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Australia

• 22 million population, least 
densely populated country on 
earth

• Island continent with the 
oldest living indigenous 
culture

• A Federated nation – 8 States 
and Territories plus one 
national government

• Legislative powers and 
responsibility for  health and 
human services are 
distributed between the 9 
elected governments and 
parliaments

• Approximately 10% GDP 
spent on health

• 70% / 30% government / 
private funding

What started the national 
response for patient safety?

• “Quality in Australian Healthcare Study” 1995

– Wilson, Runciman et al Medical Journal of Australia 1995 163:459

• 5 years of reviews and reports

• Australian Council for Safety and Quality in Health 

Care commenced in January 2000, focused on 

reducing the likelihood and effects of  error.            

$55 million AUD over 6 years

Adverse Events

-International information

• Baker et al,Canada 2000

• Thomas etal, Utah Colorado1992

• Wilson et al* Australia, 1995

• Thomas et al 2000, reworked 
1995 Australian paper

• Brennan et al, Leape et al, New 
York 1984

• Vincent et al, London 1999,2000

• Davis et al*, New Zealand 1998

AE’s Preventable

• 7.5% 36%

• 2.9% --

• 16.6% 51%

• 10.6% --

• 3.7% --

• 10.8% 48%

• 12.9% 37%

* Slight to modest evidence of healthcare management causation = 2 out of 6 

scale, other papers management causation more certain:- 4 out of 6 scale

Initial actions of Council

• Commenced research and inquiry to support 
policy changes

• Established strong consumer input

• Priorities including

– Raising awareness

– Promoting a culture of safety

• Establishing building blocks for implementation 
of safety and quality agenda
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Open communication when 
things go wrong in health 
care:

• Acknowledge that adverse 
event has occurred

• Express regret

• Explain what happened, 
clinical implications and 
treatment 

• Take steps to manage and 
prevent recurrence

• Give feedback to patient and 
carers

Better Practice Guidelines on Complaints 
Management (July 2004)

• Commitment to consumers 
and quality improvement

• Accessible

• Responsive

• Effective assessment

• Appropriate resolution

• Privacy and open disclosure

• Gathering and using 
information

• Making improvements

Responsive Regulation

Command and Control     (e.g. 

Enforcement by Government of criminal or civil 

penalty, license revocation or suspension)

Meta-regulation

(e.g. compulsory reporting of

Incidents to external body)

Self-regulation (e.g.industry standards)

& voluntarism (e.g.clinical protocols, 

benchmarking, CPD)

Market mechanisms

(e.g. quality incentive payments)
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Braithwaite, J et al. 2005

Reforms led by the Australian 
Council for Safety and Quality in 

Health Care, 2000-2005

Set national agenda with “buy-in” from jurisdictions, 
professions and consumer groups

All hospitals to have:

• A common medication chart 

• Pharmacist review of medication prescribing, 
dispensing, administration

• Incident management systems – including 
monitoring, investigation, analysis and action arising

Reforms led by the Australian 
Council for Safety and Quality in 

Health Care, 2000-2005

All hospitals to:

• Report all sentinel events

• Adopt a specific “correct patient, correct site, correct 

procedure” protocol

• Provide all patients with a “10 tips” consumer booklet 

prior to admission

• Have in place a patient safety risk management plan

Reforms led by the Australian Council for 
Safety and Quality in Health Care, 2000-2005

All States and Territories to agree to:

• National report on sentinel events

• Progressively implement the national “Open Disclosure” 
standard

• Address performance management, including issues of 
corporate and clinical governance, supervision and staffing 
levels 

• Data collection – national data sets for safety and quality 
improvement

• External review – participation of services in processes of 
assessment (accreditation)
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Other work addressed by ACSQHC in 
Australia

• Health care associated infections

• Credentialling and defining scope of practice 

• Root cause analysis training

• Workforce education in safety and quality and 

human factors science

Australian Commission on Safety 
and Quality in Health Care
Established January 2006

Role in relation to safety & quality
• Lead and coordinate improvements by identifying issues 

and policy directions and priorities

• Disseminate knowledge

• Report publically on performance against national 
standards

• Recommend national data sets

• Provide strategic advice to ministers

• Recommend national standards for safety and quality

Australian Commission on Safety 
and Quality in Health Care

Work programme
• Accreditation

• Australian Charter of Health Care Rights

• Clinical handover

• Falls prevention guidelines

• Health care associated infection

• Information strategy (evidence based safety and quality)

• Medication safety

• Open disclosure

• Patient identification 

• Recognising and responding to clinical deterioration
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What does all this mean?

• Australian Commission coordinates and provides direction 
and support

• Each State / Territory has own programme for safety and 
quality improvement consistent with national agenda

• Reform agenda from National Health and Hospitals 
Reform Commission

• Health IT needs developed through National e-Health 
Transition Authority

• Commonwealth Government – requiring increased 
reporting of performance with increasing control through 
funding

A Framework for Safety and 

Quality in Australia: 

-The NSW Perspective

Professor Cliff Hughes

ISQua 

Dublin October 2009

Vanessa Anderson

• Special Commission of Inquiry

• Acute Care Services in NSW Public 

Hospitals

• 27 November 2008

• Mr Peter Garling SC

NSW: A typical Day?

• Emergency 000 call every 30 seconds

• 6,000 patients arriving at Emergency 

Departments

• 4,900 admissions

• 17,000 in patients

• 7,000 procedures

• $34 million spent

“On the Brink”

• -Patients 

• 2006-2007: 1 in 3 patients were over 65

• 2008: 45% were over 65

• -Population: 13.5% are over 65

• -Nurses: 22% qualify for retirement in 2011

•
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Caring together:
Executive summary

• 139 Recommendations

• 135 “accepted”

• Nurse in Charge

• Clinical Executive director

• Healthcare acquired Infections

• Three phases

Our Mission:

• To build confidence in health care in 

NSW by making it demonstrably better

and safer for patients and a more 

rewarding workplace

What a difference a word 
makes!

•Clinical Practice Improvement:

•Performance vs outcomes

•Patient centered or based care:

•Data - Silos or geared for the 

future?

•What is leadership?

Source:  Gerald V. Miller Leadership Dimensions

Leadership Framework
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Purposeful 
Direction

Purposeful 
Behaviour

Competency of 
Outcome

Leader:
• understands systems
• communicates effectively
• builds team

Compatibility of Values

Leader:
• promotes interdependence 
over independence

• reviews staff performance
• models ethical behaviour

Constancy of Purpose

Leader:
• creates meaning
• defines clear outcomes
• addresses human impact 
of changes

• manages resources 

Leadership Capabilities
Leadership Dimensions

Profound 
Strategy

Profound 
Knowledge

Congruence of Activity

Leader:
• models the vision
• matches words and deeds
• monitors / supports 
changes

Performance or Outcomes?

•Elizabeth:

• 70year old on wait list

• Fall and # NoF

• Expedited surgery

• Met all performance benchmarks

• Transferred home on EDD

• Readmitted - multi system 

failure

• Died!

Performance or Outcomes?

•Elizabeth*:

• 70year old on wait list

• Fall and # NoF

• Expedited surgery

• Met all performance benchmarks

• Transferred home on EDD

• Readmitted - multi system 

failure

• Died!

• Deaf and Blind

•* Only her name has been changed!

Purposeful Direction 

Purposeful Behaviour
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NSW Falls Program

•• AIMAIM

•• Reduce fall injury in older people and fall Reduce fall injury in older people and fall 

relatedrelated

•• admission to hospitaladmission to hospital

•• HOWHOW

•• Implementation of a range of strategies that Implementation of a range of strategies that 

workwork

•• across community, hospital and residential careacross community, hospital and residential care

•• settingssettings

IIMS 

• Available to all staff in NSW health system (c100,000)

• 16,000 notifications per month

• 70% completed on clinical form

• Majority are of minor or minimum impact (SAC 3 or 4). 
Less than 1% SAC 1.

• Top 3 Principal Incident Types: falls, medications / IV 
fluids, clinical management

• IIMS Bi Annual Report 2008 released May 2009. 2nd 
2008 Biannual report to be released imminently. 

• c400-500 RCAs per annum across NSW

• Approx 4-5 root causes per RCA

• Common risks: clinical care, communication, policies

0 50 100 150 200 250

Clinical Care

Communication

Policies

Knowledge/Skills

Patient risk assessment

Scheduling

Medical Records

Equipment

Discharge

Service Provision

IIMS / RCA Data – Risk Types

Clean Hands Save Lives Clean Hands Save Lives Clean Hands Save Lives Clean Hands Save Lives 
CampaignCampaignCampaignCampaign

2006/2007 Campaign 
Results

Hand Hygiene Compliance Before Patient Contact
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Nurses Doctors Allied Health Other Staff

Nurses 44.7% 44.9% 58.1% 59.2% 59.5%

Doctors 24.9% 23.5% 53.0% 36.9% 34.5%

Allied Health 32.0% 46.1% 48.7% 56.7% 39.5%

Other Staf f 34.5% 45.0% 61.8% 57.6% 48.9%
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Nurses Doctors Allied Health Other Staf f

Nurses 65.5% 64.6% 74.5% 76.9% 71.2%

Doctors 34.8% 38.1% 63.0% 54.9% 43.8%

Allied Health 50.2% 58.4% 60.5% 69.7% 53.2%

Other Staff 42.6% 54.2% 69.0% 64.2% 58.2%

Precampaign Aug-06 Nov-06 Feb-07 Jul-08
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Why important for AHSs?

•Significant problem in all AHSs

•1344 S. aureus bloodstream infections 

•in 2008 (NSW total)

•$27,148,800 lost annually (based on 

$20,200 per SAB infection)

•Excess LOS per case – 11.5 -13 days

Special Reviews 

Legislative Framework

The Director General has the 
authority under the Health 
Administration Act 1997 to 
commission special reviews in the 
public health system.

AHS
-Establishment of systems, 

processes 
and guidelines

-Performance monitoring

FACILITY / NETWORK
-Implementation and local 

adaptation of AHS systems, 
processes and guidelines
- Performance monitoring

CLINICAL UNIT
-Day to day application of 
processes and guidelines

- Risk control
- Performance monitoring

Building on the three tiers

Sample of facilities in each AHS to verify on line self assessments 

Yearly targeted 

areas of assessment

Year 1 2 3 4
5

Report results / Develop Improvement plans

Handover

Communication 

Deteriorating 
patient

Medication safety

Open disclosure

HAI

Teamwork

Correct P/P/P

Falls

Death review

Repeat base 
line survey

Base line 
survey

The overarching 
framework

• There are four components of the QSA

– Completion of a self-assessment survey (the activity 

statement) at three levels of the organisation

– Verification of the activity statements

– Feedback and reporting to respondents, the health system 

and the community

– Development of improvement plans at each level of the 

organisation to respond to the issues identified in the self-

assessment process. The improvement plan will be subject to 

review in subsequent QSA assessments.

QSA Methodology

Infection Control - Clinical Unit Level
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Q17a. Hand

washing occurs

between patients

Q17b. Hand

washing occurs

before and after

touching blood or

other contaminants

regardless of

whether gloves were

used

Q17c. Gloves are

worn during

procedures or

patient contact 

Q17d. Gloves are

changed between

each patient

Q17e. Fluid resistant

gowns are worn

during procedures or

patient contact

Q17f. Alcohol based

hand-rub is situated

near each patient's

location

Q17g. Observational

studies of hand

washing within

clinical areas occur

every month
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• 1. System-wide 

Communication

• 2. Risk Identification and 

Management

• 3. Death Review

• 4. Open Disclosure

• 5. Evaluation and 

Promulgation of 

Improvement Programs 

• 6. Complaints against a 

Clinician

7. Quality Review Activities

8. Blood Management

9. Infection Control

10. Correct 

Patient/Site/Procedure

11. Staffing and Skill mix

12. Clinical Leadership 

• Recommendation made in response to the analysis of all 
level responses

Key Recommendations
Haemoglobin 
g/L
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Benefit > RiskBenefit > Risk

Risk > Benefit

Within this region 
individual patient factors 

determine transfusion 
threshold

Patient Management
Three Pillars

Intra op

Maximise 
Red Cell Mass

Tolerate lower Hbs

Conserve blood

Pre Op Post op

NSW Blood Budget 2008-2009

• NSW's total projected Blood Budget 

for this year 08-09 is $257,519,200

• This is made up as follows:

–State contribution (37%) $95,282,113

–Commonwealth contribution (63%) 

$162,237,087

Our Progress to Date

• An overall 10% reduction in-patient 

red cell usage between 2007- 2008

9168 units equates to a direct product cost of  
approximately $2,383,855 savings (based on 
AUD$260 per unit)

• Reduction in platelet waste

• Reduction in FFP 

• How have we achieved this?

www.thetransfusionquestion.com.au
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NSW Central Line Associated 
Bacteraemia – ICU Project

AR Burrell, M-L McLaws, A Pantle, M Murgo, 
E Calabria

Financial costs of CLAB
Australian estimates

• * In April 2001 the Australian Infection Control Association Expert Working 
Group reported that each case of S. aureus bacteraemia may be 
associated with additional health care costs of about 
$20 000

• Using that estimate and assuming that all 104 reported infections were due 
to S. aureus, expenditure due to CLAB in NSW would be $2 080 000

•

*Collignon P, Intravascular catheter bloodstream infections: an 

effective and sustained hospital-wide prevention program over 8 

years, MJA, Volume 187 Number 10, November 2007

Financial costs of CLAB
US estimates 

• 15 680 lives and $1.3 billion medical costs could be saved 

annually by reducing the number of CLABS*

• The US Agency for Healthcare Research and Quality recently 

committed $3 million over 3 years to help reduce the incidence 

of CLAB 

United States House of Representatives Committee on Oversight and Government 

Reform Staff Report September 2008, Survey of State Hospital Association: 

Practices to prevent hospital – associated bloodstream infections

Health Care Advisory Board, Daily Briefing, 10 February 2008

Results

• Data on 11000 central lines has been collected since June 2007

• 104 infections have been reported

• CLAB rate for the period July 07 to December 08 is 2.2 per 1000 
patient line days

• CLAB rate has noticeably decreased in the last six months

• Preliminary analysis suggests that CLAB has been virtually 
eliminated in the first 72 hours post insertion

Results

• Data on 11000 central lines has been collected since June 2007

• 104 infections have been reported

• CLAB rate for the period July 07 to December 08 is 2.2 per 1000 
patient line days

• CLAB rate has noticeably decreased in the last six months

• Preliminary analysis suggests that CLAB has been virtually 
eliminated in the first 72 hours post insertion

Results
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Checklist Compliance – all ICUs – July 07 – Dec 08

Competency assessed 48.3% (22.9% no, 28.8% missing) 

Hat, mask, eyewear 79.9%

Hands washed 2 mins 91.6%

Sterile gown/gloves 95.9%

Alcoholic chlorhexidine prep allowed to 

dry

95.8%

Entire patient draped 93.4%

Sterile technique maintained 95.6%

No multiple passes 80.9%

Confirm position radiologically 74.3%

Other method to confirm placement 43.6% (44.7% no, 11.7% missing)

Where can you find us?

• Website:  http://www.cec.health.nsw.gov.au

• Email:      Clifford.Hughes@cec.health.nsw.gov.au

• Address: Level 3 65 Martin Place 

• Sydney  NSW 2000

• Phone:    61 (0)2 93827600

• Fax:         61 (0)2 93827615   


