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Dear Members,

The 2010 Australasian Conference is now behind us and
planning is already underway for the 2011 Conference in
Melbourne, to be hosted by a unique collaboration of
AAQHC, ACHS, AHHA and RACMA.

AAQHC Council members have met to discuss aspects of
the 2010 Conference Evaluation Report, and many
comments provided by Delegates will be taken on board in
future planning.

Overall, the evaluation was most complimentary —
particularly the standard of presentations by the keynote
speakers - but there were constructive comments relating
to concurrent session presentations, times allowed for
discussion, the need for better display of posters and the
need for a better balance between acute/primary/aged and
community-oriented content that will be addressed in
future planning.

A summary of the Evaluation Report is now available on the
website for the information of members.

Congratulations are extended to our new Fellows and
Associate Fellows who were inducted at the Conference.
Their achievement is certainly an inspiration to the
membership as a whole and hopefully, will encourage
others to follow in their success.

At its last meeting, Council members were impressed with
the growth in AAQHC membership, particularly with the
new Institutional category which allows up to 10 employees
in the organisation to enjoy the benefits of membership
with the only exception of access to the credentialing
program.

| would like to convey my appreciation to the Council
members who retired at the AGM, namely Jannine James,
George Downward, Kim Bannon, Chen Anderson and Jenny
Rance who all devoted much of their time dedicated to the
Association.

At the same time | welcome on board new Council
members Helen Sinclair (NZ), Beth McErlean (SA), Jane
Newcomb (WA) and Dot Humphrey-Lesque (Vic). Council
has an interesting and challenging 12 months ahead with
the planning of the Healthcare Collaboration Conference,
and their experience and expertise is greatly welcomed.

All for Now,
.O__?
A

Dr Annette Pantle MBBS MPH FRACMA GAICD FAAQHC
President
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AAQHC NEWS

ADVERTISE IN THIS JOURNAL AND ON THE WEBSITE

You can target your message direct to all health care professionals via the

official Journal of the Australasian Association for Quality in Health Care.
If you wish to discuss advertising or editorial opportunities,
Contact the AAQHC Secretariat office for further details.

Ph: +61 7 5575 7054 or email

Do you have a quality improvement
project or items of interest that you
would like to get published?

The AAQHC Editorial Committee invites members to
provide submissions on contemporary quality
improvement initiatives conducted within health care
settings.

* Quality and clinical health improvement teams and
programs, methodologies and strategies.

* Patient perspective, needs, satisfaction and
dissatisfaction.

» Change management.

* Redesign and Innovation.

* Performance measurement.

* Health care reform.

* Motivating teams and staff involvement in quality
initiatives.

* Issues or items of interest that contribute to quality
care, patient safety, and health care service delivery.

Papers and articles should, wherever possible, provide
new insight, challenge traditional perspectives or
provide new knowledge related to quality
improvement in health care.
service delivery.

See the publication guidelines in the
Resources Section of the AAQHC
website:
www.aaghc.org.au or
contact the Editor, Robyn Quinn at:
editor@aaghc.org.au

Are you having problems accessing
information on the AAQHC website?

If you are trying to access the AAQHC website and are having
problems you may be utilising Internet Explorer 6.
This browser is nearly a decade old and has a number of
security issues and your computer may be at risk.

The AAQHC website has been re-developed using the latest
contact management technology and due to these security
issues it does not recognise Internet Explorer 6.
Members please note that your experience on the AAQHC
website may be hindered unless you upgrade to the latest
version of Internet Explorer.

This is an easy process, just visit the
Internet Explorer Website and upgrade your browser.

MEMBERS ARE NOW ABLE TO SHARE
INFORMATION VIA THE WEBSITE

d you know that the AAQHC website now has the capacity
r members to share information in a forum environment?

This facility is of significant benefit to health care
ofessionals, particularly those situated in regional centres
who wish to share information or learn from their
counterparts throughout Australasia.

ou would like to initiate a forum, all you need to do is

ail the secretariat office aaghc@aaghc.org.au with a topic
short summary. Fellow members will then be informed

email that the forum is on line and they are invited to
icipate.

s will facilitate the development of discussion threads in
as of specialty that will provide a useful repository of best
ctices in quality health care.
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AAQHC NEWS

At the Annual General Meeting held during the Perth Conference, three new members were
welcomed to the AAQHC Council. Beth McErlean replaces Kim Bannon (SA), Jane Newcomb replaces
Chen Anderson (WA); and Helen Sinclair replaces Dr George Downward; whose terms all ended on
Council.

Council acknowledges and extends its thanks to Kim, Chen and George for their tremendous efforts in
furthering the objectives of AAQHC.

Beth McErlean — South Australia Network
A/Regional Director, Quality, Safety & Performance, Southern Area Health Service, SAHS

Beth has had a long history in safety and quality, including the development and implementation of a
number of patient safety programs at RGH; project manager of the PUPPIES project with SA Health
and facilitator of the state wide pressure ulcer survey in 2006/07.

Beth now works for SAHS as Acting Regional Director Quality, Safety & Performance. Special interests
include accreditation; falls and pressure ulcer prevention frameworks.

Jane Newcomb — Western Australia Network
Continuous Improvement Co-ordinator, Osborne Park Hospital

Jane began her career in health nearly 30 years ago in the United Kingdom where she did a pre
nursing course and then went on to do her registered nurse training. She came to Australia in 2002
and continued her nursing career in senior management until she took up her present position.
Currently Jane is completing a Masters of Leadership in Health Improvement at Curtin University
which she hopes to complete by the end of 2011.

Jane has a special interest in the human factor aspect of continuous improvement and how this
influences performance, but is interested in all aspects of improving outcomes of care for patients.
Jane gained the Associate Fellow status in 2009.

Helen Sinclair - New Zealand Network
Service Manager, Quality, Hutt Valley District Health Board

Helen Sinclair has been involved in quality improvement for the past 20 years, commencing as an
accreditation officer. In 1991 at Bay of Island Hospital, through to senior quality management roles in
Greymouth and, for the past 14 years, at Hutt Valley District Health Board. She is currently the
Service Manager, Quality, a role that encompasses managing and leading the quality team, but also
line management for clinical records and a range of administration services such as medical typing
and patient enquiries.

Helen has been an active member of the National District Health Board Quality and Risk Managers
Group, has participated in many national projects and has also represented New Zealand as a WHO
Consultant in Vietnam. Helen is an Associate Fellow of the AAQHC for the past seven years and has
been instrumental in supporting and assessing applications for over 15 New Zealand applicants to
successful Associate Fellow status.

Helen was New Zealand's AAQHC Council representative for six years, before being given a well
deserved break by Dr George Downward for the past four years. She is now looking forward to
representing the New Zealand membership again through increased participation and representation
at the annual AAQHC conferences, opportunities for the local membership to share resources and
encouraging quality practitioners at all levels to become AAQHC credentialed.

AGM - New Council
Members

Beth McErlean
SA Network Representative

Jane Newcomb
WA Network Representative

Helen Sinclair
NZ Network Representative
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Perth Conference - Outstanding Success

FROM all reports, the 8th Australasian Conference on Safety and Quality in Health Care,
held in Perth in September, was an outstanding success with more than 600 delegates
attending from all parts of Australia and overseas countries, including New Zealand,
Hong Kong, Singapore, Canada, France, Japan, Taiwan, United Arab Emirates and the
UK.

The following are some of the comments received:

“In attending the Conference | was able to listen to renowned experts and familiarise
myself with evolving trends in safety and quality and most importantly, consolidated
some ideas about the importance of human factors in health care", Pam Selim, Safety
Quality and Risk Management Co-ordinator, The Queen Elizabeth Hospital, Woodville SA

"The key message | took from the Conference ‘Back to the Future - Unlocking the
Potential' was that it is all about consumers. It may have been a long way to go for a
message that we have always known but | now feel empowered in ways to deliver it",
Sue Morrissey, AAQHC member, Victoria

"The Conference atmosphere was amazing with over 600 delegates from Australia and
overseas all with a dedicated interest and passion of improving patient care and safety.
The presentations provided by the keynote speakers were inspiring and their high level
of knowledge and experience in their fields of expertise was clearly evident. The energy
was felt across the Conference not only through their presentations, but also within
delegate discussions at breaks and social functions", Mircalla Kolinac, Quality Manager, St
John of God Hospital Murdoch WA

"Speakers left us with specific messages relating to Quality and Safety in Health Care.
Some of these messages were ‘Take the opportunity to multiply your experiences’ (Prof
René Amalberti); ‘Keep an open mind and keep striving to improve’ (Dr Annette Pantle);
and ‘Be ready to change your mind' (Prof Mary Chiarella). Lillian Stibbs, Scholarship winner

Australasian Association for Quality in Health Care | Summer 2010
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Professor
René Amalberti

Judge Neil MacLean

Dr Diane Watson, CEO

Professor
Jeffrey Braithwaite, PhD

MAJGEN Paul Alexander

=

A

Dr Chien Farn Lee

2010 CONFERENCE KEYNOTE SPEAKERS — a brief recap

Professor René Amalberti is doctor in Medicine (Marseille, 77), PHD Cognitive Psychology
(Paris, 92), Professor of Medicine, physiology and ergonomics (Paris, 95).

Judge Neil MacLean was appointed as New Zealand’s first Chief Coroner in late 2006 and took
up office in January 2007 prior to the coming into force of the Coroners’ Act 2006 on
1 July 2007.

Dr Diane Watson is Chief Executive of the NSW Bureau of Health Information and has a strong
track record in the provision of publicly available reports and information on health care to
inform clinicians and the community.

Professor Jeffrey Braithwaite is a leading health services organisational researcher
with an international reputation for his work in health systems improvement.

Major General Paul Alexander joined the Army in 1976 and completed his medical training at
the University of Melbourne in 1978. Following several years of clinical training, he
commenced the first of several regimental appointments as the Regimental Medical Officer
(RMO) of the 3rd Battalion Royal Australian Regiment.

Dr Chien Earn Lee, MBBS, M.Med Public Health, Fellow Academy of Medicine Singapore.
Dr Lee is currently the Deputy Director of Medical Services in the Ministry of Health (MOH),
Singapore.

MEMBERS CAN ACCESS PRESENTATIONS ON THE WEBSITE
www.aaghc.org.au in Publications & Resources, Past Conferences

AAQHC extends its appreciation to the following sponsors for their invaluable commitment and
support of the 2010 Australasian Conference:

Platinum Sponsors:

AUSTRALIANCOMMISSIONox — s
AFETY ano! YN ICARE b 2 <™.1 Government of Western Australia
: UL < 4o % Department of Health
EXCELLENCE 1 c—A
—— ] COMMISSION

Destination Sponsor: Poster Area Sponsor: Refreshment Break Sponsors:

”""*’:""* @ HOLLYWOOD| ©-
CONVENTION T e e |
BUREAU STJOHNOF GOD PRIVATE HOSPITAL smartsalary
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Congratulations to the new Fellows and Associate Fellows of the Association. The AAQHC

recognises new champions in safety and quality in welcoming the new Associate Fellows

and new Fellows.

New Associate Fellows awarded
In 2009/2010 are:

Martina Ackermann
Diana Austin
Sheryll Beveridge
Isabel Gilmore
Dianne Gray
Jaiprakash Gupta
Ahmed Jamal
Mircalla Kolinac
Chandima Perera
Barbara Wilson

The Professional
Development and
Credentialing Committee
(PDAC)

is a committee of the AAQHC Council.
The vision for PDAC is:

That the credentials of Associate Fellow
and Fellow are sought after and valued
credentials within the health care sector.

The mission for PDAC is:

To have 40 per cent of all members
credentialed and for the credential to
form part of selection criteria for
positions associated with quality and
safety and risk management.

PDAC has a business plan that guides its
operations. The plan contains eleven
strategic and operational objectives that
primarily relate to raising the profile of
AAQHC members and their contribution
to the safety and quality agenda.

The new Fellows for 2010 are:

Kerry Bradley

Professor Michael Dooley
Dr Paul McGurgan

Debra Millist

Dr Luis Prado

Joanne Travaglia

Fay Winter

This is through formal recognition of
their skills and competencies in this field
and marketing of the value of the
credential to the industry. Operational
objectives continue to focus on ensuring
the credibility of the program through
continuous improvement of systems and
processes.

The PDAC Committee’s role is to:

» achieve deliverables against the plan

» manage the scholarship program

» assess and award Associate Fellow
applications

» assess and make recommendations to
the Board of Examiners for Fellow
applications

» plan and manage the Examination
process.

PDAC Members are:

» Sandy Thomson, Registrar

» Vince Gaglioti, Assistant Registrar
» Adrienne Copley

» Joan Sheppard

» Sheryl Gaston.

Our New Credentialed

Members

L
Associate Fellows (L-R),Sheryll
Beveridge, Jaiprakash Gupta and
Mircalla Kolinac

Fellows (L-R)

Debra Millist, Fay Winter, Kerry
Bradley, Dr Paul McGurgan and
Joanne Travaglia

Dr Annette Pantle with Sheryll
Beveridge

Professor ichael Dooley receives
his Fellow Certificate Award
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PDAC's link with Council is now through Denise Curran.
Denise attends PDAC meetings and liaises with the
Council on behalf of PDAC. PDAC wishes to sincerely
thank Jenny Rance for her support and assistance as
Council Liaison.

John Campbell from the AAQHC Secretariat also attends
the PDAC meetings and provides support and advice in
terms of document management, financial information
and management of the member database.

The Board of Examiner’s primary purpose is to review
Fellow applications and to make a final assessment as to
eligibility, and to have oversight of the examination
process.

The Board members are:

> Sandy Thomson (Chair)

> Dr Marjorie Pawsey AM — Senior Visiting Fellow,
Centre for Clinical Governance, Australian Institute of
Health Innovations

» Mr Graham Bedford — Policy Team Manager,
Australian Commission for Safety and Quality in
Health Care

» Dr Heather Wellington — DLA Phillips Fox Lawyers.

Due to the expanding workload and the need for
appropriate succession planning, new appointments have
been made in 2009-10.

New Board members are:

> Dr Cathy Balding — Director Qualityworks Pty Ltd

> Professor lJeffrey Braithwaite PhD, Professor and
Foundation Director, Australian Institute of Health
Innovation, Professor and Director Centre for Clinical
Governance Research Faculty of Medicine, University
of New South Wales

> Professor Clifford Hughes AO — Clinical Professor,
Chief  Executive  Officer, Clinical Excellence
Commission.

PDAC appreciates the voluntary support of these
members in achieving the aims of Credentialing.

What we have achieved in the last 12 months:

> 100% of scholarships awarded in 2010 to attend the
Perth Conference

8 new Fellows in 2009 and 10 Associate Fellows 2009-
2010 approved

Links with Murdoch University

Revised business plan and KPls

Draft Fellow Examination Manual

Draft PDAC Operational Manual

Policies and Procedures revised and new ones
developed to ensure all areas appropriately covered
Appointment of new members of the Board of
Examiners.

YV VVYVYVY A\

A\

Credentialed Members:

State Associate Fellows TOTAL
Fellows
ACT 1 3 4
NSW 4 9 15
NT 1 1 2
NZ 14 2 16
QLD 12 1 13
SA 3 1 4
TAS 2 1 3
VIC 6 18 24
WA 6 6 12
Total 49 42 93

PDAC wishes to thank our members for actively
supporting the credentialing program that is evidenced
by the number of applications being received and the
numbers awarded. Both Associate Fellow and Fellow
applications require considerable investment in
preparation of evidence to meet requirements. Feedback
continues to support the value of the program both
personally and professionally.

| wish to sincerely thank the PDAC Committee and the
Board of Examiners who are so very committed to the
credentialing program and who invest a large amount of
voluntary time to ensure the successes being achieved.
Our thanks also to the AAQHC Secretariat and AAQHC
Council for their continued support of the program.

Sandy Thomson
FAAQHC AFACHSE MSHM
Registrar
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Conference Poster Winners

Best Poster Winner:

Damien Dwyer

QLD Health

“Can Cardiac Chest Pain and Acute
Coronary Syndrome (ACS) Clinical
Pathways improve Care in Regional and
Rural Queensland Health Facilities? A
work in progress.

People’s Choice Winner:

NJ McDonnell, TR Robertson, JC
Clarke — King Edward Memorial
Hospital for Women, Perth
“Focus on Design for Safety”
Pictured (L-R) Tracy Robertson and
Joanne Clarke

AAQHC Conference Scholarships

AAQHC Members were invited to apply for a Scholarship (registration only) to attend the
2010 Safety and Quality Conference in Perth. This professional development award is
established to provide some financial assistance to a member who wishes to further their
knowledge and skills about quality and safety in health care.

Four scholarships were made available at a value of $1250 each.

In the case of South Australia and Victoria, these were sponsored by their network groups.

As a condition of the Scholarship, winning applicants agreed to write a report on the
Conference for publication.

The successful applicants were; Mircalla Kolinac (WA), Sue Morrissey (VIC), Pam Selim
(SA), and Lillian Stibbs (NSW).

Conference
Scholarship Winners

Mircalla Kolinac (WA)

Sue Morrissey (VIC)
Sponsored by:
Victorian Healthcare Quality
Association (VHQA)

)
Sponsored by:
Association for Quality in
Health Care (SA)

Lillian Stibbs (NSW)
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CLINICAL PAPER ¢ CONFERENCE POSTER FIRST PRIZE

Can Cardiac Chest Pain and Acute Coronary Syndrome (ACS) Clinical Pathways Improve Care in
Regional and Rural Queensland Health Regional and Rural Queensland Health Facilities?
AWorkinPr2 3 NB & & & X

Author: Damien DWYER

Registered Nurse, Principal Project Officer, Clinical Pathways & System Design Team, Patient Safety and Quality

Improvement Service, Centre for Healthcare Improvement, Queensland Health

OBJECTIVES
The aims of implementing ACS Clinical Pathways in facilities that do not have Interventional Cardiology services include:
X Improving patient experience and participation
X Identifying and reduce unjustified variation in care complimenting the strategic directives of the Patient Safety and
Quality Improvement Service
X Enhancing communication, clarity and efficiency of documentation
X Educating staff on the standardised process of care.

BACKGROUND

ACS refers to the group of acute coronary heart conditions including Myocardial Infarction (Ml), ST segment Elevation
Myocardial Infarction (STEMI) and Non ST segment Elevation Myocardial Infarction (NSTEMI) and Unstable Angina. The
ACS group accounts for 8-10% of Emergency room visits in Australia.

Chest Pain is among the top five DiagnostiO wSf F 1 SR DNR dzLJQa 65wDQa0 LINBASYyGAy3
year. Death relating to Coronary Heart Disease (CHD) varies based on location. People living in rural Australia are less likely

to receive guideline based care and are more likely to die in hospital following an acute myocardial infarction than those

living in major cities'. Variation in ACS treatment across Queensland may result in delayed treatment, missed diagnosis

and inconsistent discharge practices.

METHODS

Multidisciplinary clinical teams from the Queensland Health Statewide Cardiac Clinical Network and the Queensland

Health Statewide Emergency Department Network collaboratively developed the suite of Clinical Pathways using evidence
provided by the National Heart Foundatioy’ 2 F ! dzZAGNJ f A FyR GKS [/ FNRAFO {20AS
Guidelines. Clinical Network clinician agreement standardised processes of care to reduce the possibility of substandard

care, missed opportunity and to risk stratify patients with a significant latent coronary artery lesion. The Statewide Clinical
Pathway format allowed the cardiac component of a patients care to be managed in a variety of settings with differing

models of care.

Process

Clinicians selected process indicators from available data to measure the impact of the pathway upon care. Outcomes
including length of stay, readmission rate and in-hospital mortality were measured. Evidence indicates that the major
impact of implementing Clinical Pathways is improved clinical documentation and error reduction.
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The following Conference reports have been received by the Scholarship winners:

BY MIRCALLA KOLINAC (WA)

INTRODUCTION

| am currently the Quality Manager at St John of God
Hospital Murdoch and have been in the role for seven
years. | was fortunate to receive a scholarship from the
AAQHC to attend the 8th Australasian Conference on
Safety and Quality in Health Care 2010.

The Conference atmosphere was amazing with over 600
delegates from across Australia and international
countries, all with a dedicated interest and passion of
improving patient care and safety.

The presentations provided by the keynote speakers
were inspiring and their high level of knowledge and
experience in their fields of expertise was clearly evident.
The energy was felt across the Conference and could be
heard, not only through the presentations, but also
within delegate discussions at breaks, during lunch and at
the social functions.

SESSIONS OF INTEREST
Patient Centred Care

The sessions on Patient Centred Care were of particular
interest being that this is an increasing area of focus
within many health organisations, including my own.
Numerous discussions were held on the developing
requirement for families and patients to be equal
partners with health care providers in care planning,
delivery and evaluation; and that collaborating with them
at all stages is critical to providing effective, efficient and
safe patient care services.

‘Improving Patient Self-Management of Chronic Disease:
A New Tool to Engage Consumers and Strengthen
Communities’, presented by David Greenfield, highlighted
the importance of open communication, partnerships and
education in health care.

The improvement project was guided by the principles of
inter-professional learning, community development and
adult learning. It assisted to identify engagement barriers,
gaps in current systems and break down the language
barriers between health care professionals, community
workers and members of the public. The project tools
empowered communities by giving them confidence to
become strong advocates in providing care and
management of chronic disease, and increased the
involvement of people with chronic disease in community
activities. The project’s success was achieved as a result of
successful partnerships, effective consultation,
collaboration and reflection events. The final model
developed was in line with the Government’s initiatives to
strengthen the community’s capacity in chronic disease
self-management. | was inspired by David’s presentation
and the processes behind this successful project and plan
to further investigate their tools, techniques and strategies.

The session ‘Collaboration and Co-operation; Consumer
Participation at Southern Health’, presented by Pauline
Hopkins and Kathleen McAleer continued the patient
centred focus. They reported some impressive
achievements including the development of a community
participation plan, consumer participation rosters and
embedding participation as an organisational key
performance indicator. | plan to inquire further about their
implementation strategies and assess how they can assist
my organisation to improve consumer participation.

The core concepts of care being respect and dignity,
information sharing, participation and collaboration
presented by Joyce Murphy, Susan Bigger and Eileen
Thompson in their session on ‘Introducing Patient and
Family Centred Care the Australian Way’, could be utilised
in any health care organisation today. Of course, there
needs to be thoughtful consideration in providing training
and implementing adequate change management
strategies.
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| would like to further investigate these concepts for
implementation within my organisation.

From these sessions, | learned that patient centred care is
becoming an increasing level of focus within health care
organisations today however the concept is continually
evolving. Many organisations still need to invest in team
and professional training; some also need to re-organise
their systems to work more effectively with community
agencies and support groups. Evidence was presented
during the three conference days that patient centred
care can lead to better outcomes including; decreased
length of stay, increased patient satisfaction, reduced
patient anxiety, reduced medical error rates and
increased staff morale. The concepts | have learned could
assist to improve patient centred care within my
organisation.

Managing Health Care Performance

The session provided by Dr Chien Earn Lee on ‘Managing
Health Care Performance at a Systems Level - Now and
into the Future’, discussed the key challenges in
managing health care performance and designing
appropriate systems. He further acknowledged the
requirement to have patient centred systems and named
this as one of three key challenges in health care today.
He spoke of turning the knowledge of health
professionals into value for patients and their care
planning whilst moving from silos to systems. He
discussed the value of understanding the needs of the
population and being congruent and consistent with the
community in providing care. The session went on to
discuss  establishing vision, policies, processes,
frameworks, assessments and structures that should be
implemented in order to provide efficient, effective and
appropriate patient centred care.

Cabbage Patch at WGHG

This session provided by Linda McCoy ‘Cabbage Patch at
WGHG’, discussed the implementation of a credentialing
and defining scope of practice system for allied and
community health services.

Some of the outcomes of the system were; a formalised
process, standardisation across all areas, establishment of
policies and procedures and formalised assessment of
staff practice against scope of practice. This session was
useful as managing a similar system is part of my current
role. | was able to assess our methods against theirs and
as a result, plan to implement a formalised annual check
of actual clinician practice against their documented
scope of practice within my organisation.

Influences on Day to Day Work

The opportunity to network with peers, exchange ideas
and keep abreast of latest developments in safety and
quality in health care was fantastic. Attending the
Conference provided additional tools and increased
knowledge with regard to the importance of having
continuous improvement, having systems that address
deficiencies, deliver opportunities and minimise risk.

| plan to share this information with staff at my
workplace. It also assisted to provide contacts for future
benchmarking opportunities in order to improve overall
systems and further improve care delivery to patients
within my organisation; all of which | plan to pursue.

I sincerely thank the AAQHC for providing the scholarship
and the opportunity to attend this excellent conference.

Wincalla Rolinac
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Beautiful Perth, inspirational speakers and connections
with old friends and new who make up a community of
people, all passionate about quality in health care. Thanks
to the AAQHC who responded to my brief application as a
new member by providing me with a scholarship through
the Victorian branch to attend the 2010 Australasian
Conference.

| would like to start by mentioning the relief | felt when |
bumped into an old school friend who read my name tag
and asked me what | was speaking on. “Speaker! Me? Oh
| don’t think so!” A labelling mistake had occurred,
however to be categorised with the calibre of speakers |
listened to would be a great life’s achievement in the field
of Quality.

I would like to mention some of the highlights |
experienced during the three day conference. | will of
course leave out many as it is impossible to attend all
sessions and the content choice is designed to appeal to a
variety of interests.

The initial session featuring Professor René Amalberti
who took us on a melodic journey covering the four steps
of safety and much more whilst relating health care to
aviation.

Professor Amalberti was present through many highlights
of the Conference including the fireside chat with
Professor Jeffrey Braithwaite (or was that really
Parkinson?) | am a little short sighted but | recognised the
music!)

The fireside chat at the conclusion to day one was a
conference highlight and | can certainly be added to the
list of Professor Mary Chiarella’s fans as she truly is an
inspiration to nurses.

My choice of sessions on Monday was the workshop with
Bernie Harrison and Bronwyn Shumack, NSW Clinical
Excellence Commission.

This was a really positive and interactive workshop in
which we used practical examples to apply tools for
effective communication and clinical improvement. | left
with ideas to take back to my workplace, some great
references to use and titles for further research.

The Welcome Reception at the end of day one
overlooking the beautiful Swan River was a great
opportunity to catch up with colleagues from all over
Australia and beyond, listening to a great ensemble of
young artists.

Tuesday began “To Death We Learn” through a coronial
approach, which in all was a great reminder that we are
all a team and work from each direction to ultimately
improve the health care experience and minimise risk.

| chose to attend ‘The Patient as Partners in Health Care
Quality’ workshop on Tuesday morning. The workshop
had a multifaceted approach. | really appreciated that we
had consumers in the room that could share their stories
and participate as members of the health care team to
improve the experience for us all. | saw research and
reality unite and again took away ideas to share with my
colleagues.

Dr Dianne Watson was not only a pleasure to listen to in
the afternoon but kept me acutely concentrated
(following a generous lunch) whist she linked public
reporting to what consumers want as establishing the key
success factors to the increase reporting, evaluation and
improvement cycle.

| did not attend the dinner on Tuesday night but will not
let this chance go by again as | would not want to miss
what was reported as great food, venue and
entertainment. Green frogs and dancing were not
mentioned together but | did conjure that picture in my
mind.
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Wednesday started with two inspiring speakers who have
been instrumental in developing quality systems at the
highest level. It was such a privilege to listen to both
speakers who delivered a glimpse of their complex
portfolios in such a common sense and practical manner.
It was humbling to experience the intelligence of Major
General Paul Alexander and Dr Chien Earn Leeg, first hand.

| attended the Project Management Tools session on
Wednesday delivered by Maureen Robinson and Sandy
Thomson. | was influenced to attend for two reasons.
Firstly because | have been involved in project
management and know there is always more to learn and
secondly because | wanted to listen to Sandy who is a
course facilitator at Murdoch University for the Masters
of Leadership and Quality Management course which |
am undertaking. | will mention that | was inspired to
commence this course whilst attending my first AAQHC
Quality Conference being the 7th Australasian
Conference in Sydney.

| am really excited about the Project Management notes
and toolset collection ideas | have gleaned from this
workshop which was delivered by two people who live in
the world of successful project management.

The final session facilitated by Professor Clifford Hughes
featuring keynote attendees included an apparition of
Lord Ara Darzi. Lord Darzi talked about the three key
things to improve Health Care: In short —

1. Separating Politics and Delivery

2. Increasing power of clinicians for
accountability to Quality and Safety

3. Empowering the consumer so they are

well informed to make decisions
regarding their health care.

We look forward to meeting him at the next conference.

Professor Hughes summed up by talking about building a
quality machine that will continue to improve delivery of
safe and quality health care and hoped we would take
back the message to younger and less experienced staff
to be involved in future conferences and quality
leadership opportunities to keep the machine going.

The key message | took from the Conference ‘Back to the
Future — Unlocking the Potential’ was, “It is all about the
Consumers”. It may seem a long way to go for a message
that we have always known but | now feel more
empowered in ways to deliver it.

The next Conference is in Melbourne 2011.

| hope to see you there.

Sue Worncssey
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The first Australasian Conference of Safety and Quality in
Health Care that | ever attended was the 3rd conference
that was held in Adelaide in 2005. | was then able to also
attend the 2006 conference in Melbourne, 2007 in
Brisbane and in 2008 Christchurch and was very pleased
due to the scholarship provided by AAQHC to be able to
attend the Perth conference in 2010. | scanned the
proposed program and wondered if after five years |
would learn anything new and if indeed the speakers
would be able to stimulate any new ideas and actions for
improving patient safety.

The keynote address piqued my interest immediately
when Professor Rene Amalberti stated safety is not just
systems it is also people. Over 5 years | had found that
conferences had focussed on (but not limited to)
consumer involvement in care, the Swiss cheese model
and using a systems approach to overcome variance, no
blame, systems for reporting and how to improve
reporting, then came a swing to maybe incident reporting
isn’t the answer, and now in 2010 human factors are
being given more consideration.

After hearing Professor René Amalberti’s opening address
| decided that | had to attend his workshop on human
factors in quality and safety, and | was not disappointed.
| learnt among other things that adopting a system
approach is not complex enough for health. For example
we don’t close the door when the Emergency
Department is busy (unlike other industries). Resilience
of our workers is important in health care however we
need to be wary of the paradox created when we
implement a systems approach and then realise that
systems can make people less experienced as people are
trained only to answer to the expected. This of course
creates quite a conundrum for health care.

| also enjoyed the Thinking Outside the Square session on
Wednesday afternoon and was pleased to see that a talk,
The Future is Now-Partnerships for Patient Safety by
consumer Stephanie Newell, had now mainstreamed into
general sessions and was not set aside in a consumer

themed session. We listened as Stephanie told us about
the first Australian WHO Patients for Patient Safety three
day Workshop that was held in Perth in July 2009 and the
creation of The Perth Declaration for Patient Safety. The
powerful stories told by consumers resonated with the
audience and reminded us why we care about safety and
quality in health care. Resilience in health care, human
factors? It was the resilience of the consumers telling
their stories in that session that | noted.

| also heard Diana Shipp, in the outside the square
session, speaking on User Applied Labelling of Injectable
Medicines: A National Initiative. If | am only able to
implement one initiative that | heard about at the
Conference this one is it for me. This is a national
initiative to come from the Australian Commission on
Safety and Quality in Health Care. | have already given
the glossy brochure to our Pharmacy Manager and we are
following up on how we can implement this national
initiative. Information on this initiative and many other
initiatives are to be found on the website-
(http://safetyandquality.gov.au/) | suggest this if you
haven’t already check it out.

Professor Jeffery Braithwaite’s session on learning from
high profile inquiries gave a breakdown of eight major
inquiries in six different countries regarding poor clinical
practice. The findings showed many similarities including
deficient team work, patient and family were not
informed members of the team, quality monitoring
processes were deficient and in most cases it was the
patients and or carers who raised concerns. Generally
critics were ignored or abused and the statistics given
regarding whistle blowers (for some health professionals
approximately 1/3 or 15 years of their career gone) was
not encouraging. However Jeffery did state that in
looking for answers we need to recognise that the
industry needs standards for quality, safety and
efficiency. This session supplied evidence and
consolidated for many of us what we already knew. One
of the later speakers asked the question “When does
incident reporting information become knowledge and
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how do we transfer that knowledge across systems?”,
and | did ponder that question in relation to this talk. For
me it was a reminder of the importance of translating
information into action for example having a consumer
liaison as part of the safety quality team and indeed the
importance of providing tools and educating teams to
communicate.

Attending the AAQHC Conference is not only about the
presentations. | enjoyed the Welcome Reception as apart
from the lovely food and drinks, it is always great to
network with new people with similar interests and from
locations as diverse as Northern Western Australia to
Tasmania. The opportunity to view the posters and chat
to the people who had instigated changes in the
workplace is inspiring and a reminder that we can achieve
change. It is also an opportunity to make contact with
people with whom we can exchange ideas and seek help
from when attempting to instigate similar activities in our
own organisation. Implementing ideas gained from The
AAQHC Conference is one of the most effective ways that
| know to inform people about the organisation and the
benefits of being a member and attending conferences
and workshops on safety and quality.

Therefore the answer to my initial pondering “Would |
learn anything new and would the speakers be able to
stimulate any new ideas and actions for improving
patient safety”, the answer is a resounding YES. | feel
that in attending this Conference | have been able to
listen to renowned experts and familiarise myself with
evolving trends in safety and quality and most
importantly consolidated some ideas about the
importance of human factors in health care.

Pam Selim

Safety Quality and Risk Management Co-ordinator
Division of Imaging, Acute Care & Clinical Support
The Queen Elizabeth Hospital

CONFERENCE REPORT BY LILLIAN STIBBS (NSW)

The ARD Dictionary website (2010) describes a conference
as: “a pre-arranged meeting for consultation or exchange
of information or discussion (especially one with a formal
agenda).” This statement defines the objective of
delegates attending the 8th Australasian Conference on
Safety and Quality in Health Care and one | believe was
achieved with success.

Dr Annette Pantle, AAQHC President welcomed us to Perth
and the Conference where the theme was “Back to the
Future — Unlocking the Potential”. This promised those
involved in quality and safety from a variety of health care
fields, a chance to consider where we have come from,
where we are and where we are going. While we were
privileged to consider a wealth of information from a
range of exceptional speakers, in this format it is only
possible to give a précis of a few of the thoughts and ideas
| came away with.

Prof. René Amalberti challenged us to consider that there
is risk inherent in all human activities and while we in
health care are getting better, we should consider whether
were we actually getting safer. We were presented with
four methods for making systems safer:

e Mapping the risk/reality - using the model of: Identify,
Analyse, Assess. Prof Amalberti felt this process tends
to be intuitive in medicine, usually looks at the risks of
yesterday and is generally based on reporting systems.
However, it was noted that as only about 15% of
incidents are reported this was not a particularly
reliable means of creating a safer system. Reporting
could be considered as happening in one of three ways.

o Class1 Staff, though not consistent and not
usually coming from Doctors

o Class2 Patients, who were not usually believed

o Class3 Trends

3(a) - Medical records, which only
identified about 80% of risks
3(b) - Auto surveillance system
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e Confronting the model — looking at how safety rules
are designed.

It was proposed that there is often a migration of
boundaries. In setting tight or unrealistic protocols,
staff will often change them in certain circumstances
which then become the norm (the example of double
shifts was used). This ‘new norm’ then often moves
closer to the accident level.

e Adopting a systems approach - this results in increasing
safety margins and encourages team players. Many
people are seen to work well at their own level but
ignore the impact others have on the care they
provide.

There is a tendency to over-optimise solutions in one
silo, while the same is happening in another. Without
consultation and review, this often results in
transferring risk from one point to another. This
problem could largely be eliminated where there is a
team attitude.

e Resilience engineering — this method encourages
flexibility in processes. Rather than simply adapting to
change, it looks to creating systems and processes that
can continue to operate effectively in situations where
there are interruptions and deviations that fall outside
the norm. This concept was defined by the equation:

St=Si + Sm or Safety total = safety imposed + safety managed

Prof. Amalberti considered that the ultra safe
environment achieved by regulations & ‘big brother’
(monitoring) systems such as in aviation model often
results in a decrease in individual expertise as personnel
are dependent on rules and regulations. Individual
competencies are important within the team
environment. This increases the possibility that staff are
as safe as possible when exposed to situations which
threaten safety. By not exposing staff to risk means they

are only able to manage known risks which have set
protocols and guidelines. This can limit their ability to
function safely in a variety of situations. Health is
generally performance driven rather than safety driven
and as such is an immature model of safety. It was
suggested that there is a % life of knowledge. In health it
takes approximately 10 years to embed systems and
protocols but the health care environment actually
changes around every five years, so not redesigning the
protocols around the risk means we cannot sustain good
outcomes. Rather than continuing to look to aviation,
there is a need to look at other industries for examples of
how to safely manage changed conditions and variables
e.g. manufacturing or information technology (IT) which it
was noted changes every three years.

Looking to the future, Prof. Amalberti suggested there is a
unique opportunity to reorganise systems and increase
safety and put forward four challenges for the next
decade.

e Hospital and professions redesign (most particularly in
the field of Day Surgery);

e Safety in primary care;

e (Care continuity;

e Greater patient involvement; allowing the patient to
report more, learning to listen to patients and
disclosing more.

The first workshop | attended was on using practical tools
for Improvement in Quality and Safety in Health Care. We
participated in an interesting exercise where we
experienced firsthand the differences between the
Taylorism approach to manufacturing and the Kaizan
approach. We were required to ‘build’ paper planes
using one of these approaches. With Prof. René Almaberti
as judge, we worked madly for three minutes to produce
a ‘high quality’ product. It brought home to us the ways
we sometimes work in health care. Either with the
hierarchical Taylorism model, where there is a demand
for achievement of performance measures or KPl's or
alternatively, the Kaizan method which values the
contribution of all team members, constant
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communication and a focus on quality and reduced
variability.

We then moved to reviewing some practical problems
and looked at developing a cause and effect diagram to
assist in giving a visual representation of the causes of
these problems and the relationships between them.
This concrete way of learning helped participants retain
the knowledge learned.

In the Plenary session titled, “From Death we Learn,”
Judge Neil MacLean reviewed the history of the Coroner’s
profession. He identified that Coroners operate
inquisitorially and can pursue inquiries how they see fit.
They are able to provide an objective analysis that can
help heal wounds and bring closure. Judge MaclLean
quoted the author Bujold who wrote; “The dead cannot
cry out for justice, it is a duty of the living to do so for
them.” He suggested that autopsy is the ultimate quality
review and it enables the opportunity for clinical
information and learning. We were reminded that unless
we know the truth, there is often an inability to do
anything about the problem.

The Patients as Partners workshop helped delegates to
look at the way we interact with our patients. It was felt
that to be truly innovative, collaboration must occur.

Nurses particularly were reminded that being a patient
advocate is part of the job. It is unfortunate that
frequently organisational culture does not support the
voice of the consumer. Employee communication skills
are often poor as is recognition that body language is also
important. It is necessary to engage health professionals
to improve their ability to communicate effectively and
important to address the patient’s need to feel part of
what is happening. This in turn will assist organisations to
function more successfully. Richard Branson (Virgin
Airlines) was quoted as saying that, “the organisation
looks after the staff, the staff look after the customer and
the customer looks after the bottom line.”

Quality of care is not just technical; it is ‘whole
experience’ care. Evidence was presented to show that
when patient centred care refocussed care delivery
around the patient, it improved the patient experience.
While this resulted in significant clinical benefits, there
were also considerable operational advantages. It has
been seen to increase patient adherence to medical
treatments, decrease medication errors and lower the
incidence of adverse events. It was also linked to reduced
rates of mortality, hospital acquired infection and surgical
complications.

Other positive outcomes were an enhanced patient
perception of the quality of care received and a
corresponding increase in the return of patient
functionality. The patient satisfaction that came from
introducing a patient centred approach had the flow-on
effect of increasing employee satisfaction and employee
retention levels. However, it was noted that it was
essential to ensure changes such as this were sustainable
beyond the individuals leading the transformation and
become embedded in the organisation and its culture.

Some of the strategies utilised in introducing patient
centred care were:

e Rounding on staff and patients

¢ Acknowledgement of good service

¢ Gaining feedback from both patients and staff

e The use of whiteboards for communication

¢ Introduction of communication techniques such as
AIDET (acknowledge, introduce, duration, explain,
thank you)

e Discharge calls — reaching out to the community

e Leader development initiatives

e Building of individual accountability

The issue of public reporting was discussed by Dr. Dianne
Watson who related the Canadian experience. There it
was found to enhance transparency, increase
accountability, provide choice for consumers, stimulate
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quality improvement activities and improve clinical
outcomes and quality care. The care experiences found to
matter most to patients who stayed in hospital for one or
more nights were how staff teamwork was achieved,
specifically how well Doctors and Nurses work together
and Nurse courtesy. Also important was that they were
treated with respect and the availability of Nurses. We
were reminded that those in the community learn about
facilities from the perceptions of others, specifically
patients who have been in our care.

Prof. Donna Mak of Notre Dame University presented
how utilising medical students to undertake clinical audits
in the hospital setting had worked in Western Australia. It
was identified that while this was seen as an important
curricula activity, it also had very real benefits for the
facility involved. The program ensured that audits
undertaken were learner centred and fulfilled the
Australian Council on Healthcare Standards (ACHS) Audit
Guidelines. Audits were chosen because they were
considered a priority for the organisation and a useful
adjunct to the service provided. This concept showed
how working together by this means not only assisted the
clinical learning of the student but also provided the
facility with audit outcomes that were achieved with
robust methodologies producing verifiable results.

As a nurse, two comments espoused during the
Conference resonated with me particularly. Firstly, Prof
Mary Chiarella stated that good nursing is essential.
When good nursing care is carried out, it is so profound
and so personal that it often isn’t noticed but when done
badly it can ruin a patient’s health care experience.
Secondly, Dr Annette Pantle felt that the current system
raises Nurses and Doctor’s separately but then expects
them to understand each other and work with each
other. We need to work harder to make relationships
more fluid.

With over 600 delegates from across the nation and the
world, excellent speakers and supportive trade, this

truly was a coming together for conversation and
information sharing. It was a unique opportunity to learn
from the past, review today and look to the possibilities
of tomorrow. | would like to thank the AAQHC for the
scholarship | received to attend the Conference. It has
provided me with thoughts that provoked; ideas that
challenged, and information | can use and share in the
workplace. Applying for the scholarship was not as
daunting a task as anticipated and in itself a worthwhile
process which | would highly recommend. Dr. Pantle
expressed that she has a desire to leave a legacy where
Quality and Safety is part of normal business. | believe
that all of us working in this field have the same ambition
and it is incumbent on us to continue to expand our
knowledge and experience so that this prospect becomes
reality. With that in mind, the AAQHC Conference is the
health care event not to be missed and | eagerly look
forward to 2011.

As part of the program, there was a break from the usual
format, where Prof. Jeffrey Braithwaite hosted a
Parkinson-style Fireside Chat and we were able to ‘meet’
some of those involved in the Conference. While we
learnt a little of their backgrounds and interests, they
each left us with a specific message relating to Quality
and Safety in Health Care and | would like to conclude
with these.

“Take the opportunity to multiply your experiences.”
(Prof. René Amalberti)

“Keep an open mind and keep striving to improve.”
(Dr Annette Pantle)

“Be ready to change your mind.”
(Prof Mary Chiarella)

Lillcan Stittbs

References:
ARD Dictionary 2010 viewed 21 September, 2010,
www.ardictionary.com
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CLINICAL PAPER

Pre-operative Assessment Clinic in a Private Hospital

Dr. Patrick Lockie

Abstract

St. John of God , Geelong a 128 bed acute private hospital has modified an existing pre-operative assessment clinic to
include a protocol for laboratory work-up of patients. This paper describes the steps in introduction and application of
that protocol. Clinical indicator data demonstrates that the protocol has eliminated late cancellation of cases due to
medical reasons. There is a probable reduction also peri-operative morbidity.

Article

Appropriate pre-operative anaesthetic assessment of patients is important in reducing mortality and morbidity from
anaesthesia. The Victorian Consultative Council on Anaesthetic Mortality and Morbidity states: “the Council remains
concerned about the on-going contribution of inadequate pre-operative assessment and/or management in anaesthesia —
related adverse outcome.” (1). Preoperative assessment can be organisationally more difficult now as many patients are
admitted on the day of surgery.

The hospital has had a peri-operative service since 2004. Through the use of a questionnaire, this service originally
detected patients at high anaesthetic risk, and arranged appropriate referrals where necessary to anaesthetists. There
was no direct involvement in the assessment other than this referral process for high risk cases. Ordering of any pre-
operative tests, cross matching and referral to other doctors eg cardiologists, as part of a pre-operative assessment
remained at the discretion of the surgeon.

This hospital, did, however, continue to find still late cancellation of cases just prior to surgery, due to a lack of adequate
pre-operative assessment, including occasional absence of pre-operative cross matching of blood in cases, where it would
be usually required. As a result with the advice of visiting anaesthetists, the hospital decided to develop an active pre-
operative screening program to assist in the assessment.

After discussion with surgeons and anaesthetists a work-up protocol was introduced to the pre-admission clinic at the
hospital in early 2006. The protocol was designed by visiting anaesthetists, based on a similar one used at the local public
hospital. Procedures were classified into low risk, medium and high risk, and risk based on age and morbidity factors. The
subsequent “rating” was used to assess the need for various preoperative tests and referral to the anaesthetist for formal
assessment.

Once the protocol was finalised it was then circulated to all visiting medical staff. At that point each proceduralist was
given an “opt out” option i.e. they could choose not to have their patients screened other than the normal admission form
being completed.

No surgeon decided to opt out of this system. It was emphasised that the surgeon should still arrange for appropriate
work-up, using the protocol in their own rooms to determine the appropriate level of work-up, and that the peri-operative
service would only act as back up when omissions in workup were detected.
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The clinic is usually staffed by two regular Division 1 nurses, and a Division 2 nurse. The system appears to function
well, though, even with occasional casual staff, because of the simple protocol.

Procedure

Each patient completes a thorough medical questionnaire prior to the planned surgery date. This form is reviewed by
the nursing staff in the peri-operative service. The patient is risk-rated according to the questionnaire answers, age
and the surgery to be undertaken.

The form also includes a section where surgeons indicate any relevant tests done pre-operatively. Most surgeons are
very fastidious about following the protocol most of the time, and thus the role of the clinic much of the time is to
ensure results of any tests ordered are included in the hospital record, and are available for the anaesthetist prior to
surgery. Surgeons occasionally miss appropriate tests through oversight of significant co-morbidities, perhaps as
patients will give a more complete medical history via the questionnaire. A few surgeons do not do any pre-operative
work-up where indicated, and leave this task completely to the peri-operative clinic.

Initially, contact was made with the referring surgeon if there was appeared to be any omission in testing, to ask the
surgeon if he or she wanted those tests to be done. This proved clumsy, time consuming and unreliable so it was
decided that if there were gaps in the pre-operative work-up, testing would be done as per the protocol, without
reference to the admitting doctor.

If further work-up was indicated then relevant request forms were either collected by the patient or faxed to their
nearest provider. Request slips for blood tests, cross matching, ECG or X rays as needed are completed by the
hospital Medical Adviser or Intensive Care fellows. Results are made available to the admitting surgeon, the
anaesthetist and the hospital record.

Very high-risk patients, with multiple or high risk co-morbidities are also flagged to the relevant anaethetist directly
well before the surgery date.

Results

Table 1 shows the number of same day admissions for surgery cancelled on the day of admission, because of acute or
chronic medical conditions. The protocol was first used in early 2006, with full operation in the second half of 2006, so
figures from 2004 and 2005, should be compared to 2007 to demonstrate any effect.

Table 1: No. of cases cancelled due to acute medical conditions.

Year No. of cancellations/  Percentage Private hospital rate
total cases cancelled (ACHS data)

2004 12 /6751 0.18 0.11

2005 7/5992 0.11 0.15

2006 3/6288 0.04 0.15

2007 (half) 0/3333 0 0.13
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There is a clear trend for reduction in cases cancelled, with none so far cancelled this year.

In addition, there is anecdotal evidence from our anaesthetists and intensive care staff that better information is available

for management, particularly in cases of unexpected complications e.g. because cases at risk of significant blood loss have a
“group and hold” performed, there have been no instances in the last twelve months of patients having a transfusion
delayed because of a wait for cross-matching.

Discussion

Routine laboratory testing has been shown to be ineffective in reducing risk (2), and hence not cost-effective, but targeted
laboratory testing based on patients age, pre-operative morbidity and type of surgery, is useful (3) with no increase in
patient risk.

Ideally the treating surgeon would always perform appropriate pre-operative workup, but this does not always occur, for a
variety of reasons. Presence of a back-up system such as that described here can provide an added level of safety. Our
system has, at least in the last six months, eliminated last minute cancellations due to medical conditions. This is obviously
beneficial to the patient, the hospital and treating doctor.

Much time was spent, prior to the introduction of the protocol, checking with surgeon’s rooms regarding pre-operative
work-up, especially whether certain tests had been ordered. Because the current system is “compulsory”, the pre-
admission staff is able to follow the protocol without reference back to the surgeon, thus saving considerable time. Overall
the protocol has probably saved the pre-admission staff some time, and no extra staff has been needed.

The nursing staff running the clinic require minimal medical support. largely completion of request slips. Even in a private
hospital setting, it can work effectively, with a full acceptance by admitting proceduralists.

Whilst most surgeons in the majority of cases are diligent in their pre-operative management, a system as described here
provides a patient safety back-up, with reduction in cancellation of cases and reduction in patient morbidity. This need for
this clinic may increase as many public hospitals now have formal preoperative assessment clinics that completely take over
the assessment from the surgeon. This could result in a generation of proceduralists that have never done their own pre-op
work-ups, and private hospitals might have to adopt an increasingly active role in this critical patient safety area. The
process has been well received by surgeons, even in a private hospital setting.
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This exciting new “Healthcare Collaboration’ comprising of:

The Australasian Association for Quality in Health Care (AAQHC); The Australian Council of Healthcare
Standards (ACHS); the Australian Healthcare & Hospitals Association (AHHA); and The Royal Australasian

College of Medical Administrators (RACMA), is working together to bring you an unforgettable conference
to be held in Melbourne, From October 12 to 14, 2011.

The Conference theme reflects the challenges of delivering integrated healthcare in the current reform
environment, including Governance; Information Management and e-Health; Clinical Leadership;
Appropriateness of Care; Safety and Quality; and the need for Patient-Centred Outcomes.

Who should attend?

This high profile collaborative event will appeal to a wide cross-section of the healthcare industry, across all
areas — metropolitan, regional and rural/remote. If you are a manager or a clinician working in Acute Care
Hospitals, Aged Care and Primary Care, you will find this Conference to be informative and stimulating.
Renowned international and Australian speakers will present an exciting and educational program of

plenary sessions, invited papers and workshops around the theme ‘The Great Healthcare Challenge! —
achieving patient-centred outcomes.

Please visit www.healthcollab.org.au to register your interest
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ABSTRACT

Objective: To describe a quality improvement initiative in the management of acute postoperative pain in Australian
hospitals.

Design: Multicentre, cross-sectional, retrospective inpatient medical record review and post-discharge surveys of patients
and their General Practitioners (GPs), conducted between October 2006 and October 2007, before and after targeted
educational intervention.

Setting: 62 Australian hospitals — representing the spectrum of regional/remote to principal referral and including private
and specialist hospitals.

Participants: Up to 50 adults undergoing emergency/elective surgery per hospital, in each of baseline and follow-up
phases.

Outcome measures: Documented preoperative education; pain and sedation assessment; safe and effective analgesic
prescribing and communication of a pain management plan to patients/carers and their GPs at discharge.

Results: 2704 baseline (2780 follow-up) patients were included. Documentation of preoperative education regarding
postoperative pain was noted for 31% (44%) of patients. 57% (76%) of patients had at least one pain score documented in
the postoperative data collection period. Of patients prescribed analgesia, 68% (74%) were prescribed regular paracetamol
and 23% (18%) only ‘as needed’ analgesia. Of patients prescribed opioids, 50% (61%) had at least one documented sedation
score and 87% (90%) were prescribed an antiemetic agent. Discharge pain management plans were documented for 26%
(40%) of patients and of these, 86% (87%) were communicated to patients and 71% (77%) to GPs.

Conclusions: Targeted interventions including one-on-one educational visiting and feedback of comparative data improved
some key outcome measures; performance and documentation of preoperative education, post-operative pain and adverse

event assessment and discharge communication with patients and GPs.

KEY WORDS: postoperative pain, quality improvement, continuum of care
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INTRODUCTION

Responsibility for the management of acute postoperative pain varies widely between institutions, and despite
proliferation of treatment guidelines and dedicated acute pain services, patients continue to experience moderate/severe
postoperative pain (Warfield and Kahn 1995; Yates et al 1998; Manias, Bucknall and Botti 2005). Poorly controlled acute
postoperative pain may lead to chronic pain syndromes, with the intensity of postoperative pain a predictor. (Perkins and
Kehlet 2000; Acute pain management: Scientific evidence. 2005). Additional efforts are therefore required to improve acute
postoperative pain management (Apfelbaum et al 2003).

Consultation by the national project team (see Acknowledgements) identified acute postoperative pain (APOP)
management, as an area of interest for many health professionals and the National Prescribing Service Limited (NPS).
Concerns included practice standards, drug/dose selection, timing, duration, and appropriate monitoring of the
safety/efficacy of prescribed analgesia. Additionally, there was concern regarding communication both within the hospital
setting and across the continuum.

We describe the results of a quality improvement initiative in Australian hospitals on the management of acute
postoperative pain.

METHODS

The APOP project was conducted in Australian hospitals between October 2006 and October 2007. Established Drug Usage
Evaluation (DUE) methodology - audit, evaluation, feedback, intervention, and re-audit - was employed (SHPA Standards of
Practice for Drug Use Evaluation in Australian Hospitals 2004; Dartnell 2001).

The national project team established quality indicators and measures as guided by the publications of the Australian and
New Zealand College of Anaesthetists (ANZCA) (Acute pain management: Scientific evidence. 2005); the Therapeutic
Guidelines (Analgesic Writing Group 2002); ( Victorian Quality Council (Victorian Quality Council 2006); and the American
Pain Society (Gordon et al 2005). Support and consultative advice for the project were provided by the Faculty of Pain
Medicine, ANZCA. The Royal Australasian College of Surgeons, with a philosophy of supporting initiatives in improving the
quality of clinical care, also supported the project.

Hospitals participated voluntarily, each site enrolling up to 50 adult (> 18 years) elective/emergency surgical patients for
each phase. Patients suffering major trauma or undergoing minor surgical procedures were excluded.

Eligible patients were identified, and informed consent obtained for post-discharge follow-up. Data were collected
retrospectively, for up to 48 hours, from one of the following defined postoperative periods: immediately following
surgery; immediately following return to ward after surgery; after discharge from the care of Acute Pain Service; or after
removal of an epidural/ patient controlled analgesia.

Data elements included patient demographics; pain history; documented preoperative education; surgery type; details of
pain and sedation assessment; inpatient analgesic prescribing; discharge medications; and evidence of communication of a
pain management plan to patients/carers and general practitioners (GPs) at discharge. A pain management plan was
defined as a list of prescribed analgesics, including dose, interval, anticipated duration; patient-specific information; non-
pharmacological management; and a hospital contact for postoperative concerns/complications.

Approximately five days after discharge, previously consented patients were phoned for the patient survey; and GPs were
posted/faxed the GP survey.
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Hospitals entered de-identified data into a purpose-designed database, for central analysis by NPS at hospital, state and
national levels. Ethics committee approval was obtained for each site.

Intervention

Educational interventions using 'key messages’ derived from the baseline findings included one-on-one educational visiting
("academic detailing’); group education sessions, incorporating feedback of baseline results; and reminder materials
including posters, bookmarks, pain assessment tools, and a discharge checklist.

APOP Key Messages
o optimal postoperative pain management begins preoperatively

o assess pain regularly using a validated tool

o ensure safe and effective analgesia

o monitor and manage adverse events

o communicate an ongoing management plan to patients and carers at discharge
RESULTS

62 Australian hospitals participated in the baseline audit, 60 completing the whole project. Hospitals comprised 31 principal
referral, 10 large major city, 10 private, 5 large regional and remote, 3 medium major city/regional, 2 specialist
women’s/children’s hospitals and one private-regional hospital group collaborative for baseline (Australian Institute of
Health and Welfare 2006). 2704 patients were recruited to baseline, 2780 to follow-up.

Table 1: Patient Demographics

Demographics Baseline Follow up
n = 2704 (%) n = 2780 (%)
Female 59% 59%
Median age in years (range) 58 (10-100) 58 (10-103)
Patients with pre-existing pain condition 719 (27%) 814 (29%)
Median length of stay 5 days (0-112) 5 days (0-102)
Patients seen by Acute Pain Service 610 (23%) 730 (26%)
Surgery type:
Orthopaedic 823 (31%) 866 (31%)
Abdominal 633 (24%) 621 (22%)
Obstetrics and gynaecology 477 (18%) 467 (17%)
Urology 146 (5%) 154 (6%)
Plastics and reconstruction 135 (5%) 171 (6%)
Other* 485 (18%) 445 (16%)

*Each surgery type included in ‘other’ was performed on <5% of the cohort
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Table 2: Hospital staff attending Intervention education

Individual academic
detailing sessions

Group education
(437 sessions)

Prescribers 803 787
Nursing staff 3425 1014
Pharmacy staff 505 111
Total 4733 1912
Grand total 6645

At baseline 60% of patients (59% at follow-up) were documented to have attended a pre-admission clinic. 31% (44%)
(p<0.001) of patients received documented preoperative education regarding postoperative pain management.

Table 3: Pain assessment and patient monitoring over the defined observation period

Documented assessment Baseline Follow up
2704 (%) 2780(%)

Patients with at least one pain score 1537 (57%) 2102 (76%)

Patients with pain assessed on both rest and movement in same observation set 232 (9%) 658 (24%)

Validated pain assessment tool used, where specified:

Numerical Rating Scale (NRS)

1065 (39%)

1568 (56%)

Visual Analogue Scale (VAS) 68 (3%) 156 (6%)

Verbal pain scale 90 (3%) 89 (3%)

Faces pain scale 54 (2%) 51 (2%)
Descriptor 347 (13%) 295 (11%)

Patients with at least one sedation score
Patients noted to be sedated

Patients prescribed antiemetic agent/s

Documented monitoring for adverse effects in patients prescribed opioid/s

1231 (50%)
204 (8%)
2181 (88%)

1601 (61%)
223 (8%)
2434 (88%)
357 (13%)

Patients with at least one documented episode of nausea/vomiting* 322 (12%)

* Comparatively, in the sub group of patients interviewed at least one day after their surgery during the baseline data
collection period, 44% (518/1182 ) reported experiencing nausea and/vomiting.

43% of patients had no documented pain scores at baseline, 24% (p<0.001) at follow-up.
96% of baseline patients (99% follow-up) were prescribed at least one analgesic during the observation period. Of these,
96% for each phase were prescribed an opioid.
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Table 4: Prescribing patterns during the defined observation period

Analgesic prescribing patternsT Baseline Follow up

2704 (%) 2780 (%)
Opioid alone 158 (6%) 184 (7%)
Paracetamol plus an opioid 1451 (56%) 1581 (58%)
Paracetamol alone 62 (2%) 79 (3%)
Paracetamol plus NSAID plus an opioid 759 (29%) 817 (30%)
Paracetamol plus NSAID 39 (2%) 22 (1%)
NSAID plus opioid 44 (2%) 30 (1%)

Prescription of more than one class of analgesic (predominantly paracetamol plus opioid) occurred for 89% of patients for
each phase. 68% (74%) of patients were prescribed regular paracetamol and 23% (18%) of patients were prescribed ‘when
required’ (prn) analgesia only.

Table 5: Discharge Communication

Baseline Follow up
2704 (%) 2780(%)
Patients with a documented pain management plan 694 (26%) 1101 (40%)
Of these:
Management plan communicated to the GP 490/694 (71%) 851/1101 (77%)
Management plan communicated to patient/carer 599/694 (86%) 953/1101 (87%)
Elements of Pain Management Plan
Medication name 690 (99%) 1078 (98%)
Medication dose and frequency 659 (95%) 1044 (95%)
Intended duration of therapy 218 (31%) 490 (45%)
Clear instructions for intended pain management 494 (72%) 925 (84%)

Patient Survey

63% (85%) of the patient cohort participated in the post-discharge telephone survey.
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Patients reporting receiving preoperative counseling regarding postoperative pain management increased from 59% to 63%
(p<0.05). Increases were also reported for pain assessment at rest (77% to 82%, p<0.001) and movement (60% to 65%,
p<0.01); use of a pain scale (71% to 80%, p<0.0001) and receipt of discharge information (62% to 67%, p<0.01). Patients
preferring more information remained steady. (22%, 20%)

Many patients reported still experiencing pain at rest at the time of interview - 65% (61%), p<0.05.

GP Survey

730 GPs responded at baseline and 640 for follow-up. The discharge summary was received at a median of 3 (3) days, and
improvements were reported in the inclusion of pain management plans (50% to 60%, p<0.01); provision of clear direction
(27% to 37%, p<0.05); and adequate communication (34% to 41%, p<0.05).

DISCUSSION

The APOP project sought to examine the quality of Australian postoperative pain management, both as acutely provided to
and experienced by patients, and as communicated to patients and their community care providers for subsequent post-
discharge management. APOP did not seek to be prescriptive in terms of actual protocols or drugs used, but rather to
examine whether major evidence-based principles were being applied, and to improve acute postoperative pain
management in participating hospitals, where this was found not to be the case. Recent literature suggests that
postoperative pain continues to be suboptimally managed internationally. (Ene et al 2008; Hutchinson 2007; Rawal and
Langford 2007; Sommer et al 2008; Pogatzki-Zahn Zahn and Brennan 2007; Bell and Duffy 2009; Hartog et al 2010). 80% of
the annual seventy-three million surgical patients in the USA are reported to experience acute postoperative pain,
approximately 20% experiencing severe pain (Sommer et al 2008), whilst other studies report that 40-70% of patients
experience moderate to severe postoperative pain.

Studies conclude that although postoperative pain assessment and management is a high personal priority of attending
medical and nursing staff, supported by well-established protocols and an integral part of surgical nursing practice, it remains
ad hoc, with barriers to assessing and managing patient pain in practice yet to be overcome. The APOP baseline data
indicated that Australian hospitals experience the same issues as their international colleagues, and three main areas for
improvement were identified — postoperative pain assessment; Quality Use of Medicines issues around analgesic prescribing;
and communication about pain management upon patient discharge.

. Postoperative pain assessment

Safe and effective management of acute postoperative pain begins in the preoperative period and discussion of
postoperative pain management strategies and expectations with the patient may increase patient satisfaction and reduce
anxiety. A critical review of literature evaluating preoperative education since 1994 (Oshodi 2007), concluded that the studies
all point to a beneficial effect of preoperative education for adult surgical patients.

The growing use of pre-admission clinics serves to streamline preoperative assessment and may increase patient/carer
knowledge and positive attitudes towards pain relief (Acute pain management: Scientific evidence 2005).

Pre-admission clinic attendance is accepted practice in many Australian hospitals, with many clinics already capturing most
elective surgery candidates. Attendance rates were similar for baseline and follow-up, but improvements occurred following
intervention for documented provision of education - 31% to 44%. (p< 0.001)
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Baseline results for postoperative pain assessment are similar to those reported in the literature, with 40% of nurses in one
study (Ene 2008) reporting that they did not use a visual analogue scale, nor did they assess pain at both rest and activity.
After intervention documentation improved significantly, with only 24% (p< 0.001) of patients not assessed. This reflects
the enthusiasm with which Pain Teams, especially Pain Nurses, involved in APOP embraced and promulgated best practice
guidelines during the intervention. This significant contribution was recognised by some of the participating hospitals,
resulting in additional funding/positions being allocated.

. Quality use of analgesics

Even minor surgical procedures can be associated with substantial pain, and the use of regular analgesia where pain is
predictable may achieve early control and reduce patient discomfort. After the educational intervention significant
improvement (23% to 18%, p<0.001) was achieved in the percentage of patients prescribed pain relief on a ‘prn’ basis only.
No changes were seen in multi-modal prescribing, which improves analgesia and allows decreased dosages. (Analgesic
Writing Group 2002). Almost 90% of patients in each phase received paracetamol plus an opioid and/or a NSAID. Although
prescription rationale was not explored in this study, NSAID use was observed to be low, raising the question whether this
might reflect conservatism and/or contraindications to the prescription of NSAID therapy.

For patients prescribed opioids, documentation of sedation scores (more reliable than decreased respiratory rate in
detecting early opioid-induced respiratory depression) (Australian and New Zealand College of Anaesthetists and Faculty of
Pain Medicine 2005), improved significantly (50% to 61%, p< 0.001). However, little change was observed in the co-
prescription of an anti-emetic agent, a recommendation for optimal opioid use, with omission in 13% (10%) of patients.

That documentation of an ‘expected’ adverse effect is sub-optimal is highlighted by documented rates of nausea/vomiting
being 12-13% whereas 17-18% of patients interviewed after discharge reported experiencing nausea/vomiting during their
hospital stay.

Comparison of other data elements from the inpatient medical record review and the post-discharge surveys confirms the
incomplete nature of hospital documentation.

o Discharge communication and pain management plans

Patients discharged after surgery, and their carers, need appropriate information to manage post-discharge recovery, but
prior to the intervention, communication of such information was documented in only a quarter of patients, and of these,
only a third received clear instructions for intended pain management. The quality of this information was regarded as
deficient by the majority of GP respondents, who highlighted the lack of clear direction for pain management as an area of
concern. Patient outcomes associated with this lack of information are demonstrated by almost two-thirds of patients
reporting still experiencing pain at rest at the time of the post-discharge survey. Patients valued the discharge information
they did receive, which 60% (62%) rated as ‘good/excellent’, but many (22%, 20%) would have preferred more. Following
intervention, significant improvements were demonstrated, including documentation of a plan, inclusion of anticipated
duration of therapy, and improved rates of communication to both patient/carer and GP.

An acknowledged limitation is that APOP was conducted retrospectively and therefore depends on the completeness of
medical record documentation. The post-discharge patient survey may have been subject to recall bias. The GP survey may
have been biased to those practitioners wishing to record their dissatisfaction with communication received from the
treating hospital.
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In conclusion, the development and implementation of targeted educational strategies derived from the APOP baseline
results, promoting the principles discussed above, and harnessing the enthusiasm of acute pain specialist practitioners,
achieved significant improvements in the documentation and performance of preoperative patient education,
postoperative prescribing, pain assessment, regular review and management of analgesic-related adverse effects and
provision of useful post-discharge management plans to patients and community providers.
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