Clinical indicator — 2. 1)

[

Fin)

Jan-duna
2003

July«Dec
2003

Bundabe Hospltal

All surgery

Number %

ays as a percentage of tofal discharges

50 18

i R e e

All surgery

Surgery/Vascular/Urology/Endoscopy

Jan—.}une
2004

AII surgery

l SurgbryNascularlUroIogy/Endoscopy

SurgeryNascularlUro!ogy]Endoscopy

All surgery

Surgery/VascularfUrology/ Endoscopf"

The Iatest ACHS results to be published
Care, 5" Edition, ACHS Clinical lndlca
for this indicalor are as follows:

g&De’t mlmng the Potential to Improve Quality of
rgsu for Ausfralia and New Zealand, 1998-2003)

. 14,158 )
2003 ¥ 119 18,605 829,500 2.2
Queensland | 2002 50 6,916 404,226 17
2003 45 8,348 429,914 1.8
SA 2002 28 2,658 179,055 1.5
2003 25 3,050 150,315 2.0
TAS 2002 8 1,569 120,261 1.3
2003 7 1,239 131,810 0.94
vIC 2002 90 10,355 576,034 1.8
2003 84 10,402 560,182 1.9
WA 2002 19 1,903 120,747 16
2003 28 4,018 286,880 1.4

Clinical Audit of Surgical Services, Bundaberg Base Haspital
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AudH report - data from other {local) collection sources

2. The rate of patients having bile duct injury requiring operative intervention
(ACHS Surgical Clinical Indicator - 7.1)

January-June 2003 General Surgery 0

July-December 2003 General Surgery 53 2 3.77

January-June 2004 General Surgery 58 3 5.36
[ July-Decembear 2004 General Surgery 62 5 B8.06

{Nofe: Small numbers should be interpreted with some caution)

The latest ACHS results to be published (Detarmining the Polential io Improve Quality of
Care, 5" Edition, ACHS Clinical Indicator results for Australia and New Zealand, 1 998-2003)

for this indicator are as follows:

2001 167 JOHE 15,676 0.45
2002 178 ..5 554 15,898 0.35
2003 155 455 15,436 0.25
£ Fd
-
%ﬂﬁ&
W
“‘3-‘@5 =
B 0%
3. Patient opinion N

Ty F
Surveys of patient opinion weré*@®nducted at Bundaberg Hospital by the company ‘Press

Ganey' in 2001 (pilot survey), 2003 and 2004.

in 2003, the results indicated that patienis had rated the surgical services as 'significantly
higher’ than the mean Bundaberg Hospital score for ‘doctor care’ Most aspects of surgical
‘doctor care’ were rated higher than the mean for all facilities participating in the survey, public
hespitals participating in the survey and hospitals surveyed in the 101-150 bed range.

In 2004, the results indicated that patients rated ‘doctor care’ for surgical services as higher
than the Bundaberg mean, although the difference was not slatistically significant.

No statistically significant differences were found between the results for 'doctor care’
between the 2003 and 2004 surveys The Bundaberg Hospital scores were not significantly
different from the mean scores of other hospitals participating in the survey There was,
however, a general deciine in the score when compared to 2003

Clinical Audit of Surgical Serviges, Bundaberg Base Hospital
March 2005
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Audit report - Servica Capability Framework

Service Capability Framework

As stated previously, the Queensiand Health Service Capability Framework {2004) outlines
the minimum suppori services, staffing, safety standards and other requirements for public
and licensed private health facilities to ensure safe and appropriately supporied dlinical

services.
The capability levels applied to services at Bundaberg Hospital relevant to this audit are as
follows:

Colorectal surgery 3
Diagnostic Imaging 2
Endoscopy services 2
Gastroenterology 2

Gastrointestinal surgery
Intensive Care Units
Internal medicine

2

3 )
Nuclear medicins 1 _g,;h_%
interventional radiology 2 .@j &
Operating Suite services 359
Pathology 2 & -
Phaf‘macy "'2\}%

%

Urology ' F13
Vascular surgery S, 1 S 7

L
The service definition for a surgicafﬁeﬁ’-cia level 3 is as follows: ‘surgical service fevel 3
provides a combination of intenn'ew iate surgery with high anaesthetic risk and complex

surgery with medium or high anadsthefic risk’. {Service Capability Framework, Section
C3, page 1086). ~

Foralevel 3 general surgicaf?éw,j,&e, the support services shouid be at the following levels:

LReHlircd i e Vel Dbt o b e h
Anassthetics 3 3

| Critical care Icu 1 2
Diagnostic imaging 2 2
Emergency -

[ Endoscopy 2 2
Interventionai radiology 2 2z
Medical 2 3
Nuclear medicine 1 1
Operating suita 3 3
Pathology 1 2
Phamacy 3 2

Comment: Service levels applied at Bundaberg Hospital for anaesthetic and pharmacy
services (shaded areas) should be reviewed according to the Service Capability Framework
Clinical Audit of Surgical Services, Bundaberg Base Hospital 10
March 2005
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Audit report - summary

Summary

During this audit, a number of issues and concerns were raised with the reviewers. In
addition, positive comments were made about the general surgical service, including the
commitment of the Direclor of Surgery to his teaching responsibilities, throughput of elective
surgical cases and the increased level of efficiency in the operating theatres.

The concerns raised by staff can be categorised info two main groups — these are:

1t General surgical procedures being undertaken which are outside the scope of
Bundaberg Hospital. Comments made in regard fo this included: there is sometimes
& tendency to treat patients at Bundaberg when they shouid be fransferred 1o a higher
level facility with appropriate resources: a preparedress o demonstraie
accountability (i.e. hand over patient care when indicated) is not always evident: there
is & demonstrated lack of understanding of the capability of Queensland regional
health services: infection rates and wound dehiscence rates have increased:
unplanned returns to operating theatre have increased: the care of two patients in
particular have highlighted the concems of staff and caused them to voice their

distress

2 Lack of good working relationships between all sfaff in the general surgical
service. Comments made in regard to this included: the director of surgary has high
standards and this has led to some degree of con?ﬁr;i%vi\fith staff: there has been some
‘cultural’ conflict: there are not always good working® efationships betwsen hospital
doctors and doctors in the private sector: the ificF gse in work levels may be causing
concem {0 some staff members: the direffomhas a conironting personality which
causes conilict with some staff members )

Discussion %

The two issues that appear to have been oﬁ?gr;' icant concem to staff in the general surgicat
service and intensive care unit, have beefihe erformance of complex procedures without
the appropriate level of support services aés:iiﬁ&t € poor working relationships between some
staff members In addition, concem‘%ft%ere alsn raised about increasing unplanned

readmission, complication and woupdigghTstence rates

With regard to the conduct of ing pro"@l;iaie complex procedures, the surgeon involved has
agreed fo undertake only thos%p%&ad&res which are within the scope of the surgical service
and relevant support servicesz-@-“surgeon has also agreed to transfer patients more readily

to higher level fagiiities.

Edition, ACHS Clinical Indicator results for Australia and New Zealand, 1868-2003). The rates
of bile duct injury during laparoscopic cholecystectomy (page 9} at Bundaberg Hospital in
2003 were 0.00 (January-June), 3.77 {July-December) and in 2004, 5.38 (January-June) and
8 06 (July-December). The ACHS rate for 2003 ({the most recent data) was 0.29 {Determining
the Potential to Improve Quality of Care, 5% Edition, ACHS Clinical Indicaior results for
Australia and New Zealand, 1898-2003).

Following the discussions with staff held during the on-site visit, the issues raised about poor
working relationships, both in the general surgical unit and between this unit and support
services (e g ICU and infection control), still appear to be of concern io a significant number

of staff members.

As has been stated above, although some staff members had reported examples of poor
teamwork in the general surgical unit, other staff were keen to highlight positive aspects of
general surgical service delivery, for example, a significant commitment to teaching of junior
medical staff and efficiencies achieved in operating theatre processes.

Clinical Audit of Surgical Services, Bundaberg Base Hospiial 11
March 2005
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AudHt report - recommendations

Recommendations
Recommendations are provided, having been separated into ‘'strategic’ and ‘operational’
areas

Strategic

1. Complete the implementation, and ensure the ongoing process of cradentialling and
granting of clinical privileges to medical staff which delineates the scope of practice.

2. Review staff recruitment, selection and retention sbaiegies in an effort io attract and
retain ciinical staff and improve continuity of service.

3. Review the Queensland Health Service Capability Framework to ensure appropriate
levels are applied to each service.

4. Ensure all siaff ara supplied with {or are able io access through QHEPS) the
Queensland Health Code of Conduct, and that all staff are aware of their obligations
and responsibilities in regard to the Code, for example, confidentizlity of patient
information, having respect for people, treating peaple with dignity.

5. Instiiute team building within and between disciplines.

8. Encourage all clinical units/divisions to be involved in an ongoing process of multi-
disciplinary dlinical audit, which is used to evaluate and improve patient care. This
process should embrace performance indicators relevant to the dinical service, for
example the ACHS clinical indicaters, including unplanned re-admissions, unplanned
retums 1o operating theatra, average lengths of st&y, complication and infection rates

7. When significant organisational changes are Ja%%& ensure Queensland Healtl's
change management guidelines are used %‘5@%

8 Include educationfinformation on the Que@a%d healthcare system in the hospital
orientation programme o ensure all staff nderstand how the public and private
sectors operate and the linkages be‘fwe;_en thé two systems.

9. Facilitate improved working reiationshf’%?é’ﬁveen clinicians in the public and private
seclors. Y

10 Review processes {o enable equitable Sccess to ongoing professional development
and training programmes. ‘;‘”“95

11 Implement appropriate processesto enable staff 1o access senior management.

12. Ensure the development apdeimplementation of a policy (which is based an best
evidence) and education goﬁ?’aﬁ*‘me for clinical documentation.

gﬁ*&%ﬁ"—g
Operational ““»%i:;?

1. Review all clinical policies and procedures o ensure they are based on best evidence
and implement a process to make ceqtain that staff know about and comply with zll
policies and proceduras.

2. |mplement the Queensiand Health Code of Conduct at departmentiward/unit lavel.

3 Develop and implement policies and procedures, which are based on best praciice

Clinical Audit of Surgical Services, Bundaberg Base Hospital

for the foliowing:

¢ Muiti-disciplinary management of patients in ICU

*  Transfer of patients io higher level facilities

» Clinicians' leave arrangements tc ensure appropriate ongoing patient care

*  Multi-specialty and multi-disciplinary invalvement in patient care

*  Muiti-disciplinary ward rounds, case conferences and meetings to ensure
continuity of appropriate care for all palients

* Infection contral

* Patient confidentiality, using the Queensland Health Code of Conduct as a
guide

12
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[ Appendix - A-1 |

Summary table — ICD-10 codes T81 (all), T81.0, T81.2, t81.3, T81.41, Y60-69,
Y83084. Comparison of Bundaberg data with data from Queensland peer group

hospitals.

These data are for the calendar year 2004

il BRI

Number of surgical Number of surgical
episodes = 408 episodes = 10,055
Number of % of Number of % of
complications | surgical | complications surgical
episodes episodes
T 81 {all 52 . 128 738 7.3
T81.0 11 g7 239 24
Haemorrhage or haemaioma P A
complicating a procedure G N
T81.2 17 & | 42 66 0.66
: : . T
Accidental puncture and laceration - e
during & procedure N
T81.3 S 0.98 73 0.73
N . R f
Disruption of operation wound QE‘%
T 81 41 Tl 1 27 292 2.8
Wound infection  followipg, ~=9
procedure =g 3
Y60-69 = 9 22 60 0.6
Misadventures to patients during
surgicai/medical care
Y 83-84 118 289 1278 12.7
Surgical/medical procedures as
cause of abnormal reaction of
patient  without mention of
misadventure

et g s



