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Welcome to the Australian Commission on Safety and Quality in Health
Care’s (the Commission’s) first report on the state of safety and quality
in Australia, Vital Signs 2013.

The Commission leads and coordinates improvements in safety and
quality in health care across Australia. This includes developing national
standards, providing advice about best practice, coordinating work

in specific areas to improve outcomes for patients, and providing
information, publications and resources for healthcare teams,
healthcare providers, organisations and policy makers.

The purpose of the healthcare system is to provide care to people

who are sick or injured in public and private hospitals; provide care to
people through community-based services, such as general practices,
community health clinics, allied health practices and specialists’ rooms;
and to promote and maintain the health of the general population.

Patients, carers, consumers and members of the public play an
important role in ensuring that the health system achieves its purpose,
and that society achieves good health outcomes and safe, high-
quality health care. They are also involved in shaping the work of the
Commission, and the Commission provides information, publications
and resources for these audiences.

One of the Commission’s core functions is to report on the state of
safety and quality of the Australian health system. This is important,
because it can help people understand their health system, what the
system is doing to improve safety and quality, and how successful
these efforts are. It also can help to bring about change and
improvement in experiences and outcomes for patients.

Vital Signs 2013 provides an overview of what is happening in
Australia for a series of important safety and quality topics. It is
structured around three important questions that members of the
public can ask about their health care:

e Will my care be safe?
e Will | get the right care?
e Will | be a partner in my care?

These are followed by three case studies, which focus on the quality
of care in some important clinical areas. These case studies present
a detailed description and analysis of key quality issues that affect
outcomes for patients. The case studies also illustrate the in-depth
work that is needed to properly understand issues about safety and
quality in health care, and to develop solutions to address them.

The Commission plans to publish Vital Signs annually, initially as a
companion document to its annual report.

Australian Commission on Safety and Quality in Health Care



WILL MY CARE BE SAFE?

The Australian health system generally provides safe and high-quality care. Unfortunately, some people
are harmed as a result of the care they receive. Doctors, nurses and everyone involved in health work
very hard to ensure that people are always safe. But health care is a complex process that requires much
planning and coordination, and sometimes things do go wrong.

An important way to minimise the likelihood of harm occurring is to make sure that good processes are
in place - that health services have systems to ensure safety, and that people working in health services
are aware of what those systems are and use them properly.

This is one of the most important roles of the Australian Commission on Safety and Quality in Health
Care (the Commission) - to ensure good systems are in place. One of the main ways this is done is by
setting standards about safety and quality, and assessing whether health services meet these standards
through a process of accreditation.

This section deals with the question of how to ensure good systems are in place to prevent harm, and
the application of these systems to two important areas where harm can occur: infections and the use
of medicines.




Will my care
be safe?

Accreditation and standards:
my health service is tested for safety

Medication safety:
my health service makes sure medicines
are administered to me in a safe way

Hand hygiene:
healthcare providers clean their hands
so that | don’t get an infection

Staphylococcus aureus infection:
my care is safer because the health
system is tracking infections
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Accreditation and standards: my health service is tested for safety

Accreditation checks and ensures
that a health service has systems
and processes in place to improve
the safety and the quality of care
for patients. Accreditation cannot
guarantee that everyone will be safe
all of the time, but it can make sure
that safety and quality systems are
at the centre of the way health
services work.

Health service
is reviewed
by external

agency

Systems
and proceses
assessed

Changes to
improve safety
and quality for

patients and

consumers

Health services become accredited
by taking part in a formal process
that involves:

¢ the health service assessing
itself against standards that
have been set externally

* an independent agency
reviewing that health service
and its assessment, and

¢ the health service making
suggested changes.

All Australian Government, and state
and territory health ministers have
supported the development of a
national accreditation scheme that

is coordinated by the Commission.
This scheme started on 1 January
2013 - all hospitals and day procedure
centres must take part and be
accredited if they are to provide

health services to the public.
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National Safety and Quality
Health Service Standards

In consultation with Australian,

state and territory governments,

the Commission has developed the
National Safety and Quality Health
Service Standards (NSQHS Standards)
as part of the accreditation scheme.
The primary aim of the NSQHS
Standards is to protect the public from
harm and to improve the quality of
health service provision.

The NSQHS Standards are in 10 areas
where we know that too many people
are harmed from their health care and
where there is good evidence of how
to provide better care. The NSQHS
Standards provide a framework for
hospitals and day procedure centres
to improve the quality of care they
provide, and make it the responsibility
of everyone involved with the health
service to ensure the safest possible
care is provided.

The 10 NSQHS Standards are:

Governance for safety and
quality in health service
organisations

Partnering with consumers

Preventing and controlling
healthcare associated infections

Medication safety

Patient identification and
procedure matching

Clinical handover

Blood and blood products

Preventing and managing
pressure injuries

Recognising and responding
to clinical deterioration in
acute health care

Preventing falls and harm
from falls

©O0HGBOOLODODOB® O
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Assessment to the NSQHS Standards A new Safety and
More than 130 hospitals and day procedure centres were assessed to the NSQHS |t d t t
Standards in the first half of 2013 (Figure 1). Other hospitals and day procedure centres are quallty accreditation
looking at their organisations to make sure that they have the systems in place to meet the SCheme Sta rted on

NSQHS Standards when they are assessed in the future.

1 January 2013 and

Figure 1 hospitals and day

Health services assessed to the NSQHS Standards, January—-December 2013

- B Public health services mUSt ta ke pa rt aﬂd be

160 B Private health services . )
i 140 accredited if they are to
: provide health services
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July to December 2013

Source: Australian Commission on Safety and Quality in Health Care, 2013. Number of hospitals and

orocedure centres

day procedure centres assessed to
NSQHS Standards in first half of 2013

Australian Commission on Safety and Quality in Health Care
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Benefits of the NSQHS
Standards and accreditation

Hospitals and day procedure centres
that meet all of the NSQHS Standards
have systems in place that are known
to reduce the risk of harm to patients
and improve the safety and quality of
care. All hospitals and day procedure
centres are now being assessed
against the NSQHS Standards — so the
same standards for safety and quality
are being used across Australia.

A survey of people in hospitals and day
procedure services who are working to
meet the NSQHS Standards conducted
by the Commission found that

most can see improvements in their
organisation since their implementation.
People working in health services
thought that the NSQHS Standards
were supporting improvements in areas
such as:

seeking feedback from consumers

and involving them in decisions
about the way in which the health
service is run

supporting more standardised and

consistently safer approaches to
the delivery of care

involving everyone working in the
hospital and day procedure centre
in discussions about safety and
quality, and their responsibility to
ensure that care is safe

having greater accountability on
the part of the executive and
healthcare providers for safety
and quality

improving communication across
health services

ensuring that policies and
procedures are up to date and
reflect requirements for safety
and quality

improving processes for auditing
and measuring compliance with

policy, and the safety and quality
of care.
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Where to next?

Approximately 1320 public

hospitals, private hospitals and day
procedure centres in Australia will
be assessed against the NSQHS
Standards over the next four years
— 418 will be assessed in 2013.
During this time, the Commission
will provide support and guidance
about how to put systems in place
that meet the NSQHS Standards.

The Commission is also looking
at how the NSQHS Standards
can be used more widely across
the health system to ensure
safety and quality for patients.

As a first step on this path,
guidance will soon be available
for dentists and community health
services about how to meet the
NSQHS Standards.
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The National Safety and Quality Health Service
Standards make it the responsibility of everyone
working in a health service to ensure that the

safest possible care is provided 1 320
J

Number of public and private hospitals and

0 day procedure centres that will be assessed
i What the Commission will do over the next four years

e Provide guidance and support to hospitals, day
i procedure centres, dental practices, community-

based services and other organisations that are putting
i systems in place to meet the NSQHS Standards.
e Coordinate the new accreditation scheme with

governments, heglthl services and agencies that accredit s Number of health services to
healthcare organisations. be assessed in 2013
i ® Embed the NSQHS Standards across the health

system to ensure a consistent approach to safety and
quality in Australia.

Australian Commission on Safety and Quality in Health Care 9



o Will my care DO SATFET?  cecceccctertctettittitettitettettitettettitettettetettetncsetsesncsessesesessesesesesessesesesseseesesseseesesseseesetseseeseseesessesesesssesesssessetesesseseesessetessessetetsetstsetsesstsetsesetsetstsntses -

Medication safety: my health service makes sure medicines

are administered to me in a safe way

The National
INnpatient Medication
Chart makes the
complex process

of prescribing,
dispensing and
administering
medicines safer

for patients

Medicines are part of most people’s
lives. In any two-week period, about
seven in ten Australians (and nine in

ten older Australians) will take at least

one medicine.’

Medicines can help us to stay
healthy, relieve symptoms of
diseases, cure some diseases and
improve our quality of life. Like
any form of treatment, however,
medicines are not without risks.
Things go wrong for only a small
proportion of people but, because
medicines are so common, this
small proportion can translate into
a large number of problems overall.
About 1.5 million Australians are
thought to suffer some harm each
year due to taking a medicine.?
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The process of using medicines

in hospitals is complex and
involves a number of different
healthcare providers and steps.
Doctors prescribe medicines,
pharmacists dispense them and
nurses administer them. Things can
go wrong in many places. Two of
the most common places are when
information about medicines is
written down, and when the name
and dose of a medicine is checked
before it is given to a patient.®

Medication charts to
improve safety

One of the most important ways

to improve safety is to improve
consistency. It makes sense for
doctors, nurses and pharmacists,
who work in different hospitals and
settings at different times, to all use

the same systems wherever they go.

In 2006, the Commission introduced
the National Inpatient Medication
Chart (NIMC),* which has become

a crucial part of the process of
using medicines. The chart is used
by doctors to order medicines, by
pharmacists to dispense medicines,
and by nurses to check medicines
before they are given to a patient.

The NIMC is now used in all
hospitals and day procedure centres.
It reduces the risk of healthcare
providers making mistakes as a
result of being unfamiliar with how a
particular chart works. It also makes
the complex process of prescribing,
dispensing and administering
medicines safer for patients by
improving communication between
healthcare providers.
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Figure 2
Documentation of medicines information on the National Inpatient Medication Chart, 2006-2012

=®= Previous allergies and reactions documented
=®= Medication orders have unclear information about medicine name, route, dose or frequency

= 7in10
70% \ /

60% Number of Australians taking
50% at least one medicine

40% /o
30% ~———

20%

S S— S million

T
2006 2009 2010 20M 2012

Per cent of medication orders

Number of Australians believed
to suffer harm each year
due to taking a medicine

Source: Australian Commission on Safety and Quality in Health Care, NIMC 2012 National Audit Report, 2013.

The systems that have been developed for
paper charts will be adapted to improve safety
when prescribing is done electronically

Australian Commission on Safety and Quality in Health Care 1n
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Allergies

INcrease in recording

of allergies since
2006

80%

40%

Improvement in clarity of
ordering medicines

How the National Inpatient Medication Chart is used

Each year the Commission coordinates
an audit to look at how the NIMC is
being used in hospitals. More and more
hospitals are choosing to take part in
this audit, and in 2012 the medication
charts of more than 13 000 people
were reviewed. As a result of these
audits, we know that using the chart
has reduced the risk of harm for
patients, but there are areas where
further improvement is possible.

One area of improvement is reducing
gaps in information. Since the NIMC
has been introduced, it is now more
likely that a person’s allergies and
previous problems with medicines
will be seen by healthcare providers
at the time medicines are prescribed
and dispensed.

Since 2006 there has been an

increase in recording of information
about allergies from 30 per cent to

80 per cent, and the clarity of orders for
medicines has improved by 40 per cent
(Figure 2). Sometimes, however,
information about the medicine, such
as the name and dose is unclear or
missing from the chart, and these

gaps can increase the risk of harm.
Because of these gaps, it is particularly
important for nurses to check the
medicines that are being used before
they are given to patients.
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Where to next?

The electronic environment is important, because more and more prescribing

is being done electronically. The Commission already provides guidance to
hospitals on safety aspects of electronic systems for managing medicines.®

During the next year, the Commission will work with the National E-Health
Transition Authority and the Department of Health to provide guidance to
health services and health software businesses on safe ways to present
medicines information on computer screens. As part of this process, the
systems that have been developed to improve the safety of medicines
for paper charts will be adapted for electronic use. These include using
standard abbreviations, terminology and symbols when prescribing and

administering medicines.®

What the Commission will do

e Reduce the risk of harm to patients by standardising the way in which
information about medicines is recorded and communicated.

e Provide training for healthcare providers about how to use the NIMC.

e Expand initiatives to make medicines safer in electronic environments.
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Hand hygiene: healthcare providers clean their hands

so that | don’t get an infection

Healthcare
associatea
iInfections can
lengthen time
spent in hospital,
delay recovery
times and put
very sick people
at risk of further
complications

Every year, thousands of Australians
pick up infections in hospitals and other
healthcare facilities.” These healthcare
associated infections can lengthen
time spent in hospital, delay recovery
times and put very sick people at risk
of further complications. Hand hygiene
— washing your hands thoroughly

with soap and water, or using an
alcohol-based rub — is one of the
most effective ways to reduce and
prevent these infections.

Figure 3
The 5 Moments of hand hygiene

Before a
procedure

For people in hospitals and day
procedure centres, the hands of
healthcare providers are one of the
most important source of preventable
infections.” Healthcare providers should
clean their hands before, during and
after every contact with a patient.
However, we know that this does

not always happen.

After
touching

a patient

touching

a patient

procedure
or body fluid
exposure
risk

touching

a patient’s
surroundings

Source: Hand Hygiene
Australia, Hand Hygiene
Australia Manual, 2013.

Will my care be safe? o

National Hand Hygiene Initiative

In 2008, the National Hand Hygiene
Initiative was started to educate and
promote change among all healthcare
providers in Australia. An expert
organisation called Hand Hygiene
Australia was contracted by the
Commission to develop and coordinate
the National Hand Hygiene Initiative.

The National Hand Hygiene Initiative
is based on a program developed by
the World Health Organization, which
specifies ‘5 Moments’ when hand
hygiene should be used (Figure 3).

The National Hand Hygiene Initiative
offers resources, training, and an audit
and reporting process for hospitals to
measure how they are doing in this
important area of health care. More
than 420 000 healthcare staff members
nationally have completed online
learning packages in hand hygiene.®

Australian Commission on Safety and Quality in Health Care 13
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How are hospitals doing?

There was a six-fold increase between
2009 and 2012 in the number of
hospitals regularly auditing staff to see
if they are performing hand hygiene
before, during and after seeing a
patient. In 2013, almost 700 hospitals
are measuring compliance with

the 5 Moments of hand hygiene.®

This improvement will continue because
the new NSQHS Standards include
requirements about auditing hand
hygiene performance (see page 6).

The audits show that overall
compliance with proper hand hygiene
processes was 76 per cent in 2013,
which is a marked improvement from
64 per cent in the first audit in 2010.8
Hand hygiene compliance is highest
after performing a procedure or after
touching a patient (Figure 4).

Nurses have the most direct contact
with patients, and are the most
commonly audited healthcare providers
for hand hygiene.? They have a higher
rate of compliance than doctors, and it
is good to see that rates are improving
in both groups (Figure 5).

Hand hygiene compliance rates

There has been a
mMarked improvement
IN compliance since
the first audit in 2010

Figure 4

Hand hygiene compliance, by Moment, 2010-2012

79%
68%

63%

Moment 1 Moment 3
Bef Moment 2 After a
efore procedure

Before a

procedure or risk of

touching a
patient

body fluids

Source: Hand Hygiene Australia, www.hha.org.au, 2013.
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exposure to

77%

Moment 4
After touching
a patient

61%

Moment 5
After touching
a patient’s
surroundings

Where to next?

Hand hygiene is essential for
ensuring that people are safe,

but it is not the only strategy for
preventing infections. The NSQHS
Standards (see page 6) provide

a framework for health services

to take a systematic approach

to preventing and controlling
healthcare associated infections.
Health services need to:

* make sure that systems for
preventing and controlling
infections are in place
throughout their organisation

e put in place strategies
to prevent the spread
of infections, such as
hand hygiene and use of
protective equipment

¢ identify people who have an
infection promptly, and manage
or treat them appropriately

® encourage safe and
appropriate prescribing and
use of antibiotics

e make sure that healthcare
facilities and equipment are
clean and hygienic, and

e provide information
to consumers about
preventing infections.
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Figure 5
Hand hygiene compliance, by profession, 2010-2012
=®= Nurses and midwives
=®= Doctors ,
100% Healthcare staff who completed online
8 90% learning in hand hygiene
& 80% e—————— *
o
§ :.; 70% o= B — A
S 50%
22 ,
g 30% )
5 20%
2
10%
0% T T

Period 1 Period 2 Period 3 Period1 Period?2 Period3 Period1 Period2 Period 3

5010 >om 2012 Number of hospitals

regularly auditing staff

Source: Hand Hygiene Australia, www.hha.org.au, 2013.

. What the Commission will do 7 o o

e Continue to support the National Hand Hygiene Initiative. 4
e Expand and improve its online training packages for hand hygiene, and infection Number of hospitals
prevention and control. measuring compliance

e Support health services to meet NSQHS Standard 3: Preventing and Controlling
Healthcare Associated Infections.

Australian Commission on Safety and Quality in Health Care 15
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Staphylococcus aureus infection:
my care is safer because the health system is tracking infections

Staphlycoccus aureus (Staph aureus)

is a bacterium that lives on the surface
of people’s skin and inside the nose.

[t is normally harmless and most people
who are carrying it are totally unaware
that they have it.

If the infection is on the skin, it can
cause boils, abscesses, impetigo
(school sores) and septic wounds.
However, some people develop

a Staph aureus infection in the
blood through a cut on their skin,
or sometimes after surgery. If it gets
into the bloodstream, Staph aureus
can cause serious illness — such as
heart valve problems or toxic shock
syndrome — and sometimes death.

People whose immune system
does not function properly, who
have a drip attached to them or
who have had major surgery are at
greater risk than others of getting
Staph aureus infections.

Staph aureus infection that is
resistant to antibiotics

Some Staph aureus bloodstream
infections can be treated with standard
antibiotics, such as penicillin. But if the
infection is caused by bacteria that are
resistant to these standard antibiotics,
the usual treatment does not work.
These infections are known as MRSA
(methicillin-resistant Staph aureus).

In the past, the majority of MRSA
infections were picked up in hospitals,
but now the proportion that are picked

up in the community is rising (Figure 6).

Why is it important to use
antibiotics appropriately?

Resistance to antibiotics is rising
throughout the world, mainly due to
overuse of antibiotics, using antibiotics
when they are not needed, or not
taking antibiotics at the doses and
times that a doctor prescribes.®

There are very few new antibiotics
being developed and it is important
to ensure that the ones that we have
continue to work effectively.
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Staph aureus is normally harmless, but if
It gets into the bloodstream it can cause
serious illness and sometimes death

It is already becoming more difficult
to treat common bacterial infections.®
For example, there are already very
few antibiotics that are effective
against MRSA.

What is being done about it?

One aspect of tackling MRSA

involves hand hygiene (see page 13),
as Staph aureus infections, including
MRSA, can be spread from person to
person by touching people or surfaces.

Another way to fight MRSA is through
infection prevention strategies. These
are widely used in health services to
reduce the risk to patients of acquiring
Staph aureus and other infections. For
people who already have an infection,
the strategy involves managing their
care appropriately during their stay.
Infection prevention and control is a
core part of the NSQHS Standards.
Information about some of the more
common infections can be found in the
Australian Guidelines for the Prevention
and Control of Infection in Healthcare.”

A third prevention aspect, antibiotic
stewardship, involves a range of
strategies to encourage the safe

and appropriate use of antibiotics.
These strategies aim to reduce

the development of resistance to
antibiotics and the unwanted effects
resulting from inappropriate use.
Antibiotic stewardship is an important
requirement in the NSQHS Standards.

The final strategy to tackle MRSA is
national surveillance, because it is
important to know how widespread a
problem is, and whether it is getting
better or worse. This information will
influence decisions about what should
be done. The information about hand
hygiene and Staph aureus for nearly
every public hospital is available on
the MyHospitals website
(www.myhospitals.gov.au).
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Figure 6
Staph aureus infections that are MRSA 2000-2012, by location of acquiring the infection

=®= Hospital-acquired Staph aureus infections
=®= Community-acquired Staph aureaus infections
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Source: Australian Group on Antimicrobial Resistance, Antimicrobial Susceptibility Report, Staphylococcus aureus Program, 2012.

Resistance to antibiotics is rising throughout
the world, mainly due to overuse of antibiotics,
using antibiotics when they are not needed, or
not taking antibiotics at the doses and times
that a doctor prescribes

............................................................... Will my care be safe? o

Where to next? @

To be able to tackle Staph aureus and other infections
effectively, and ensure that people are safe when they receive
care, we need to know about when and where infections are
occurring in health services and in the community. This is
about surveillance — an ongoing and coordinated process

of tracking infections.

In 2013, the Commission is starting work with governments,
health services, pathology laboratories and healthcare

providers to coordinate a new national surveillance network.
This surveillance network will look at the resistance of the
bacteria that cause infections — including Staph aureus — to
antibiotics, and also the way in which antibiotics are being used.

What the Commission will do

e Support health services to put in place effective antibiotic
stewardship programs to improve use of antibiotics.

e \Work with governments, healthcare providers, pathology
laboratories and health services to establish and coordinate a
national surveillance program that targets antibiotic resistance,
and safe and appropriate use of antibiotics.

e Support health services to meet NSQHS Standard 3:
Preventing and Controlling Healthcare Associated Infections.

Australian Commission on Safety and Quality in Health Care 17



WILL | GET THE RIGHT CARE?

Even if the standard of health care is appropriate - if it is safe - other important questions need to
be asked.

Sometimes, there is good agreement about what care people should receive, but that care is not
provided.® There are many reasons for this gap between the evidence and what happens in practice.

The Australian Commission on Safety and Quality in Health Care (the Commission) is working to make
sure that everyone gets the care that we know that they should.

This section considers the question of getting the right care through the lens of three examples: stroke,
cognitive impairment and as people approach the end of their life.




Will | get the
right care?

Stroke:
if | have a stroke there are standards
that say how | should be cared for

Cognitive impairment:
my hospital will look after
me if | have dementia

End-of-life care:
my hospital will look after me and my
family as | approach the end of my life




Stroke: if | have a stroke there are standards that say

how | should be cared for

Stroke is a life-threatening condition
that occurs when the blood supply to
the brain is interrupted. If that happens
when an artery is blocked, it is called
an ischaemic stroke. If that happens
because an artery bursts, it is called a
haemorrhagic stroke.™

About 50 000 people have a stroke
each year. There are more than

400 000 people living in Australia who
have had a stroke. About 65 per cent
of these people have a disability that
affects their ability to live their lives
without help (Figure 7)."

400,000

Number of people living in
Australia who have had a stroke

of people live with
disability after a stroke

What is the right care
for stroke?

Getting the right health care at the
right time can significantly improve

a person’s chance of surviving a
stroke and recovering to live a full
and independent life. It has been
proved that receiving care in a
stroke unit staffed by an experienced
multidisciplinary team can reduce
death and disability.'?'®

For people who have had an ischaemic
stroke, getting emergency medical care
immediately and, where appropriate,
receiving medicines that reduce the
blockage in the artery have also proved
to save lives and minimise the risk

of disability.'?

Once a person has had a stroke, they
are at an increased risk of having
another stroke in the future. It is
recommended that these people get
individual advice and education on how
to reduce the risk of another stroke,
and that they be given a care plan
before leaving hospital to support them
with their recovery.'?
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Are people receiving the
right care?

In 2011, the Stroke Foundation
coordinated an audit of 3548 patient
records from 108 hospitals. The audit
found that, overall, 60 per cent of
patients with a stroke received their
care in a stroke unit. This has improved
since 2007, when the rate was

50 per cent of patients.

Figure 7

When a hospital had a stroke unit, on
average only 80 per cent of patients
with a stroke received care in this unit.
There is considerable variation for this
across the country, with rates ranging
from 52 per cent to 85 per cent.

For other key markers of good stroke
care, only about 50 per cent of the
patients in the audit received the care
that they should (Figure 8).1

People with stroke in 2012, with and without a disability

70 000

W Disability
60 000

B No disability

50 000

40 000

30 000

Number of people

20 000

10 000

0

0-39 40-44 45-49 50-54 55-59 60-64 65-69 70-74 75-79 80-84 85-89 90+

Source: Deloitte Access Economics, The Economic Impact of Stroke in Australia, 2013.
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Stroke unit patient care
Where to next?

Variation over time is between 2007 and 201, . o
y comprehensive guidelines about the treatment that people
\/\/here there was an iﬂcreage in peop|e being who have had a stroke should receive. However, we know from the Stroke
. . Foundation that many people are not receiving the care that they should.
cared for in a stroke unit from 50% to 60%.

The Commission is therefore taking a new approach to make it more likely

0 that people will get the right care at the right time. This approach is based

50 /O on the development of a series of ‘Clinical Care Standards’, including one
about stroke.

60% The Clinical Care Standard will include a small number of statements that
describe the clinical care a patient with stroke should be offered, and

the indicators a health service could use to monitor that this care has
been provided.

Al The Commission will also provide strategies to help healthcare providers and
People with a stroke receiving recommended care services reach the standard. The Clinical Care Standard will help patients
and their family to know what care they should expect and will support
49% 46% S them to make decision about their care. The Commission will also develop

practical tools to help consumers and healthcare providers make decisions
together about appropriate stroke care.

What the Commission will do

Patients
receive advice
and education
on how to
prevent a future
stroke when
discharged

Patients
with ischaemic
stroke assessed
for medicines
to reduce
blockage

Patients . . .
discharged : e Work with consumers and healthcare providers to develop a National
Wi a :

care plan Clinical Care Standard for stroke.

e Develop practical tools for consumers and healthcare providers to make
decisions together about appropriate stroke care.

Source: Stroke Foundation, National Stroke Audit Acute Services: Clinical Audit Report 2011, 2011.
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Cognitive impairment: my hospital will look after me

if | have dementia

People in hospital
who have dementia
are at risk of falls,
pressure injuries,
healthcare
associated
infections, errors in
medicines, loss of
fitness, prolonged
stays in hospital,
INappropriate
transfer to
residential aged
care facilities ana
iINncreased risk

of readmission
after discharge

A person who has cognitive
impairment is often confused and
forgetful. They may have difficulties
with reasoning, remembering or
concentrating, or with other aspects
of how the mind works.

The most common forms of cognitive
impairment are dementia and delirium.
Dementia progresses gradually
(Alzheimer’s disease is the most
common form of dementia), unlike
delirium, which occurs suddenly.
Delirium itself is not a disease, but

it can be caused by medications,
infections or many other factors.
Both dementia and delirium are
common in older people who go

to hospital.

Dementia is a national health priority.

It is estimated that about 300 000
people in Australia have dementia

now — this is expected to increase to
about 900 000 by 2050 (Figure 9).

In Australia, about 25 per cent of
people with dementia will have a
hospital admission in a year. Delirium is
also common — 10 per cent of people
more than 70 years old will be admitted
to hospital with delirium.®
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The impact of dementia
and delirium

Dementia and delirium cause significant
problems for the people who have
them, and they also complicate

their care for other health conditions
(Figure 10). For example, people in
hospital who have dementia are at risk
of falls, pressure injuries, healthcare
associated infections, errors in
medicines, loss of fitness, prolonged
stays in hospital, inappropriate transfer
to residential aged care facilities and
increased risk of readmission after
discharge.'® Similar problems arise
for people with delirium.™

Dementia rates

Estimated
number of
people with
dementia

forecast

If someone with dementia is admitted
to hospital, dementia is recorded as

a diagnosis only about one-half of

the time."” Not identifying dementia in
hospital can result in these patients not
receiving the right care, which makes
them more likely to have a poor result
from the care.

The problem is even worse for people
with delirium — about two-thirds of
patients with delirium admitted to
hospital are not recognised as having
the condition.'®29 In addition, delirium
is often mistaken for dementia when
people are in hospital, which means
that they do not always get the care
that they need to treat their underlying
medical condition.

300,000
900,000



.............................................................................................................................................................

Figure 9
People with dementia, selected years 2005-2050
1000 000
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Source: Australian Institute of Health and Welfare, Dementia in Australia, 2012.

Estimated number of people

Figure 10
Complications associated with dementia
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B No complications
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Source: Australian Institute of Health and Welfare, Dementia in Australia, 2012.
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Where to next?

Many people within the health system are working at local,
regional, jurisdictional and national levels to improve the care of
people with cognitive impairment. There are many guidelines and
pathways for the conditions that cause cognitive impairment.
However, there is limited national coordination of these efforts,
and nothing is mandatory.

The Commission believes that the NSQHS Standards (see page 6)
will help provide the basis for nationally coordinated improvement
in the care of patients with cognitive impairment in acute care.

In 2013, the Commission is starting a new project with the
Department of Health to improve the care of people with cognitive
impairment using the NSQHS Standards.

By identifying safety and quality issues, then linking the strategies
to address these issues to the NSQHS Standards, the system has
a way of requiring implementation and monitoring of best practice
for patients with cognitive impairment.

What the Commission will do

e \Work with consumers, healthcare providers and
governments to identify how the NSQHS Standards can
improve the care of people with cognitive impairment.

e |dentify whether and how the NSQHS Standards

should be revised to better meet the needs of people
with cognitive impairment.

Australian Commission on Safety and Quality in Health Care 23



End-of-life care: my hospital will look after me and my family
as | approach the end of my life

Providing safe

and high-quality
end-of-life care can
help people to
Improve or maintain
their quality of life,
reduce stress on
the person and
their family and
carers, and help

to ensure that
people’s wishes
are followed when
they are dying

Providing safe and high-quality
end-of-life care can help people to
improve or maintain their quality of life,
reduce stress on the person and their
family and carers, and help to ensure
that people’s wishes are followed
when they are dying.2'?* Although
many Australians receive excellent
care at the end-of-life, some do not.
This has a considerable impact on the
experience of the person and their
family and carers.

More and more Australians are living
into old age?® and older people

often live with chronic illnesses for
long periods before they die.?”-28
These people often experience
repeated hospitalisations as their
condition worsens. A South Australian
study found that one in three
hospitalised people had a palliative
approach as the primary goal of their
care.?® A Canadian study found that
people in the last six months of life
consume approximately one-fifth of
all healthcare costs and one-quarter
of hospital days.*° This has significant
implications in terms of healthcare
costs, but also in terms of people’s
quality of life.
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Why are people at risk
of not getting the right
end-of-life care?

Most Australians say they would

prefer to die at home, but most die in
hospital.®" But some hospitals have
neither appropriate facilities nor provide
the best possible management of
distressing symptoms.

Many people who are dying have
multiple health problems, but
hospital-based care tends to focus

on a single area, depending on the
specialist in charge. Hospitals do not
always recognise and deliver all that

a person needs as they approach the
end of their life.®? At times, unnecessary
tests and treatment continue beyond
the time they are useful, and can add to
the person’s suffering.

There can also be problems with
getting the care people need at the
time they need it and in a place, where
possible, of their choosing.33-34

Where to next?

(»)

There are many programs that aim to
improve care for people at the end of
their lives. However, it is clear these
initiatives are not always effective for
people who are being cared for in
hospital. One of the reasons for this is
that there is inconsistent agreement
about what the standard of care
should be for people approaching the
end of their lives in hospitals.

The Commission has started a
process to get some consistency

in the way that care is provided to
people being cared for in hospital at
the end of their lives. The Commission
will work with consumers and
healthcare providers to develop

a national consensus statement
describing the essential elements of
safe and high-quality end-of-life care
that patients, families and carers
should expect. From this statement,
the Commission will develop a
framework of accountability to ensure
improvements in an individual person’s
care. Further work will develop tools
and resources to support patients,
families and carers to participate in
shared decision making about their
care at the end-of-life.
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Hospitals do not always
recognise and deliver all
that a person needs as
they approach the end
of their life

. What the Commission will do

* Develop a national consensus statement
i about the essential elements for safe and
high-quality care at the end-of-life.

e Develop tools and resources for patients,

i families, carers and healthcare providers

i tosupport better end-of-life care.

i e |dentify whether, and how, the NSQHS

i Standards should be revised to better
meet the needs of people approaching
the end of their lives.

[The] patient is in really
dire straits, clearly end-of-life
but with no meds [medications]
written up... They’ve got nothing
appropriate and these people are

suffering and it happens way too often.

They pass away in grave distress to
themselves and their families who
have to watch it as well.

Clinical development nurse -

My mother is
wriggling about and
she’s thrashing in
pain and she’s
stopped eating...

public hospital®

There is a problem .
here. People are dying -
prolonged, painful deaths
in hospital.

Intensive care consultant -
public hospital?®®

Ad hoc is very
much the way things
happen because people
don’t fit a system or

a scheme.

Chaplain - public
hospital®

When we spoke to

Consumer?

...........

the doctor...there was
an interview room, but there
was a girl in there on her mobile
so we went into a store room, you
know moved things out of the way...
And then the discussion was, you
know, do we put the [breathing]
tube down? | just thought it
wasn’t appropriate.

Consumer?®
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WILL | BE A PARTNER IN MY CARE?

The Australian Commission on Safety and Quality in Health Care (the Commission) supports the right of
people to be partners in their health care. People who are partners in their health care, who understand
the health they are given, who share decisions and who actively engage with the processes of care are
more likely to have a better experience of health care®*¢ and better results from their health care.?”

Being a partner requires good communication. Communication failures are one of the most commonly
cited underlying causes of complaints®*-3” and problems?2 in health care. Communication failures -
particularly about the nature of an illness and the options for treatment - are the most common cause
of patient dissatisfaction.3®

It also requires shared decision making between patients and healthcare providers. In shared decision
making, the healthcare provider provides the scientific evidence and the options, while the patient
brings to the table values and preferences. Together, the best decision can be made.

This section looks at different ways partnerships can exist between consumers, healthcare providers
and the health system. The focus is on:

* health literacy

 shared decision making

e patient experience surveys

* open disclosure.




Will | be a
partner in
my care?

Health literacy:
the way that | understand and use
information is important for my health

Shared decision making:
| can share decisions about my care
with healthcare providers

Patient experience surveys:
my experiences in the health
system are important

Open disclosure:
if things go wrong | will receive an apology
and full explanation of what happened




Health literacy: the way that | understand and use information
is important for my health

Health literacy refers to the way in
which a person understands and uses
information about health.

It is partly about a persons’ skills and
abilities. In 2006, the Australian Bureau
of Statistics found that only 40 per cent
of adults had the level of health literacy
needed to take action and make
informed decisions about their health
care.® In people more than 65 years
old, the rate of health literacy drops
further (see Figure 11).

A persons’ skills and abilities are
important for good health literacy, but
the way information is presented is just
as important — most health information
presented by governments, healthcare
organisations and others is just too
complex for the average person to
understand.3-4°

Why is health
literacy important?

If health information or the healthcare
system do not make sense, it is hard
to make good health decisions.*

This has an impact on people’s health
— people with lower health literacy use
more health services and know less
about their own health.®” Older people
with lower health literacy have poorer
health overall.?”

Health literacy is particularly important
for people who have a chronic health
condition, where there are many
decisions to make about daily life

and long-term care. People who are
able to understand and use available
information, work with their healthcare
team and find their way through the
health system receive better care and
have better health 574243

A person’s skills and abllities is
important for good health literacy,
but the way information is presented

IS Just as Important
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There has been a lot of research

about health literacy and safe use of
medicines. People with lower levels

of health literacy can misunderstand
common instructions and warnings
about their medicines,***% and they are
less likely than others to take medicines
as directed.***® This means that it

is important that information about
medicines is presented in a way that
everybody — regardless of their level of
health literacy — can understand.

The Commission has been working

for some time to improve medication
safety (see page 10), including being
involved in work to make labelling,
packaging and consumer medicines
information easier to understand.

The NSQHS Standards (see page 6)
also require health information (such as
medicines information) to be developed
with consumers and provided in a way
that easy to understand and use.*®

Where to next?

There has already been a lot

of work done in Australia to
improve health literacy. However,
there has not been agreement
about a coordinated approach to
this problem.

In 2013, the Commission started
to develop a national approach
to health literacy, which will
provide the basis for action, as
well as guidance to healthcare
organisations on how they can
address health literacy barriers in
their everyday practice.
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Figure 11

Health literacy skills levels required to meet complex demands of everyday life, by age

B At least minimum B Less than minimum
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Source: Australian Bureau of Statistics, Health Literacy, Australia, 2006. 1 o O/

Number of adults with the level of
health literacy needed to make informed
decisions about their health care

3 -
: .. . v
What the Commission will do L
e \Work with consumers, healthcare providers and governments to develop a nationally
coordinated approach to health literacy.
e Provide guidance to health services about how they can make it easier for everyone
— regardless of their level of health literacy — to access, understand and use health
information and services.

e Support health services to meet the requirements of NSQHS Standards that relate to the
provision of information to consumers.
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Shared decision making:
| can share decisions about my care with healthcare providers

Different people
value different
things. Healthcare
oroviders need to
be able to explore
a person’s values
and preferences
during discussions
about treatment
options

Some people like to hand all decisions
about their health care to the doctors
looking after them. Some like to gather
as much information as possible and
make their own decisions. Others like
to talk to healthcare providers and
make decisions together — this is
known as shared decision making.

All of these approaches are reasonable.

However, sometimes people make
decisions about medical treatment
without fully understanding their
options, and the risks and benefits
associated with each option. This is
quite common as health care is
complex and good information difficult
to find.

All people find different things important.
Some are very worried about side
effects of medications, others are not.
Some put more importance on quality of
life, while others value length of life.

Due to these differences, doctors,
nurses and others need to be able

to explore a person’s values and
preferences during discussions about
treatment options. Research shows
that most people prefer to have fewer
tests and elective procedures than their
doctors think they should have.*’
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Tools to help consumers and
healthcare providers make
decisions together

Many communication tools and
strategies can be used to help
conversations between consumers
and their healthcare providers.
These include coaching tools,
patient decision aids and access
to healthcare records.*

Patient decision aids to support
shared decision making lead to
increased knowledge, more accurate
perceptions of risk, decisions that are
more in line with a patient’s values, and
fewer patients remaining passive or
undecided.*” People are more likely to
take up health screening with decision
aids*® and some studies have found
more consistent use of medicines with
the use of decision aids.*

Shared decision making for
people with chronic conditions

People with chronic conditions often
have complex requirements for their
medicines, diet and exercise. It is
particularly important for these people
to make decisions with their healthcare
provider — this makes it more likely for
them to manage their own care and
follow the treatments required.5-5

A recent survey found that only

64 per cent of people with a chronic
condition in Australia said that they had
shared decisions with their specialists;
however, only 48 per cent reported that
they were involved in managing their
own care (Figure 12).52

Australia performs reasonably well
internationally for shared decision
making, but there is still room for
improvement. Better communication
around decisions could lead to a better
experience for the patient, greater
satisfaction for healthcare providers
and more appropriate use of resources
for the health system.*
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Figure 12

Experiences of shared decision making, by country
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Source: Schoen et al., New 2011 survey of patients with complex care needs in eleven countries finds that care is often poorly
coordinated. Health Affairs 2011;30:2437-2448.

Where to next?

We know that there is considerable variability in the care that people receive and that

not everyone gets the care that they should (see page 19). One of the ways of addressing
this problem is to give people information that they can use to participate in decisions
about their care.

The Commission develops standards and guidance for healthcare providers that
describe the care that people should receive for certain conditions and in certain
situations. The Commission is also starting to develop guidance and tools for consumers
that are linked to the Clinical Care Standards (see page 21). These will help consumers
and healthcare providers to work together to make decisions about care.

.......................................... Will my partner be in care? 6

Proportion of people with a

chronic condition who say
they manage their own care

What the Commission will do

e Work with consumers and healthcare
providers to develop and promote
decision aids and other tools to support
shared decision making.

e Provide information for consumers about safety
and quality topics, and what they can expect in
the health system.
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Patient experience surveys:
my experiences in the health system are important

Information from
people about their
experiences of
care can help health
services to improve
the way that they
orovide care, and
help ensure that
people get the
best outcomes
from their care

The experience that people have when
they receive health care is important.

It is not just about whether or not
someone’s condition has been fixed

or they received the care that they
needed - it is also about what happens
during the process of health care.

We know that people who say that they
had a better experience of care have
better long-term clinical outcomes,*
and that such ratings are associated
with better safety and quality of care,®
better adherence to treatment and less
spending on diagnostic tests.%+%"

Patient experience surveys

An important way of finding out
about people’s experiences is to ask
them. Patient experience surveys
are commonly used tools, and the
results can be used by local facilities
to improve their services. This type
of information also provides a guide
for how the health system as a
whole is faring at a national and
international level.
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What do people think about
the health system?

Most people in Australia people report
positive experiences in the health
system. A survey by the Australian
Bureau of Statistics found that

about 90 per cent reported that the
healthcare providers that they saw
listened carefully, showed respect

and spent enough time with them.%®
The highest ratings were for dentists,
with the lowest for doctors and
nurses in the emergency department
(Figure 13). These results might reflect
differences in the way care is provided
in these settings — particularly in busy
emergency departments. Due to
information like this, some hospitals
are now putting in place initiatives to
help improve the experience of people
while they are receiving care in the
emergency department.

In international comparisons, Australia
performs well in ratings of people’s
experiences of interactions with
healthcare providers. In 2011, the
Commonwealth Fund, a not-for-profit
organisation based in the United
States, conducted an international
survey of adults with serious

illnesses or chronic conditions.
Australian participants in this survey

reported positive experiences in their
relationships with their regular doctor.
Australia performed third best on these
ratings behind Switzerland and the
United Kingdom (Figure 14).

Although the result from the
Commonwealth Fund’s study is
positive, these results need to be
considered in the light of other types
of feedback or information from people
receiving care, including complaints.
Communication failures are one of the
most common underlying causes of
complaints to healthcare complaints
commissions in Australia.5%¢!
Where to next? @
In the NSQHS Standards
(see page 6), there is a requirement
for health services to collect
information about the experiences
of people receiving care in their
organisation and use this information
to make improvements. There are
great opportunities to learn from the
experiences of people receiving care,
their carers and family. This type of
information can help health services
to improve the way that they provide

care, and help ensure that people get
the best outcomes from their care.
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Figure 13
Patient experience in Australia, by healthcare provider
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Open disclosure: if things go wrong | will receive an apology
and full explanation of what happened

Open disclosure
can relieve the
feelings of anger,
gquilt, grief or
helplessness that
can follow when
things go wrong

Open disclosure describes the way
healthcare providers communicate
with and support patients, and

their family and carers, who have
experienced harm during health care.
Open disclosure is a patient right,

is anchored in professional ethics,

is considered good clinical practice
and is a part of standard care.

Open disclosure is important for
patients and families because it can
relieve the feelings of anger, guilt,
grief or helplessness that can follow
when things go wrong.®? It can also
help people to restore their trust in
health care.

Australia’s approach to
open disclosure

Australia has had a national open
disclosure policy (the Open Disclosure
Standard®) since 2003. In 2011,

the Commission undertook a

The Framework stresses that:

e the main concern of open
disclosure is addressing the needs
of patients, their family, carers and
other support persons

e open disclosure is approached
as a dialogue that may take
place over a series of meetings
and conversations

e patients and their support persons
are given the opportunity to convey
their version of the incident, and
can expect that this information
will be used to improve how care is
delivered in the future

e patients and their support persons
can expect to hear the words ‘I am
or we are sorry’ as an apology or
expression of regret, and

e clinicians and other staff, who are
often deeply affected by adverse
events, are supported by their
institutions throughout the open
disclosure process.

Where to next?

Since 2003, there has been a

lot of work to introduce open

disclosure in Australian health

services. Open disclosure is now
a requirement in the NSQHS
Standards (see page 6), which
will help further embed it in the
health system.

The Commission has developed

a suite of resources to help with
the implementation and practice of
open disclosure. These resources
are designed to help patients and
their support persons, healthcare
providers and health services
participate in, practice and
implement open disclosure.

The Framework also recognises that
open disclosure is inherently complex,
and is challenging for all participants.

comprehensive review of the standard
to make sure it still met the needs of
consumers, healthcare providers and
health services. As part of the review,
public consultations were held and the
standard was revised to create a new
Australian Open Disclosure Framework
(the Framework).%°
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| can look back and I’'m
............................................................................................. proud that has Changed. That All my experience
i What the Commission will do wasn’t good enough but now % with [open disclosure]
{ e Support health services to meet the they’ve listened and you’ve got i is positive. It is contributing
. requirements of the NSQHS Standards to | e, i to think of how incredibly important i  to the culture... it is about
i implement disclosure practices. it is to that family unit that that i getting it off people’s chest...
S H person has been given the there is no dea"ng with hidden
g _ ", opportunity to engage in that. /  agendas, there is no feelings
neggsp;ni"si%styge]o . et o F of [distrust], there is true
. . INUous, other of a patien
O oen disclosure is [it] is one of frequent and A EIEREIERE
: : cumulative disclosure rather o SRR .. Nursing managers*
NOW a req Ul rement than just disclosing and then o
of the National okay we’ve done that. ] | think it’s more RE——
. important to have an
Safety and Qual |ty Senior clinical manager®* atmosr?here of openness and
Health Service P o frankness and that hopefully at
. the end of the day the participants
Standard S, which e ’ T ewasan on both sides, the doctors as well,
: A they’re forced to closely review
will hel 9 ]CU rthe r a\:vcaksn;)r‘:vilr?ggi:levr;:t:\hte;: what’s happened and their own
embed it in the / patient. That was done poorly 3 conduct, et cetera, and that they go
i from a clinical disclosure by a i away learning something as well.
health system . junior staff member with conflicting | If that happens, that’s about the
. information. And that was actually i best you can expect.

then in itself the incident in that
that’s what really caused the
anxiety for the patient.

Patient’s son®”

Support personnel®*
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CASE STUDIES

Measuring the safety and quality of care is a challenge,
and there is often limited information available about
whether care is safe, whether people receive the right
care and whether people are partners in their care.

One of source of information about quality of care
comes from clinical quality registries. These registries
are clinical databases that have been established to
collect, analyse and report routinely on information to
improve healthcare quality at the team or hospital level.
These registries are typically run by clinical societies
and professional colleges.

In this section, case studies are presented that focus

on three important clinical topics - acute coronary
syndrome, end-stage kidney disease and intensive care
- drawing on data collected through two clinical quality
registries and in one stand-alone research project.

The case studies focus on two particular aspects of
quality of care:

* how closely actual patient care aligns with
recommended (evidence-based) care; this is
known as ‘appropriateness of care’ (see page 19)

e the results of care (outcomes) for patients
after their stay in hospital; this is known as
‘effectiveness of care’.

Appropriateness and effectiveness are difficult to
measure. Typically, they require data about patients
and their treatment that would not be recorded

as part of their normal care. They can also require
long-term follow up about what has happened to a

patient after their stay in hospital. For the case studies
presented here, information about appropriateness

and effectiveness is available through the efforts of
healthcare providers and health services providing data
to the clinical quality registries.

The case studies in this section focus on the
appropriateness and effectiveness of care in three
areas: acute coronary syndrome, end-stage kidney
disease and intensive care. These areas were selected
because, in addition to having a high burden of disease,
they either have well-established registries with high
national participation rates (end-stage kidney disease
and intensive care) or were the subject of a recent
national snapshot audit (acute coronary syndrome).
The data for the case studies were provided by three
groups, and the Commission has worked with them to
prepare the material presented here. The Commission
acknowledges the assistance of:

e Cardiac Society of Australia and the
authors of the SNAPSHOT study of acute
coronary syndrome®®

e the Australia and New Zealand Dialysis and
Transplant (ANZDATA) Registry

e the Australian and New Zealand Intensive Care
Society (ANZICS).

The case studies are based on a ‘chartbook’ format.
This is a standard format that has been developed by
experts to support easy understanding and exploration
of the quality of care for specific conditions.®
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Acute coronary syndrome

Introduction

Acute coronary syndrome (ACS)
refers to two heart conditions: acute
myocardial infarction (AMI) and
unstable angina. ACS results from

a sudden blockage of a heart blood
vessel that leads to a decrease in blood
supply to a portion of heart muscle.
When the blood supply is reduced
severely enough to lead to injury or
death of the heart muscle, the event
is termed an AMI (or ‘heart attack’).
If the blockage is incomplete and
not severe enough to cause injury or
death of the heart muscle, the event
is termed unstable angina. AMI and
unstable angina are sudden, serious
and life-threatening events.™

The underlying cause of ACS is

most commonly coronary heart
disease (CHD) — otherwise known

as atherosclerosis — a condition in
which an artery wall thickens due to

a build-up of fatty materials such as
cholesterol. This build-up is known as a
atherosclerotic plague. Atherosclerosis
is a chronic disease that may remain
asymptomatic for decades. However, if
the atherosclerotic plaque ruptures, the
resulting clot can lead to blockage of
the coronary vessel, restricting oxygen
to the heart muscle.™

Risk factors for ACS that cannot be
changed (non-modifiable) include
increasing age and having a family
history of heart disease. Modifiable risk
factors for ACS include active

and passive smoking, high blood
cholesterol levels, high blood pressure,
diabetes, physical inactivity, excessive
weight, depression and insufficient
psychosocial support.”

Diagnosis and
treatment

Typically, a patient with suspected
ACS undergoes an electrocardiogram
(often referred to as an ECG), which
is a test that checks the heart’s
electrical activity. An ECG, as well

as other investigations, are used to
determine the nature of the condition
and the most appropriate strategy for
managing it.

There are two major types of AMI,
distinguished by the appearance of
their respective electrocardiogram
traces: ST-segment-elevation
myocardial infarction (STEMI) or

new left bundle branch block, and
non-ST-segment-elevation myocardial
infarction (NSTEMI). Categorisation into
one type or the other, along with the
patient’s risk profile, determine which
treatment is indicated.

......................................................................................................................................................................................................................................

Coronary angiography is used to
determine whether the arteries of

the heart are narrowed or blocked.
Coronary angiography is a diagnostic
procedure in which dye is injected
into the heart’s arteries and an X-ray
is taken.

Following a diagnosis of ACS, there are
a number of guideline-recommended
methods for restoring blood flow to the
heart muscle. These include dissolving
the clot by medication (fibrinolysis) and
procedures to open the artery.

Medical management may include
the use of fibrinolysis for STEMI,
aspirin, beta-blockers, statins,
angiotensin-converting enzyme
inhibitors or angiotensin receptor
blockers, heparin, thienopyridine,
glycoprotein receptor agonists, and
calcium channel blockers.

The incidence of acute coronary syndrome is likely to double by 2030,
mostly due to increased obesity and diabetes
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$17.9 billion

Estimated economic
cost of acute coronary syndrome
to Australia

Recommended procedures include
percutaneous coronary intervention
(PCI) and coronary artery bypass graft.
In a PCI, a small balloon or similar
device is fed through the blood vessels
via a thin tube to the point of the
blockage, at which point the balloon is
inflated to open the artery. If necessary,
a small expandable metal tube called a
stent is implanted at the narrowed site
to keep the artery open. In a coronary
artery bypass graft, a healthy artery

or vein from elsewhere in the body is
connected, or grafted, to the blocked
coronary artery. The grafted artery or
vein bypasses the blocked portion of
the coronary artery, creating a new path
through which oxygen-rich blood can
flow to the heart muscle.

Effective long-term management of
ACS requires:

e the commencement of
post-hospital medication before
discharge from hospital™

e advice on lifestyle changes that
will reduce the risk of further CHD
events, including quitting smoking,
improving nutrition, reducing
alcohol intake, maintaining a
healthy level of physical activity
and managing weight”

e access and active referral to
comprehensive ongoing prevention
and cardiac rehabilitation services
(as recommended by the current
guidelines for every ACS patient
following an acute event)’?

e a written action plan for chest
pain, and

e assessment for depression and
level of social support.”

Recent data from the United States
and the United Kingdom suggest
that secondary prevention therapies
have been as significant a factor as
acute therapies in the reduction of
age-adjusted mortality for CHD seen
during the past two decades.”

......................................................................................................................................................................................................................................

Why is it important?

In many cases, ACS is preventable

and treatable. Evidence-based care

for patients with ACS, as detailed in

the Guidelines for the Management

of Acute Coronary Syndromes,’ is
associated with lower rates of death
and disease.”>"5 However, the quality
of management of ACS in Australia
varies, with gaps occurring between
guideline-recommended care and
actual care.”™ There is evidence that

the sooner a patient is treated for a
blockage in a coronary artery, the

more positive the outcome.” Timely
reperfusion (returning blood supply to
the injured organ) is associated with
significantly better outcomes.” As a
result, pre-admission protocols (such as
those employed by ambulance services
and emergency departments) as well as
hospital protocols, are changing, with
the aim of reducing the time between
the onset of acute coronary symptoms
and effective medical intervention.™
The new protocols reflect contemporary
‘systems-based’ approaches to
reducing the time between symptom
onset and reperfusion.

Case studies e

Deaths in Australia due to AMI declined
by 31.3 per cent, from 16 525 to

11 353, from 1997 to 2007;° however,
ACS remains one of Australia’s leading
causes of death.”” In 2007-08, ACS
accounted for approximately 11 000
deaths and 95 000 hospitalisations

in Australia.” Despite the declines,
death rates from ACS in Australia
remain higher than those in many
other developed countries, indicating
potential for further improvements.”

Of the hospitalisations due to

ACS, 59 per cent were due to

AMI and 41 per cent to unstable
angina.” From 1998 to 2008, the
age-standardised separation rates
increased by 30.8 per cent for AMI, but
decreased by 46 per cent for unstable
angina.”® These changes are most likely
explained by the improved sensitivity
of the troponin blood test used to
diagnose AMI during that period.
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Access Economics estimated the
associated total economic cost of
ACS to Australia to be $17.9 billion

in 2009.7° Of this, direct healthcare
system costs (primarily hospital stays
and pharmaceuticals) accounted for
around $1.8 billion, indirect costs
(primarily lost productivity, such

as missed work days) accounted

for around $3.8 billion and costs
associated with the burden of disease
(morbidity and mortality) accounted for
around $12.3 billion.™

Moreover, rising levels of obesity and
diabetes in an ageing population
suggest that the number of ACS events
in Australia is likely to double by the
year 2030.7

Information for this section relies on analyses of Australian data
collected by the SNAPSHOT ACS study and published in the
Medical Journal of Australia.®

The SNAPSHOT ACS study aimed to gather clinical information on every
patient admitted to hospital with ACS in Australia and New Zealand during

a two-week period in May 2012. The data were used to characterise the
management of suspected ACS and assess the application of recommended
therapies according to published guidelines.%®

Of 525 hospitals asked to participate, 478 gained ethics approval and 435
provided site survey data describing their local resources. Within the two-week
enrolment period, 286 hospitals enrolled 4398 patients with suspected or
confirmed ACS. Hospitals not enrolling patients were smaller centres and did
not treat patients with suspected ACS during the audit window.

Most patients (65.7 per cent; 2891 of 4398) presented to principal referral
hospitals. A further 7.7 per cent presented to other public or hospitals in major
cities (7.7 per cent; 337 of 4398), and 7.3 per cent (319 of 4398) presented to
private hospitals.

Cardiac services available at the first presenting hospital varied — 79.7 per cent
of patients (3415 of 4283) presented to hospitals capable of administering
fibrinolysis, 59 per cent (2528 of 4283) presented to hospitals able to provide
primary percutaneous coronary intervention and only 1.4 per cent of patients
(59 of 4283) presented to hospitals that had no reperfusion therapy for STEMI.
Of the patients audited, 25.9 per cent (1138 of 4398) had to be transferred to
at least one other hospital for the appropriate treatment.
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Findings Figure 15
Proportion of patients with acute coronary syndrome who received appropriate treatment across

Figure 15 shows the proportion eight recommended therapeutic modalities
of patients with ACS (STEMI, B Acute therapy B Discharge therapy
NSTEMI or unstable angina) who 100%
received treatment in accordance 90%
with evidence-based guideline 80%
recommendations across eight 3. 70%
therapeutic modalities. The proportion §§ 60%
of patients with ACS receiving =3 00,
appropriate therapeutic interventions §§ oo
decreased with decreasing ACS §§ 0%
severity, with STEMI and NSTEMI ge 0%
being more severe, and unstable 20%
angina the less severe type of ACS. 10%
The pro'portloln .of STEMI patients 0% =5 < = = =5 < s s < s s < s s < s s <
presenting within 12 hours of onset of W L L Lu W L WL W L W W L
pain receiving fibrinolytic therapy within v 2 & & v 2 v 2 v 2 v 2 v 2
the recommended period of 30 minutes (a (b)y (© () ©) ® @ Q)

after arrival at a hospital was low, at
11 per cent. The proportion of STEMI

patlents who presented within 12 hours (b) Percentage of fibrinolytic therapy patients (for STEMI or left bundle branch block [LBBB] only) who received therapy within 30 minutes (min) of arriving at a hospital (n = 260).
of the onset of pain who underwent (Denominator restricted to STEMI/LBBB patients presenting within 12 hours (h) of incident event.)

NSTEMI = non-ST-segment-elevation myocardial infarction; STEMI = ST-segment-elevation myocardial infarction; UA = unstable angina

(@) Percentage of patients who received coronary angiography during their hospital stays (n = 322 755 756).

emergency percutaneous coronary (c) Percentage of percutaneous coronary intervention (PCI) patients (for STEMI or LBBB only) who received intervention within 90 min of arriving at a hospital (n = 109).
. . s (Denominator restricted to STEMI/LBBB patients presenting within 12 h of the incident and recorded as requiring urgent PCl.)
intervention within the recommended

period of 90 minutes after arrival at a
hospital was 57 per cent.

d) Percentage of patients who were discharged with a prescription for/supply of aspirin (n = 298 731 755).
e) Percentage of patients discharged with a prescription for/supply of statin (n = 298 731 755).

(
(
(f) Percentage of patients discharged with a prescription for/supply of angiotensin-converting-enzyme inhibitor (n = 298 731 755).
(9) Percentage of patients discharged with a prescription for/supply of beta blocker (n = 298 731 755).

(

h) Percentage of patients referred to a cardiac rehabilitation program (n = 298 731 755).
Source: ACS SNAPSHOT Audit, 2012.
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Figure 16 shows the proportion of Figure 16
patients with ACS who experienced

a serious adverse event during their
hospital stay. The proportion of patients
with ACS who experienced acute renal
failure or a repeat myocardial infarction 14%
during their hospital stay decreased
with the severity of their ACS (STEMI
being the most severe and unstable
angina being the least severe type

8%
of ACS). The proportion of patients 6%
with AMI who experienced bleeding '
following invasive therapy (coronary 4%
angiography or percutaneous coronary 2%
intervention) was low, at 1.4 per cent. - - —_—

0%
The proportion of patients with AMI = 3
who died in hospital was 4.5 per cent.

Proportion of patients with acute coronary syndrome who experienced
a serious adverse event* during their hospital stay

16%

12%

10%

Per cent who experienced
a serious adverse event

AMI
STEMI
NSTEMI
STEMI
NSTEMI
AMI

(a) (d)

NSTEMI = non-ST-segment-elevation myocardial infarction; STEMI = ST-segment-elevation myocardial infarction; UA = unstable angina

~

b)

~

C

~

* No attempt was made to distinguish between adverse events that may have been ‘preventable’ and those deemed ‘non-preventable’.

(a) Percentage of patients who experienced bleeding while undergoing invasive therapy for acute myocardial infarction (AMI) (n = 777).
(Denominator restricted to AMI patients receiving coronary angiography.)

(b) Percentage of patients in whom acute renal failure was diagnosed following admission to hospital (n = 322 755 756).
(c) Percentage of patients who incurred a repeat myocardial infarction in hospital or in-hospital death (n = 322 755 756).
(d) Percentage of in-hospital deaths following AMI (CHBOI-3) (n = 1077).

Source: ACS SNAPSHOT Audit, 2012.
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In 2009, the National Heart Foundation
ACS Implementation and Advocacy
Working Group published the results
of a literature review aimed at
identifying gaps between guidelines
and practice, including evidence for
the most effective systems of ACS
management. The Working Group
provided information on ACS patients’
access to rehabilitation and secondary
prevention programs in Australia, and
on equity of access to appropriate
care for geographically isolated and
vulnerable communities.

The review found that only about

30 per cent of ACS patients in
Australia who are eligible to access
cardiac rehabilitation programs do so.
This percentage is comparable with
findings from overseas, and has not
improved significantly during the past
10 years.”™ The yearly CHD-related
death rate increases with remoteness,
from 71.1 per 100 000 patients in
metropolitan areas to 85.5 per 100 000
in remote areas of Australia.”™

Aboriginal and Torres Strait Islander
peoples experience higher mortality
rates from CHD than other Australians.
Additionally, disparities exist between
Aboriginal and non-Aboriginal people
in revascularisation rates after AMI.

A study using New South Wales data
collected from July 2000 to December
2008 shows that Aboriginal Australians
are less likely than non-Aboriginal
Australians to have revascularisation
procedures after AMI.8 One-third
(32.9 per cent) of Aboriginal AMI
patients had revascularisation
procedures within 30 days of an ACS
incident, compared with 39.7 per cent
of non-Aboriginal patients.8

Moreover, Aboriginal patients had a
revascularisation rate 37 per cent lower
than non-Aboriginal patients of the
same age, sex, year of admission and
AMI type.

......................................................................................................................................................................................................................................

Hospitals included in the study varied
markedly in procedure rates, a variation
that was associated with hospital

size, remoteness and the presence of
catheterisation laboratory facilities.®°

The study’s authors concluded that the
disparities in treatment and mortality
between Aboriginal and Torres Strait
Islander and non-Aboriginal ACS
patients could be explained, for the
most part, by lower revascularisation
rates at the hospital of first admission
for all patients admitted to smaller
regional and rural hospitals, and

a higher co-morbidity burden for
Aboriginal people. Higher rates of
substance abuse and lower private
health insurance among Aboriginal
people further explained the disparity.®

Case studies e

Death rates
from ACS in
Australia remain
higher than
those in many
other developed
countries
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Implications

There has been considerable effort
across Australia to improve the
quality of ACS care. This effort has
led to improved outcomes for some
patients with ACS. Recommendations
from the National Heart Foundation
ACS Implementation and Advocacy
Working Group’® highlighted priority
strategies for translating evidence

into practice. The recommendations
included advice on medical and
procedural management, rehabilitation
and secondary prevention, and equity
of access.

There is an opportunity to elevate these
strategies to a national focus to ensure
that all patients with ACS receive
appropriate evidence-based care.

Under the National Health Reform
Agreement 2011, the Commission is
working with clinicians and consumers
to develop national clinical standards
for ACS to:

® improve patient outcomes

e ensure the clinical care provided
is appropriate

e improve the patient
experience, and

e promote shared decision making
between patients and clinicians.

Further information about the
development of these clinical

care standards is available at
www.safetyandquality.gov.au/
our-work/clinical-care-standards-2.
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What we do not know

To date, insufficient information has
been collected to enable us to measure
how ACS patients are doing, and
relate this to the appropriateness
and effectiveness of care received
by patients around Australia.

Further efforts to develop routine
national data collection on ACS care
would aid in monitoring healthcare
quality, and in turn inform clinical
practice and service provision.

......................................................................................................................................................................................................................................
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End-stage kidney disease

The number of people

receiving kidney replacement
therapy has almost triplea

......................................................................................................................................................................................................................................

End-stage kidney disease (ESKD)

is the most severe form of chronic
kidney disease. It is characterised by
a slowly progressive and permanent
loss of kidney function — the ability of
the kidneys to filter and remove waste
and extra fluid from the blood — that
is severe enough to be fatal in the
absence of kidney replacement therapy
(KRT).#""82 KRT involves either dialysis
or kidney transplantation.

Kidney transplant

A kidney transplant, also known as
a renal allograft, is the removal of a
healthy kidney from a donor body
followed by its implantation into a
patient with ESKD to replace the
recipient’s own damaged or absent
organ. Kidney transplantation is
classified as either ‘deceased donor’
or ‘living donor’. Living-donor

transplants are further characterised
as genetically related (‘living-related’)
or non-related (‘living-unrelated’).

A kidney transplant is the preferred
option for an individual with ESKD.
Transplantation has the potential

to improve the ESKD patient’s
quality of life and/or long-term
survival significantly.8® Advantages of
transplantation compared to dialysis
include a lower long-term mortality
risk,®* increased quality of life,®

and lower costs® over the course
of the patient’s lifetime (greater
cost-effectiveness).®

The longer an ESKD patient stays
on dialysis before receiving a kidney

transplant, the higher their risk of dying.

Prolonging dialysis (and the time to
transplantation) also heightens the risk
of failure of a transplanted organ.®

However, kidney transplant may not be
a cure for ESKD. Recipients live with
the possibility of chronic rejection and
loss of the donor kidney. This can mean
a return to dialysis.

The Transplant Society of Australia and
New Zealand consensus statement

on eligibility and allocation protocols
details criteria for allocating available
deceased donor kidneys in Australia.®”
Factors that may prevent people

from being placed on the waiting list
for transplant include certain health
conditions (particularly cancers and
infections); other factors (such as age
and comorbidities) are assessed in
the context of an individual’s expected
outcome after transplantation.®”

Dialysis

Dialysis is an artificial method of
removing waste substances from

the blood and regulating levels of
circulating chemicals, a function usually
performed by the kidneys. There are
two main types of dialysis:

e peritoneal dialysis, which occurs
inside the body and can be
performed almost anywhere

e haemodialysis, which occurs
outside the body and is conducted
in a hospital, satellite or
home setting.

The type of dialysis deemed
appropriate depends on the patient’s
health, age and lifestyle, and may also
be influenced by the availability of

local resources. Either type of dialysis
involves a substantial time commitment
from the patient.®®
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During haemodialysis, blood is diverted
from the body to a dialysis machine,
where it is filtered before being returned
to the body. With sophisticated
machinery, this type of dialysis can

be done at home, in hospital or in a
satellite clinic. Establishing satellite
dialysis centres away from the ‘parent’
hospital decreases the travel burden
faced by people living in rural and
remote areas who need to access
certain dialysis services.

Typically, a haemodialysis patient is
connected to the machine for around
four to five hours, three times per
week. In each session, all of the
patient’s blood passes through the
machine about six times. If dialysis
can be established in the home, the
patient has the option of dialysing
more frequently for shorter periods
(five to seven times per week for about
two hours per session) or nocturnally
(six nights per week for about eight
hours per session).®8

Access to the patient’s blood vessels
to enable blood removal, dialysis

and replacement is essential for
haemodialysis. There are three principal
routes of access: native arteriovenous
(AV) fistula, AV graft and central venous
catheter (CVC).

The preferred method of access is the
native AV fistula, a surgically created
passageway between an artery and a
vein. AV grafts are similar but, in this
method, an artificial vessel is used to
join the artery with the vein. Central
venous catheters have multiple lumens
and are inserted into a large vein via the
internal jugular vein or the femoral vein.
This allows large flows of blood to be
withdrawn from one lumen, enter the
dialysis circuit and be returned to the
bloodstream via the other lumen.

Sometimes the catheter is tunnelled
under the skin from the point of
insertion (usually the jugular vein)

to an exit site (usually on the chest
wall), acting as a barrier to invading
microbes. However, the blood flow
through catheters is less than that
achieved by a well-functioning
fistula or graft.
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Surgically created AV fistulas work
effectively because they use native
blood vessels, which are less likely

to develop stenosis (narrowing) and
infection than synthetic grafts and
catheters. Patients on long-term
haemodialysis can literally ‘run out’ of
access, which can be a fatal problem.

Peritoneal dialysis

In peritoneal dialysis, the abdomen

is filled with sterile solution, allowing
dialysis via the peritoneal membrane,
which covers the abdominal cavity
organs such as the stomach, liver

and intestines. The dialysis solution
contains a type of sugar (usually
glucose or dextrose), which draws
waste products and extra fluid out

of the blood, through the peritoneal
membrane and into the solution. After
a few hours, the used solution, now
containing the wastes and extra fluid,
is drained out of the body and replaced
with fresh solution. This process is
called an exchange, and takes about
30-45 minutes. In between exchanges,
the patient is free to continue his or her
usual activities.

......................................................................................................................................................................................................................................

Peritoneal dialysis can be performed
either by the patient, usually three or
four times during the day (continuous
ambulatory peritoneal dialysis),

or automatically by a machine at
night for about eight to ten hours,
while the patient sleeps (automated
peritoneal dialysis).®®

Dialysis treatment replaces only some
kidney functions. Medications are
required to substitute for the hormonal
and other functions of the kidneys.
Common physical complaints identified
by dialysis patients include:®&®

e muscle, bone and joint aches
e sleep disturbances

e jtchy/dry skin

e stomach upsets

e poor concentration

e coughing

e shortness of breath

e headaches

e decreased sexual function
e cramps

e dizziness.



The combination of the time demands
and physiological effects of dialysis
can lead to major changes in patients’
ability to participate in life, socially
and economically, and can cause
significant disruption to home life.®®
When deciding on KRT options,

the patient’s prognosis, anticipated
quality of life (with or without dialysis),
treatment burden (if dialysis is
undertaken) and personal preferences
all play a part.®®

Some patients with ESKD - particularly
older people, who may suffer from
other medical conditions (comorbidities)
— have a poor prognosis on KRT and
may prefer a conservative (non-dialysis)
approach to the management of their
condition.®® This entails a shift away
from efforts to prolong life towards
focusing on patient care, quality of life
and control of symptoms.®°

Why is it important?

ESKD is a serious health problem.
Its high prevalence in Australia
constitutes a substantial national
burden of disease, and its treatment
imposes a considerable cost on the
Australian healthcare system.

The Australian Institute of Health

and Welfare reports that, during
1991-2009, the rate of new cases of
treated ESKD increased by 80 per cent.
This increase is attributed largely to an
increase in diabetes-related cases.®
Actual numbers of people receiving
KRT almost tripled during the same
period, from 6643 to 18 267, with
males receiving therapy at 1.6 times the
rate of females. Rates of treated EKSD
increased with age, peaking in patients
75-79 years old.®®
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At the end of 2011, there were

19 751 people receiving kidney
replacement therapy in Australia.®

Of these, 8753 people had a
functioning kidney transplant and

10 998 people were receiving dialysis
treatment. Between 1991 and 2009,
the number of transplants performed
per year increased from 470 to 772,
due largely to a rise in donations from
living donors.® In 2011, 825 transplant
operations were performed, a decrease
from 846 in 2010.°" This decrease

was primarily due to a decrease of

14 per cent in the number of living
donor transplants performed.

Between 1991 and 2009, the number
of people receiving dialysis tripled, from
3138 people to 10 431.8892 The rise

in the number of dialysis patients

has resulted in an average increase

of nearly 60 000 hospitalisations per
year for dialysis between 2000-01

and 2009-10.%8
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By 2009, dialysis had become more
common than transplantation, with

57 per cent of KRT patients receiving
dialysis, up from 47 per cent in 1991.
Maintenance dialysis is the number one
reason for hospitalisation in Australia,
accounting for more than 13 per cent
of all hospitalisations in 2009-10.%

During the period 1991 to 2009 all
states and territories had similar rates
of ESKD, with the exception of the
Northern Territory, where the treated
ESKD rate for males was 2.6 times the
Australian male rate and 4.4 times the
female Australian rate. Aboriginal and
Torres Strait Islander peoples and
those living in remote areas had
higher-than-average rates of ESKD.%
At the end of 2009, about 40 per cent
of treated ESKD patients living in
non-remote areas had functioning
kidney transplants. This compares to
just 9 per cent of patients in remote
areas and 26 per cent in very remote
areas.®®
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The rate of organ donation in Australia
is low compared with those of other
developed countries.® In January 2012,
there were 1135 people waiting for
kidney transplants in Australia — the
longest organ-transplant waiting list in
the country.t8%2 Once a person gets on
the kidney transplant waiting list, the
average wait time for a transplanted
kidney from a deceased donor is three
to four years.®

Kidney Health Australia projects that,
by 2020, between 3335 and 4472
Australians of all ages will commence
KRT. This represents an increase of
between 35 per cent and 81 per cent
above 2008 figures in the number

of new patients commencing KRT.8¢
The total number of patients receiving
treatment for ESKD in Australia in 2020
is projected to be between 27 013
and 30 293, an increase of between
54 per cent and 72 per cent above
2008 figures in the number of all
patients receiving KRT.&

The cumulative cost of treating all
current and new cases of ESKD from
2009 to 2020 is estimated to be
between approximately $11.3 billion
and $12.3 billion.?® It is estimated that
increasing the use of home-based
dialysis (home haemodialysis and
peritoneal dialysis) during this

period could lead to estimated net
savings of between $378 million and
$430 million.®

After factoring in additional costs
associated with increasing organ
donation, boosting the rate of kidney
transplantation by 50 per cent to
match rates currently reported by the
United States and numerous European
countries would save costs and provide
greater health benefits.®® In short,
performing more kidney transplants
would be less expensive and more
effective than current practice.®®
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An increase in kidney transplants
would be less expensive than
current practice but organ donation
iINn Australia is low

Australia and New Zealand Dialysis and
Transplant (ANZDATA) Registry

The ANZDATA Registry is a bi-national data collection, a compilation of patient
data, and information on the incidence and prevalence of treated ESKD.

All relevant hospitals and related dialysis units in Australia and New Zealand
contribute data to the ANZDATA Registry. Demographic, disease, treatment
and outcome data for all patients with ESKD is held in the ANZDATA Registry,
with the exception of a small number of patients who have opted out.

All data presented in this chapter have been provided by the
ANZDATA Registry.
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Findings Figure 17

Rates of graft survival one, two and five years after transplantation, by year of graft

Figure 17 shows that the rates of 100%
survival of grafted (transplanted)

[

kidneys trended higher from 2006 £ 95%
3

to 2010. In 2009, the rate of 2 500,

survival of transplanted kidneys was i ’

approximately 95 per cent after one “g, 85%
year and 93 per cent after two years. g
T

In 2006, 82 per cent of transplanted é 80%
kidneys had survived after five years. £

N 75%
&

70%

2006 2007 2008 2009 2010 2006 2007 2008 2009 2006
1 year survival 2 year survival 5 year survival

Notes: The most recent year for which data are available is 2011, thus one-year survival rates are calculable only up to 2010,
two-year survival rates up to 2009 and five-year survival rates for 2006 only.

Source: ANZDATA Registry, 2012.
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Peritonitis is inflammation of the Figure 18
peritoneum, the thin tissue that lines
the inner wall of the abdomen and
covers most of the abdominal organs.

Annual rates of peritonitis among patients undergoing peritoneal dialysis, 2006-2011

M 1instance in year M 2+ instances in year

Figure 18 shows that the rates of %

peritonitis among peritoneal dialysis £ 30%

patients decreased from 2006 to é

2011. The percentage of patients § 2%

who experienced a single instance § 20%

of peritonitis in one year fell from I

20 per cent in 2006 to 17 per cent % 15%

in 2011. g 0%
5%
0%

2006 2007 2008 2009 2010 20m

Source: ANZDATA Registry 2012.
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Figure 19 shows that the annual Figure 19
prevalence of the preferred type of

) ] i Annual prevalence of haemodialysis access type, 2007-2011
access (native AV fistula) increased

steadily, from 76 per cent in 2007 to 90%
78 per cent in 2011. The prevalence 80%
of the synthetic AV graft and tunnelled 70%
central venous catheter methods of 60%
access decreased during the same s 50%
period. Use of the non-tunnelled central 3
venous catheter method of access g 40%
is negligible. 30%

20%

O%I\OOOO‘_ N~ 0 O O = ~N~N O O O = N~ O O O =
Native AVF Synthetic AVG Non-tunnelled CVC Tunnelled CVC

AVF = arteriovenous fistula; AVG = arteriovenous graft; CVC = central venous catheter
Source: ANZDATA Registry, 2012.
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Figure 20 shows that rates of the Figure 20
preferred access type (native AV fistula)

! ) Annual rates of haemodialysis access type at first treatment, 2007-2011
increased from 37 per cent in 2007

to 43 per cent in 2011. During the 0%
same period, rates of tunnelled central 45%
venous catheter access also increased, 40%
from 37 per cent in 2006 to 42 per cent 35%
in 2011. Rates of synthetic AV graftand ~ _  30%
non-tunnelled central venous catheter g 25%
access decreased from 2007 to 2011. g 20%
15%
10%
5%
0%

583285 588325 588325 58385

S8g8T §Rg8T g8 gggax

Native AVF Synthetic AVG Non-tunnelled CVC Tunnelled CVC

AVF = arteriovenous fistula; AVG = arteriovenous graft; CVC = central venous catheter
Source: ANZDATA Registry, 2012.
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Figure 21 shows that, after a rise in Figure 21
2008, the number of kidney donations

o i Annual number of kidneys donated by living and deceased donors
from living donors progressively

decreased from 2008 to 2011. 600
Further, the number of organ =00
donations from deceased donors a
trended upwards from 2006 to 2011. £ 400
. x
These data suggest that the reliance on g
kidney donations from living donors in g 300
Australia is decreasing over time. b
5 200
£
Z
100
0
S 5 % 3 g & S 5 8 8 g2 &
o o] e} o IS I ol Qo S o Q «
[Q\] N N N N N N N
Living donor Deceased donor

Source: ANZDATA Registry, 2012.
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Implications

The increasing prevalence of ESKD
in Australia has serious implications
on the overall burden of disease, on
the ageing Australian population and
on the nation’s healthcare system.
Nevertheless, opportunities exist

to reduce the impact of ESKD, via
disease prevention measures and
through informed planning of health
services delivery.

Chronic kidney disease usually
develops over a number of years
and, with early identification through
routine laboratory measurements®'
and management, the disease can
be slowed and progression to ESKD
significantly delayed or prevented.®®
Primary prevention that targets the
principal modifiable risk factors for
CKD - diabetes and hypertension —
is critical .

Renal service planning prioritises
strategies to overcome financial and
structural barriers that limit the nation’s
ability to shift dialysis treatment
progressively from the hospital sector to
the home-based care sector. Planning
can also increase the availability of
organs for transplantation.s®

Projected growth in the burden

of ESKD necessitates a
whole-of-government approach

to chronic disease prevention, and
early identification and intervention

for ESKD patients. An overarching
national chronic disease strategy
would address social, behavioural and
biological determinants of kidney health
in a bid to reduce the human and
systemic costs of kidney disease.®
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Intensive care in Australia

Introduction

Intensive care services provide

health care for patients who have
life-threatening conditions. They require
technology and medical management
as well as a high level of staffing and
other resources. An intensive care

unit (ICU) is a ‘specially staffed and
equipped, separate and self-contained
area of a hospital dedicated to

the management of patients with
life-threatening ilinesses, injuries and
complications, and monitoring of
potentially life-threatening conditions’.%*
Depending upon the type of the
hospital and the region it serves,

ICUs range in capacity from four to
more than 50 beds.%

ICUs deliver a range of critical care
services in five hospital groups:
paediatric, private, rural/regional,
metropolitan, and tertiary (larger
teaching hospitals).

Few smaller rural and urban hospitals
have ICUs, while larger metropolitan
hospitals may have a number of
specialised ICUs, such as neurosurgical
units for intensive brain and spinal-cord
care, and cardiothoracic units for
intensive heart and lung care. ICUs may
include general and specialty units,
combined intensive care/coronary
care/high-dependency units,

paediatric intensive care units or a
combination of these.

ICUs have a high ratio of doctors and
nurses to patients.® Each ICU has

a medical director who takes overall
responsibility for the operation of the
unit. At least one other registered
medical practitioner with an appropriate
level of experience is rostered to the
ICU at all times.®

......................................................................................................................................................................................................................................

Nurse to patient ratios of 1:1 are
generally in place for every ventilated or
other critically ill patient.®* For patients
with ‘lower acuity’ conditions

(requiring intensive care, but clinically
determined to be less seriously critical),
there is generally a nurse to patient
ratio of 1:2.%* Other staff, including
physiotherapists, radiographers,
dieticians, social workers, occupational
therapists and interpreters are also on
ICU teams.®*

Patients are admitted to ICUs for a
range of diagnoses, conditions and
procedures. The more common of
these include admissions following
heart bypass surgery, cancer surgery,
major musculoskeletal and heart
valve surgery, and drug overdose.®
ICUs also care for patients following
severe trauma.

Case studies e

For each ICU patient, a television-like
screen shows monitoring of the
patient’s heart rate and rhythm, blood
pressure, temperature, breathing
and other physiological measures.®
Most patients are administered drugs
and fluids continuously through an
intravenous infusion line (‘IV drip’).%®
A patient’s breathing may also be
assisted using a ventilator machine
from which a tube is inserted into the
patient’s trachea (windpipe).®®

Research has shown a number

of clinical practices that optimise
outcomes for ICU patients. These are
summarised by using the mnemonic
‘FAST HUG’, which is a pattern of
letters that helps ICU staff to recall a
checklist that aids them in providing
timely, appropriate care to the
critically ill.®”
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The FAST HUG mnemonic specifies the
following practices:

e Feeding (providing nutrition via the
stomach rather than intravenously)

e Analgesia (pain relief)

e Sedation (reducing patient
irritability or agitation by
administering sedative drugs)

e Thromboembolic prophylaxis
(measures taken to reduce the
likelihood that blood clots will form
in the patient’s veins)

e Head of bed elevation

e stress Ulcer prophylaxis (measures
taken to minimise the development
of pressure ulcers)

e Glycaemic control (measures taken
to control glucose concentrations
in the blood).®”

In addition to these patient-centred
practices, the Australian and New
Zealand Intensive Care Society
(ANZICS) specifies a number of
management processes and structures
as best practice ICU care.%:%8

These include:

e minimisation of patient
discharges from an ICU
outside regular business hours
(before 6 am or after 6 pm)

e |CU rounds by an infectious
disease specialist or microbiologist

e pharmacist rounds

e antibiotic stewardship program
(to measure and improve the
appropriate use of antimicrobial
agents so as to optimise clinical
outcomes and minimise microbial
resistance to antibiotics)

e routine production and review
of antibiograms to monitor
the sensitivity and resistance
of isolated bacterial strains to
specific antibiotics
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e monitor and review of
critical incidents

e routine administration of surveys
to determine ICU patients’
or relatives’ satisfaction with
care, and

e competency standards for patient
airway management.

In many hospitals, ICU staff are

also required to provide critical care
services across the hospital as part

of Medical Emergency Teams (METSs)
or Rapid Response Teams.* METs
provide rapid response services to
hospital patients requiring critical care
who are not necessarily located in an
ICU.%°® METs are responsible for early
recognition and intervention in patients
experiencing life-threatening situations
prompted by certain ‘call-out’ criteria.
They enable early mobilisation of
critical care resources to critically ill and
deteriorating patients. The presence
of METs has been shown to decrease
unplanned admissions to ICU and
improve patient outcomes.'®

......................................................................................................................................................................................................................................

Patient selection for
ICU admission

ICU resources are limited, and
intensive care staff are aware of

the resource implications when
assessing patients for admission to
ICU and making clinical management
decisions.™" In arriving at these
decisions, intensivists must consider
ethical principles including the balance
between potential good and potential
harm to the patient, respect for the
patient’s and the family’s needs and
values, and equity of access to health
resources.'®! In general, intensivists
admit patients who are most likely to
benefit from ICU admission.

Patients are selected on the basis

that those most likely to benefit from
intensive care are those with potentially
reversible life-threatening disorders

of vital systems. These patients have

a high risk of death or permanent
disability without intensive therapy,

and have a reasonable possibility of
surviving with such care.®!



In deciding who is most likely to benefit
from admission to intensive care, a list
of factors is considered including:

e the severity of the
presenting iliness

e the patient’s age

e the presence of comorbidities'
e physiologic reserve'

e baseline functional status'

e burden of treatment"

e likelihood of ICU and
hospital survival

e anticipated long-term disability

e anticipated ICU length of stay
(resources and costs required), and

e equity of access to available
ICU resources. "

i Comorbidities = concurrent health conditions.

In addition, short, planned ICU
admissions following certain types

of major surgery improve patient
outcomes, particularly when those
ICUs have positive pressure ventilation
and 1:1 nurse to patient ratios.
Coronary artery grafts (‘bypasses’)
and major oesophageal surgery are
examples of such procedures.

End-of-life care

Good end-of-life care is regarded as an
integral part of intensive care practice.
For patients with poor prognosis,
therapies that are not useful are
discontinued.’®" For these patients,
removing invasive, high-technology
and unpleasant therapies can be
considered appropriate, humane
end-of-life care.'®

i Physiologic reserve = remaining capacity of vital organs to function effectively.
i Baseline functional status = an underlying measure of the body’s capacity to perform physically.
iv. Burden of treatment = risk of side effects and other consequences associated with treatment.

......................................................................................................................................................................................................................................

ANZICS and the College of Intensive
Care Medicine of Australia and New
Zealand have published the Statement
on Withholding and Withdrawing
Treatment (the Statement),’®? which
recognises that:

e medical intervention can cause
suffering for patients and their
families with little or no benefit

e predictions of benefit versus
burden of treatment are based
on probability rather than
certainty, and

¢ there is no obligation to initiate
therapy that is known to be
ineffective or to continue therapy
that has become ineffective.

The Statement affirms that the views
of the patient, if they are known,
should be taken into account.

It does not, however, give the ethical
principle of patient autonomy"
automatic precedence over other
ethical considerations.

Patient autonomy is defined as the ‘personal rule of the self that is free from both controlling interferences by others and from personal limitations that prevent meaningful choice’

(University of California San Francisco School of Medicine website at http://missinglink.ucsf.edu/Im/ethics/content%20pages/fast_fact_auton_bene.htm).
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The decision to withdraw or limit
treatment requires the medical
consensus of those caring for the
patient, and the burden of end-of-life
decision making for the patient does
not rest solely with the next of kin.
The Statement specifies that an
alternative care plan (comfort care)
should be implemented, with the focus
on dignity and comfort, including the
use of medication for symptom control
even though this may shorten the
patient’s life.0?

Donation of organs for transplantation
is sometimes possible after the death
of a patient in the ICU. ANZICS advises
that intensive care must ‘ensure that
organ and tissue donation processes
are carried out to an exemplary
standard and in a way that respects the
patient and is sensitive to the needs of
the family and everyone else involved.
This requires expertise in donation,
good communication and a strong
professional commitment to the quality
of the process’. '3
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Why is it important?

The provision of high-quality intensive
care services is important because
ICUs provide care to patients whose
condition is life-threatening, and where
the margin for clinical error is narrow.'%4
It is therefore important that the quality
of intensive care is monitored closely
and reported routinely.

Intensive care is also expensive.

In 2009-10, the average daily cost of
an ICU bed in New South Wales was
approximately $4427 .19

The demand for intensive care services
in Australia’s public hospitals has grown
during the past decade.'®1°" Hospitals
now have to balance competing
demand for ICU beds from emergency
and elective surgery to ensure the
equitable use of intensive care
resources.'® For this reason, ANZICS
operates several registries that ensure
ICU units are accountable against
multiple quality-of-care indicators.

$4,427

Average daily cost of an
ICU bed in NSW
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The ANZICS established the Centre for Outcome Resource and Evaluation
(CORE), which operates three registries:

e Adult Patient Database
e Paediatric Intensive Care Registry
e Critical Care Resources Registry (infrastructure survey).

The ANZICS CORE registries collect de-identified data from participating ICUs
around Australia and New Zealand. The data collected are used to compare,
monitor and benchmark intensive care performance across institutions, and
are reported back to ICUs and jurisdictional health departments for review.

To assist units that have below-average performance, CORE provides a
step-by-step process on how to investigate care so that patient outcomes can
be improved.

This section reports principally on data collected by the ANZICS CORE Adult
Patient Database and the Critical Care Resources Registry Survey, conducted
in 2008, 2010 and 2011.%
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@ Findings Figure 22

Trends in mortality rates in Australian public and private intensive care units, 2008-2012
In 2010-11, there were 156 adult 12%
ICUs and eight paediatric ICUs in

Australia, comprising a total of 1883 10%
ICU beds, an average of 8.75 beds

per 100 000 people.®® The occupancy 2 8%
rate for ICU beds across Australia was g 6% |
74.9 per cent.®® g

2 4% =
Of the 156 adult ICUs, 86 per cent
contributed data to the ANZICS CORE 2% |

Adult Patient Database (APD) in
2010-11. The findings detailed in this 0%

section have been drawn from the data 3 3 = S 5 3 3 2 5 5
collected by the APD in 201011 on & 8 « A ) ST DR
admissions to ICUs in Australia. ICU mortality Hospital mortality

During the five-year period 2008 to Notes: il;l]glrﬂgiirgoég(:Sglt‘algsgir;:leljt?sda(?)t:rt::s,av;/]r&i(ir; a;(i:VZLtjgthmfg;lapproximately 85% of all Australian intensive care units (ICUs),
201 2’ rates of patient mortality in Patients with more than one ICU admission during a single episode of care were excluded from this analysis.
Australian pUb”C and private ICUs have ICU mortality = death that occurred in an ICU.

progressively decreased (Figure 22)- Hospital mortality = death that occurred either in an ICU or in another part of the hospital following an ICU admission.

In 2012, 5.9 per cent of patients Source: CORE APD central database for Australian ICU admissions.

admitted to ICU died within the ICU
during their first admission to the

unit and 9.4 per cent of all patients Patient mortality rates in ICUs have progressively

admitted to ICUs in Australian died

before discharge from hospital. decreased from 9.4% to 5.9% over a five-year period
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Between 1 July 2011 and 30 June
2012, risk-adjusted ANZICS-calculated
standardised mortality ratios (SMRs)
were compiled for de-identified
Australian ICUs for four hospital peer
groups: rural, metropolitan, tertiary
and private.®® The SMR is the ratio
of an ICU’s actual number of deaths
compared to the predicted number
of deaths. An SMR of 1.0 means the
number of observed deaths equals
the number of expected deaths.

The predicted number of deaths

is calculated from the APACHE

[ll-j prognostic scoring system.
APACHE combines assessments of
Acute Physiology, Age and Chronic
Health Evaluation to predict a given
patient’s risk of death.’® SMRs allow
fair comparison of ICU mortality
rates, accounting for variances in
the severity of illness of each ICU’s
patient population.

In Figure 23, 2011-12 SMRs calculated
by ANZICS are shown as dots within
‘funnel plots’ for each hospital peer
group.'®® Most Australian ICUs

have SMRs that are lower than 1.0,
suggesting the observed number of
deaths is less than predicted by the
APACHE llI-j scoring system. Curved
lines called control limits are drawn
around the mean SMR of the group.

A dot (representing an ICU) appearing
below the lower control limited
indicates that an ICU’s mortality rate
is unusually low (that is, better than
the rest of the group) and that the
probability of this finding being due to
chance is less than 0.5 per cent.

When an ICU has a SMR that appears
to be higher (worse) than its peer
group, ANZICS CORE provides further

......................................................................................................................................................................................................................................

analyses to see if this finding can be
explained by data quality issues, case
mix or any other factors. The results
of these investigations are fed back
directly to the hospitals and the
department of health in each state
and territory.

Figure 23 shows that two ICUs had
SMRs that were significant lower than
the other rural ICUs in Australia.

Figure 23
Standardised mortality ratios (SMRs) for Australian rural hospital intensive care units, 2011-12

2.0

1.5 Y
N *
= 1.0 L 2

s . *  ge ¢ R *ee .
. & . % *
0 v
05 . = ¢ ot
/ .
0.0
(6} 100 200 300 400 500 600 700

Number of admissions

Source: CORE APD central database for Australian ICU admissions.
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Figure 24 shows one metropolitan ICU Figure 24

that had a lower SMR than the rest Standardised mortality ratios (SMRs) for Australian metropolitan hospital intensive care units, 2011-12
of the group and one that was on the 50

borderline of having an SMR higher '

than the rest of the group. \
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Source: CORE APD central database for Australian ICU admissions.
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Figure 25 shows that three ICUs in Figure 25
tgrtlary hospitals had SMRs that were Standardised mortality ratios (SMRs) for Australian tertiary hospital intensive care units, 2011-12
higher than the rest of the group and 50
two had SMRs that were lower than the '
rest of the group. \
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Source: CORE APD central database for Australian ICU admissions.
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Figure 26 shows that most ICUs in
private hospitals in Australia had
lower-than-expected SMRs.

Figure 26

Standardised mortality ratios (SMRs) for Australian private hospital intensive care units, 2011-12
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Source: CORE APD central database for Australian ICU admissions.
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Using ANZICS data, a 2011 study Figure 27

Con(jucted from ZQOO to 2098 Admissions to intensive care units per hour of the day, with hospital mortality and APACHE llI-j predicted risk of death, 2000-08
confirmed that patients admitted

after hours had a significantly higher - Number of admissions

-@= APACHE llI-J predicted risk of death

hospital mortality rates (16.5 per cent) -8 Mortality
compared to patients admitted during 20 000 20%
regular working hours (14.0 per cent)
(Figure 27).11° Similarly, SMRs were 25 000 25%
significantly higher for patients "
admitted after hours (0.95 per cent) s 20000 20%
than for patients admitted during é 2z
regular working hours (0.92 per cent) . 15000 15% %
(Figure 28)."1° Patients admitted to 2 10000 0o =
ICUs on weekends had a 19.9 per cent 2
hospital mortality rate compared to 5000 59
a rate of 14.0 per cent among those
admitted on weekdays.!"° 0 0%

8888888383388 88383833888838388¢8838

588388588278 ILOr®IQNYR

Hour of admission to ICU
APACHE llI-j = Acute Physiology and Chronic Health Evaluation I, 10th iteration; ICU = intensive care unit

Source: Bhonagiri et al., Increased mortality associated with after-hours and weekend admission to the intensive care unit: A retrospective analysis.
Medical Journal of Australia 2011;194:287-292.
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Figure 28 The organisational and staffing
structure of an ICU influences patient
outcomes. ICU staffing structures can
change after hours and on weekends.
Several studies show that patients
admitted to ICUs in Australia after
hours and on weekends have a higher

0.9 —— — \ mortality rate than patients admitted at

Standardised mortality ratios (APACHE lll-j) per hour of the day for all admissions to the intensive care unit (ICU), 2000-08

-®= Standardised mortality ratio
— 95% ClI

§ other times.""®""" This is due, in part,
-g \/\/—-/\ M to a smaller proportion of ‘low-risk’
E 06 \\\j/o—(/ elective surgical admissions at
: these times.
£
Z 03 Certain factors have been associated
with increased risk of readmission to
0o intensive calre during a single hospital
S 8 S 8 8 8 8 8 8 38989888 s%8 8 39838898 8¢8:3 stay. These include:
883383838~ a2ere2Q Ny e admission to ICU for reasons other
Hour of admission to ICU than elective surgery
APACHE Ill-j = Acute Physiology and Chronic Health Evaluation Ill, 10th iteration; ICU = intensive care unit e the presence of chronic illiness
Source: Bhonagiri et al., Increased mortality associated with after-hours and weekend admission to the intensive care unit: A retrospective analysis. e admission to a tertiary hospital

Medical Journal of Australia 2011;194:287-292.
ICU, and

e being discharged from ICU
between the hours of 6 pm
and 6 am.'"2
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The ANZICS CORE registry monitors Figure 29
whether patients are discharged back
to their normal place of residence, as
a marker of the effectiveness of ICU

care in that hospital. It is important to 70%

note, however, that ICU patients are 60%

rarely discharged home from intensive

care. Rather, they are discharged 20%

from intensive care to a ward, and 40%

from a ward to home. The quality 30%

of care provided to ICU patients in

other hospital wards also influences 20%

e ovteoms ~ HEEEN mmmEr EEEER

Discharge to the patient’s home 0%

Discharge destination from hospital following intensive care unit admission, 2008-12

80%

Per cent

2328585 88255 33255 832585
following ICU and general hospital S & & « Q S S & « Q S o & « < 9 9 & « Q
care reflects a better outcome than

. " . Discharged home Died in hospital Discharged to Discharged to other
doeS dlSCharge tO a rehabllltatlon rehabilitation facility acute care hospital

facility or to another hospital. Figure 29
shows that the percentage of patients
discharged to their homes, without
risk adjustment, remained relatively
constant during the five-year period
2008-2012, at approximately

72 per cent. During the same period,
the percentage of patients discharged
to rehabilitation facilities increased
slightly, to 9 per cent, and there was
a slight decline, to 9 per cent, in
discharges to another acute hospital.
The remaining patients (10 per cent)
died in hospital.

Source: CORE APD central database for Australian ICU admissions.
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Another patient outcome measured Figure 30
by ANZICS is length of stay in an ICU.
Figure 30 shows that the median length
of stay in Australian ICUs remained
constant from 2008 to 2012 for both 60
survivors and non-survivors.

Median length of patient stay in an intensive care unit, 2008-12

70

50
2
3
2 40
s
& 30
£
z
20
10
(0]
2 8 2 % 3 2 8 2 & 3 283 285 %
o o o o o o
o o 2 « o O « o O I
SO o & & N o & & N N
Overall Survivors Non-survivors

Source: CORE APD central database for Australian ICU admissions.
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The ANZICS CORE adult patient Figure 31
database reported on clinical
management practices that constitute
best practice ICU care in Australia

for the same period (2008-12). g0

Trends in best practice care - after-hours discharges and administration of DVT prophylaxis in Australian public
and private intensive care units, 2008-12

ANZICS reported the rates at which o 70

patients were discharged from g 60

ICUs after hours, and rates of care g

to prevent the formation of blood g 20

clots (‘deep vein thrombosis [DVT] % 40

prophylaxis’). Figure 31 shows that ;§ 30

rates of after-hours discharges o

remained relatively constant, at around § 20

19 per cent, between 2008 and 2012. g 10

Rates of DVT prophylaxis, however, 0

increased during the five-year period, @ 2 ) 5 N g 2 ) 5 N
from 27 per cent of patients in 2008 to N IS Q o & IS Q Q o &
72 per cent in 2012. Discharge after-hours DVT prophylaxis given

DVT = deep vein thrombosis
Notes: Only discharges to ward are included.

The DVT prophylaxis administration indicator was introduced to the adult patient database minimum dataset in 2007.
The years 2007 and 2008 contain missing/incomplete data.

Source: CORE APD central database for Australian ICU admissions.

68 VITAL SIGNS 2013 - The state of safety and quality in Australian health care



Y Case studies G

ANZICS CORE conducted Critical Figure 32
Care Resources Registry Surveys in

Measures of best practice care in Australian ICUs; 2008, 2010 and 2011
2008, 2010 and 2011. These surveys

(Figure 32) show an increasing number 100%
of ICUs in Australia using the FAST 20%
HUG checklist approach to improving 80%
their quality of care. Other indicators, .%’4 70%
also shown in Figure 32, suggest §§ 60%
improvements in the provision of gg 50%
evidence-based care in Australian ICUs. 23 40%
82 30%
8

20%
10%
0%

225 825 g5 825 %25 825 28 8%%

gg(\l 88(\1 ISR 88(\1 88(\1 88(\1 Q& « 88(\1

(@ () © (d) (e () @ Q)

ICU = intensive care unit

Notes:

a) Process-oriented checklists (e.g. FAST HUG) used (n = 105).

b) Rounds conducted with an infectious disease specialist/microbiologist (n = 48, metropolitan and tertiary units only).
c) Rounds conducted with a pharmacist (n = 112).

)
d) Antibiotic stewardship program in place (n = 106).
)

f) Critical incident monitoring program in place (n = 106).

(

(

(

(

(e) Antibiograms specific to the ICU in place (n = 1086).

(

(g) Routine ICU patient satisfaction surveys conducted (n = 112).
(

h) Competency standards for airway management adopted (n = 105).
Source: CORE Critical Care Resources Surveys conducted in 2008, 2010 and 2011.
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Implications

There has been a considerable effort
to improve the quality of intensive care
in Australia. Holley and Ziegenfuss
(2011) contend that the high standard
of care of the critically ill in Australia
results from the evolution of an
independent College of Intensive Care
Medicine, along with the strong and
complementary ANZICS and a rigorous
specialist training program.''®

Data provided for this chapter by
the ANZICS CORE demonstrate
that intensive care patient mortality
is decreasing, while the use of
evidence-based care is increasing
over time.

In 2009, Victoria identified priority
areas for future directions in intensive
care at a jurisdictional level,'® many of
which are relevant at the national level.
These include:

e addressing critical care
workforce shortages

e routine reviews of ICU funding
policy to reflect changes in
clinical practice.

e support for the development
of medical equipment asset
management plans

e exploration of opportunities for
identifying and evaluating new
intensive care technology and
clinical practice

e development of intensive care
service planning frameworks to aid
in the organisation and distribution
of appropriately accessible
intensive care services

e development of best practice
protocols for assessing patients
before admission to ICUs that
include advance care planning

e development of ICU discharge
planning policies that reinforce
evidence-based practice,
patient-centred care and care
pathway management
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e review of ICU data on an annual
basis to inform future growth

e continual monitoring and
strengthening of retrieval services

e support for the development of
clinical information systems to
inform improvements in the quality
and safety of patient care

e support for redesign projects in
health services that interface with
intensive care services

e support for the development of
intensive care research, and

e continuing exploration of, and
support for, innovative and flexible
critical care service models,
including MET teams.

The successes of MET teams in
improving patient outcomes may
lead to an expansion of their roles
in the early mobilisation of critical
care resources to critically ill and
deteriorating patients.

......................................................................................................................................................................................................................................

It has been suggested that the

role of the intensive care physician
may change to include additional
outreach initiatives.® As the people
that hospitals care for are less

well over time, such changes may
shift the roles and responsibilities

of an intensivists closer to those

of an ‘acute hospitalist’.'" Such

a role transition would have to be
managed in conjunction with critical
care workforce shortages. A limited
critical care workforce is one of the
factors constraining ICU capacity in
Australia.'® In rural and remote regions
of the country, workforce shortages
are likely to continue into the future,
though they may be mitigated to some
extent by the implementation and
expansion of new technologies such
as telemedicine.®



Serious challenges remain for the
delivery of high-quality, sustainable
intensive care services in Australia into
the future. The demand for intensive
care services in Australia’s public
hospitals is growing, along with the
competing demands of emergency and
elective surgery for a limited number

of ICU beds. The resource implications
of ICU patient selection (appropriate
admission to ICUs), end-of-life decision
making and clinical management

are therefore likely to come under
increased scrutiny over time.

Increased transparency and
accountability, with the help of
high-quality information provided by
the ANZICS CORE registries, will

aid decision making and resource
allocation that will maximise the quality
and sustainability of intensive care
services in Australia.

What we do not know

Approximately 15 per cent of ICUs do
not participate in the CORE registries.%
These ICUs are located mainly in

rural and remote areas of Australia.
Additionally, some ICUs located in
private hospitals do not submit data to
ANZICS CORE. The quality of care in,
and patient outcomes from, these units
is unknown.

One limitation of national health data
collections in Australia is the difficulty
of obtaining longitudinal patient
information after hospital discharge.
Another is in establishing the routine
linkage of healthcare data to monitor
outcomes over time.

......................................................................................................................................................................................................................................

Indicators such as readmission to
ICU after hospital discharge, death
within 7 or 30 days of hospital
discharge, and readmission to a
different ICU require linked datasets
to be created. It would also be useful
to learn the extent to which ICU
patients return to pre-admission
levels of activity and independence.
Measures — such as the indicators
mentioned previously, as well as
disability-adjusted or potential life
years gained — would provide better
information on the effectiveness of
different ICU interventions on patient
outcomes; however, the resources
required to elicit such follow-up
information are beyond the current
capacity of many ICUs in Australia.
Moreover, under current health
information arrangements for
secondary uses of health data in
Australia, we are unable to generate
and report such outcomes.

Case studies G
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CONCLUSION

Our knowledge about the safety and quality of health care in

Australia has grown since the first major study of safety in Australia
was published in 1995."* Governments, health services, healthcare
providers, and not-for-profit and consumer organisations have since
invested substantial time and effort to improve the safety and quality
of care, with the aim of improving people’s outcomes and experiences.

We now know more about how this investment is paying off. This first
State of Safety and Quality in Australian Health Care report provides a
snapshot of 14 important areas of safety and quality where investments
have been made.

One thing that is clear is that improving safety and quality is now seen
as part of the normal business of health care. More and more systems
are in place to standardise routines and processes, making it easier

for doctors, nurses and others to deliver the care they would like to
deliver to the standard they would like to deliver it. The National Safety
and Quality Health Service (NSQHS) Standards and the associated
mandatory accreditation scheme are an important step in this direction.
They will help ensure that, during the next four years, all hospitals and
day procedure centres have the fundamental systems required for safe
and high quality care.
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We are looking more closely at whether people are receiving the care
that research shows to be effective. We know that many people do
not receive the right care — some have unnecessary (and potentially
harmful) tests or treatments, and some miss out on tests or treatments
that would be helpful. Working with healthcare providers to understand
why this happens and to address it is a priority for the Australian
Commission on Safety and Quality in Health Care (the Commission).

There is an increasing recognition that if patients, carers and consumers
play a greater role in the healthcare system, then its quality and safety
will improve. The Commission will continue to promote the role of
consumers in safety and quality at a national level.

Measuring the safety and quality of care is a challenge. We have
national information about the diagnoses people receive and the
procedures people have. We know how many people die, and how
many are readmitted to hospital soon after discharge. However, there
is too little information routinely available about whether care is safe,
whether people receive the right care and extent to which people

are partners in their care. Registries can help to provide some of this
information, and the Commission is working to increase the focus on
safety and quality in national data collections, which will allow more
detailed reporting on safety and quality in future years.



There is more work to be done. Priorities include: o ; _
The Commission will continue to work

e embedding the NSQHS Standards throughout the health system with its partners — consumers, healthcare
to ensure a consistent approach to safety and quality in Australia providers, managers, executives and policy
— the Commission will also look at how they can be used to makers — to improve the care, experiences

improve the care of people with particular conditions, such as and outcomes for people in the health

eIy it system in Australia. It is only through such
e coordinating a new national surveillance network that tracks the partnerships that we will achieve sustainable

resistance of infections to antibiotics and the usage of antibiotics,
which will allow these issues to be addressed more effectively

e examining the extent to which people are receiving the right care,
which is the first step towards ensuring that more people receive
the care that they need and not the care that they do not need

e developing a national approach to health literacy as a first step
to ensuring that health services make it easier for everyone
— irrespective of their level of health literacy — to understand
health information

e improving the measurement of safety and quality of care.

change and better care.
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