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ACSQHCACSQHC

Health Ministers Established ACSQHC to:
1. Lead and coordinate safety and quality in health 

care
2. Advocate for safety and quality and report 

publicly
3. Recommend national data sets
4. Provide strategic advice to Health Ministers
5. Recommend nationally agreed standards



2

ACSQHCACSQHC

Commission Programs
1. Australian Charter of Healthcare Rights

2. Open Disclosure

3. Basic Care Issues
Healthcare Associated Infection
Patient Identification
Medication Safety
Clinical Handover
Patient at risk
Falls Guidelines

4. Tools
Accreditation and credentialing
Information Strategy

Medication Safety ProgramMedication Safety Program

Aim
To improve the safety and quality of medications nationally

How?
• Building on existing medication safety and quality work

• Working in collaboration with key agencies and organisations 
involved in national medication safety and quality
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Literature Review: Extent and cause of Literature Review: Extent and cause of 
medication related problemsmedication related problems

• Admissions for ADEs 2006-07 101,003 1

• Admissions associated with ADR 1.3% 2

• ADR during hospital stay 1.2% 2

• Hospital admissions medication related 2  - 3% 

• Oncology admissions associated with ADR 74% 3

• Overall preventable hospital admissions
(medication related & ADRs) 33 – 75%

ADE in patients attending GP 10.4% 4

1 AIHW Health Report, 
2. Carrol R et al Aust Health rev 2003 
3. Lau et al Support Care Cancer 2004 
4. Miller & Britt MJA 2006

National Medicines Scoping StudyNational Medicines Scoping Study

1. The Patient’s Journey through the Health System
• Consumer access to information

• Continuity of care

2. Product Safety
• Enhancing post-marketing pharmacovigilance

• Packaging and labelling as contributors to error
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National Medicines Scoping StudyNational Medicines Scoping Study

3. Medication Management Systems

• Systems improvement through standardisation

• Medication distribution systems

• Use of technology to improve medication safety

• Incident monitoring and sharing the lessons

4. Healthcare Professionals

• Addressing gaps in practice

• Competencies in safe medicines practice

AustraliaAustralia’’s Health 2008s Health 2008

AIHW
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Windows into Safety and Quality in Health Care 2008Windows into Safety and Quality in Health Care 2008

00Infant discharged to the wrong family 

1312Maternal death or serious morbidity associated with 
labour or delivery

115
Medication error leading to the death of a patient 
reasonably believed to be due to incorrect administration 
of drugs

21Haemolytic blood transfusion reaction resulting from 
ABO incompatibility

32Intravascular gas embolism resulting in death or 
neurological damage

2828Retained instrument or other material after surgery 
requiring re-operation or further surgical procedure

4125Suicide of a patient in an inpatient unit

159 * 66Procedures involving the wrong patient or body part

Number of 
occurrences 

Public hospitals 
2006/07

Number of occurrences 
Public hospitals 

2005/06 
Sentinel event

•The increased incidence of this event in 2006/07 is primarily due to a jurisdiction expanding its definition of 'Procedures involving the wrong patient or body part' to 
include incidents which occurred outside operating theatres (ie. in dental, diagnostic, radiotherapy, laboratory and other areas).

Sentinel events in Australian public hospitals 2005/06 and 2006/07
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DRAFT SUITE OF SAFETY AND QUALITY DRAFT SUITE OF SAFETY AND QUALITY 
INDICATORS (AIHW) INDICATORS (AIHW) 

Moderate 21 Adverse drug events 

Contemplated 
for COAG? 

Data Development 
required and/or 
additional collection 
burden 

No      Indicator Title

Moderate 20 Staphylococcus aureus (including MRSA) 
bacteraemia in acute care hospitals

Minimal to none 29       Postoperative haemorrhage

Minimal to none 28       Postoperative respiratory failure

Minimal to none 27       Obstetric trauma - third and fourth degree perineal 
tears acquired during childbirth

Minimal to none 26       Accidental puncture/laceration (technical difficulty 
with procedure)

Minimal to none 25       Complications of anaesthesia

Moderate 24       Intentional self-harm in hospitals

Major 23       Falls resulting in patient harm (in a health or aged 
care setting)

Major 22       Pressure ulcers in care settings

DRAFT SUITE OF SAFETY AND QUALITY DRAFT SUITE OF SAFETY AND QUALITY 
INDICATORS (AIHW) INDICATORS (AIHW) 

Contemplated 
for COAG? 

Data Development 
required and/or 
additional collection 
burden 

No      Indicator Title

Minimal to none 40       Cancer survival

Minimal to none 51 Lower-extremity amputation in people with diabetes

Minimal to none 50       End stage kidney disease in people with diabetes

Minimal to none 49 Annual cycle of care within general practice for 
people with diabetes 

Major 48 Management of chronic pain in arthritis and 
musculoskeletal conditions 

Major 47       Management of hypertension in general practice

Moderate 46 People with asthma who have a written asthma 
action plan

Minimal to none 45 General practices with a register and recall system 
for patients with chronic disease

Minimal to none 44 Enhanced primary care services in general practice

Moderate 43       Functional gain achieved in rehabilitation

Moderate 42 Post-discharge community care for mental health 
patients

Major 41       Continuity of care - discharge planning
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Identifying variations in quality of care in Identifying variations in quality of care in 
Queensland hospitalsQueensland hospitals

Use of statistical process control charts

Using routine data

Starting point for learning and subsequent 
action to improve quality of care

Duckett, S. et al, MJA, 19 November 2007

Identifying variations in quality of care in Identifying variations in quality of care in 
Queensland hospitalsQueensland hospitals

Indicators used
Medical Psychiatric

• Acute myocardial infection • Depression

• Hearth failure • Schizophrenia

• Stroke

• Pneumonia

Duckett, S. et al, MJA, 19 November 2007
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Identifying variations in quality of care in Identifying variations in quality of care in 
Queensland hospitalsQueensland hospitals

Variable life adjusted displays
• Calculate probability of particular outcome for each  
patient

• Adjust for age, sex, selected co-morbidities

• Compare with previous 12 months

• Provide monthly

• Thresholds calculated where chart ‘flags’

Duckett, S. et al, MJA, 19 November 2007

Variable Life Adjusted Display with control limitsVariable Life Adjusted Display with control limits

Acute Myocardial Infarction In-hospital Mortality VLAD - (July 2003 - October 2006)
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Queensland Health Annual Report 2007-08 

Pay for PerformancePay for Performance

Success depends on:
• Who gets incentive

• Quantum of incentive

• Cost of compliance

• Relevance of measures to providers practice

• Comprehensibility of data

• Need for patient cooperation

• Non-financial results for provider
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EssayEssay

Pay for performance in Australia: Queensland’s new 
Clinical Practice Improvement Payment

Consensus approach: consulting clinicians

Seven Initiatives chosen:
Mental Health - Community follow-up for schizophrenia

- Recording of antipsychotic injection

Acute stroke - Antiplatelet treatment in 48 hours

- Swallowing screen in 24 hours

Emergency Dept - Discharge home with communication to GP 
for over 65

Discharge Medication Information - Completed and recorded

Chronic lung diseases - Endorsed standard rehabilitation program

Duckett, S. BMC Health Services Research 2008. 8-72

Queensland Health Annual Report 2007-08 
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ACSQHCACSQHC

Patient Charter

Supporting Programs

Indicators

Australian Health Standards

Accreditation
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ACSQHC and Health MinistersACSQHC and Health Ministers’’ Decisions: 2008Decisions: 2008

Initiative: Accreditation of Healthcare Facilities (April 2008)

Decisions
- Endorsed the recommendations for implementation of reforms to 

safety and quality accreditation 
- ACSQHC to develop Phase 1 model

Moving Forward
- Final Report on the Review of National Safety and Quality Accreditation 

Standards Feb 2008 is available on ACSQHC website
- Research underway on: 

- Short notice surveys - Patient journey
- Surveyor participation

- Development of preliminary Australian Healthcare Standards initially in:
- Healthcare Associated Infection - Patient Identification
- Medication Safety - Clinical Handover 

- National coordination of accreditation
- Mapping of regulation to mandate Australian Health Standards and the 

expansion of accreditation to high risk areas


