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Introduction

Sir Bruce Keogh, NHS England’s national clinical
director, speaking at an NHS Improving Quality event in
London during 2014, told delegates:!

“How quickly you have your scan
and your tests, or start your
treatment, shouldn’t depend on ...
when you turn up.”

This insight is a challenge for all complex health
systems. It is a key theme picked up in this report and
provides an important context for NSW as it improves
patient care.

Patients using the NSW health system believe the care
they receive is seamless, effective and efficient. In the
2013 Adult Admitted Patient Survey 64% said their care
was ‘very well’ organised and 54% of patients said the
way doctors and nurses worked together was ‘very
good’.? Health care teams are the primary unit within an
organisation providing reliable and safe care for
patients.® Our health care teams are most effectively
supported when all levels of the NSW health system
contribute to efficient and effective patient care.

The Quality Systems Assessment (QSA) is a risk
based self-assessment that supports local teams in
continuous learning and improvement aimed at
preventing and reducing patient harm. The 2014 QSA
had a record number of 1,793 respondents between
August and October 2014 (99.4% response rate),
from right across the NSW health system including
community health.

Between February and May 2015, the QSA visited all
participating organisations to review responses to
the self-assessment and help identify local and
system-level improvement opportunities. From early
2015, local teams received their detailed local reports
to consider and determine the most relevant
improvement priorities. More information on the QSA
process is available on page 19 of this report.

Topics reviewed during the 2014 QSA cycle, included
health care teams, nutrition care, pressure injury
prevention and wound management systems.

Findings from this year’s topics primarily support that
patient confidence in the NSW health system is well
founded. Four issues were identified for further review.
From these issues, one recommendation to strengthen
governance for nutrition care has been identified.

The QSA was implemented in 2007 as one of the core
elements of the Patient Safety and Clinical Quality
Program. It was designed to provide assurance of local
quality and safety systems. The Clinical Excellence
Commission (CEC) will review the future functions of
the QSA in the second half of 2015, ensuring that it
continues to deliver the best value for local clinical
teams in 2016.
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Key findings and recommendations

Following analysis of the self-assessment results and

the onsite visits, four system-wide issues have been

identified for local health districts and specialty health

networks to consider, relating to:

1. Strengthening nutrition governance locally

2. Providing consistent care throughout the week

3. Supporting good clinical decisions with the right
information at the right time

4. Monitoring and review of pressure injury
prevention and management

These should be viewed as important local and system
challenges to learn from and continually improve the
way we deliver patient care.

The issue of departments and clinical units not
consistently implementing the NSW Health Nutrition
Care Policy (PD2011_078) forms the basis of a
recommendation requiring locally appropriate action by
NSW Health organisations (page 13 of this report).

The recommendation contains a goal statement and
then the required outcomes from health organisations.

Recommendation: NSW Health organisations

should strengthen locally appropriate nutrition

governance and improve nutrition care for patients,

including:

> Improved nutrition risk screening and
rescreening processes

> Improved meal and drink consumption

> Reduced unnecessary fasting

> Improved monitoring, review, feedback and
action on nutrition care practices

In addition NSW Health organisations are encouraged
to consider the following challenges in the context of
their overall risk management framework. Each
challenge contains a description of the issue identified
and a focus statement for consideration.

Clinical units indicated key elements of providing
quality of care were less available outside “traditional
business hours”:

> Leadership and Highly Reliable Clinical Units (page 8)
> Supporting clinical decisions with the right
information at the right time (page 11

Local Challenge: Our organisation provides the
same quality of care throughout the week.

Clinical units reported having difficulty accessing

some types of clinical information and being clear on

what parts of the patient’s record are in the eMR and

what information is in the paper medical record:

> Supporting clinical decisions with the right
information at the right time (page 11)

Local Challenge: Our clinicians are supported to

make good clinical decisions with the right information

at the right time.

There was variability reported both between and

within organisations on the implementation

of processes to support effective governance of

pressure injury prevention:

> Governance to improve prevention and
management of pressure injuries (page 16)

Local Challenge: Our organisation monitors

and reviews pressure injury prevention well.
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Towards safer systems and better care

Improving patient safety culture
and clinical governance

This year has seen a continuation of the trend of strong

results in this area since the creation of local health
districts in 2011. In 2014 there was a small reduction in
the percentage of acute units responding Strongly
Agree to the statement “There is a positive patient
safety and quality culture in our department or clinical
unit”. This question should continue to be monitored in
future self-assessments.*

. Strongly Agree Agree . Strongly Agree . Agree

64% 56%

76%

12% 22% 27%
(]

District Facility Unit District Facility Unit

Effective processes for safety Information, resources, training
and quality and professional development

Figure 2: Percentage of units responding Strongly Agree or Agree to questions
on “Effective processes for safety and quality” and “Information, resources,
training and professional development”

. Strongly Agree Agree

2007/8 2009 2010 2011 2012 2013 2014

Figure 1. Percentage of units responding Strongly Agree or Agree to
“There is a positive patient safety and quality culture in our department
or clinical unit” by year

For clinical governance and quality assurance
structures and processes to be effective, it is important
that they operate at all levels of the organisation.®

The results of the 2014 QSA show there is agreement
between district, facility and unit level staff that

the organisation has clear, integrated and

effective processes for safety and quality,

including risk management and clinical incident
management systems.

There is also agreement between organisational levels
that more work needs to be done to ensure there is
alignment of information, resources, training and
professional development with the need to support
the organisation’s quality and safety processes.
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’ 77%

of units reported that,

in developing clinical
management plans, patient
level goals are Always or
Often developed in
partnership with patients,
their carers or family

69%

of units reported patients are
supported and encouraged to
eat and drink by encouraging
families or carers to assist
patients at meal times where
safe and appropriate

53%

of units reported information
for patients or carers on
nutrition care and meal
services is included in the
patient nutrition guideline or
protocol used

49%

of units reported processes
and outcomes of pressure
injury prevention are
monitored by listening to
patient feedback and stories

Local Success

At lllawarra Shoalhaven LHD Nowra Community Health:
Clients of the Primary Health Nursing Team undertake hand
hygiene auditing of their care providers. This has resulted in an
increased understanding of the reasons for hand hygiene by
the client and an increased engagement by the clinical teams.

. Strongly Agree Agree

44% 46%
289 33%

2011 2012 2013 2014

Figure 3: Percentage of units responding Strongly Agree or Agree to
“Patients and their families and|/or carers are viewed as integral members
of the health care team” by year

Patient based care:
continuing the journey

There has been an increasing focus on partnering with
patients to improve patient and staff experiences® and
patient outcomes? in the NSW health system.
Implementation of programs such as Patient and
Family Activated Escalation (REACH)® and Carer
Engagement (TOP 5)? has corresponded with an
increase in the percentage of units responding
Strongly Agree or Agree to the statement “Patients
and their families and/or carers are viewed as integral
members of the health care team”.

The gap noted in the 2013 QSA report'® between the
perception of patient involvement and the systems and
practices that support this is evident in the 2014
self-assessment results. Ninety nine per cent of units
responded that during “traditional business hours”
(e.g., 9am to 5pm, Monday to Friday) leadership
includes understanding the needs of patients, carers
and families compared to 64% of units that indicated
patients, carers and their families are involved when
implementing new, or reviewing existing, clinical
processes when appropriate.

For more information on Patient Based Care, please contact CEC'’s Patient Based Care Directorate:
CEC-PatientBasedCare@health.nsw.gov.au | http://www.cec.health.nsw.gov.au/programs/partnering-with-patients
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Effective health care teams

High reliability health organisations minimise the risk to
patients by having a commitment to safety; building
back up steps into processes; measuring safety; and
learning continuously.™

In this way, highly reliable health care teams may further
be described as resilient, in that they stand up under
pressure, recover quickly and, most importantly, learn
when they fail. A culture of learning through adversity is
one feature that local systems need to support to help
build resilience in individual and clinical teams. 12

Leadership and highly reliable
clinical units

“Leadership and governance is the cornerstone for
effective teamwork. Good leadership provides
direction, models a high standard of clinical care
and is considerate about the needs of individual
team members”.13

Across NSW 90% of clinical units responded Yes,
Routinely that “Leadership is clear 24 hours per day,

7 days per week”. In contrast, units reported that

outside “traditional business hours” components of

effective leadership are less apparent than during
The percentages (%) show the degree health care “traditional business hours”. Aggregating the data by
team leadership is perceived to be less effective NSW hospital peer group™ shows how this was

outside “traditional business hours”. reported by hospitals of differing size (see Table 1).1°

Peer Groups Peer Group Peer Groups Peer Groups Mental
A1-3 B C1&2 D&MPS Health
Understanding the needs of patients, carers and families -4% -6% -8% -2% -8%

Demonstrated understanding of team needs -8% 9% -18% -3% -7%

Clear communication of organisational needs =11% -11% -10% -10% -16%

Leadership by example ~ 16% -18% -21% -13% -16%

Effective communication 7% -11% -16% -6% -12%

Cleardirection  -12% -13% -14% -10% -14%

Ensuring availability of all required equipment and resources -14% -11% -18% -8% -13%

Table 1. Health care in hospitals is provided 24 hours a day, seven days a week. This table summarises the differences between health care team leadership inside and outside
of “traditional business hours” by comparing the responses to inside hours questions with outside hours questions. The results are shown for hospital peer groups
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Ninety two per cent of New South Wales Ambulance
(NSWA) respondents’® indicated that clinical
handovers follow a process that is well known to
allteam members.

Ninety eight per cent of units across NSW indicated that 92%
individual roles and responsibilities to ensure patient
safety and clinical quality are Always or Often clearly
defined during “traditional business hours” and 86%
have a process to ensure new or rotating staff members
are oriented to specific department or clinical unit level
safety and quality responsibilities. Hospitals in peer
groups A1-A3 were more likely to report having a

process to ensure new or rotating staff members are

Peer Groups Peer Groups
oriented to specific department or clinical unit level A1 & A3 Cc1&C2
Safety and qua“ty responS|b|I|t|es than units from Figure 4. Percentage of units responding Yes to “Does your department or
h ospitals in other peer groups. clinical unit have a process to ensure new or rotating staff members are oriented
to specific department or clinical unit level safety and quality responsibilities?”
by selected peer groups

Local Success

In the Justice Health and Forensic Mental Health Network: Providing care in this service means clinical
teams need careful planning of the care they deliver. Clinicians have developed clinical pause points while
accessing patients for care, for example “while the guard is unlocking the doors, | always wash my hands”.
This contributes to outcomes such as very low rates of often prevalent clinical incidents

(e.g., medication errors and pressure injuries) and high compliance with hand hygiene.

For more information on Health Care Teams, please contact CEC’s In Safe Hands program:
CEC-InSafeHands@health.nsw.gov.au | http://www.cec.health.nsw.gov.au/programs/insafehands
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Resilient health care teams

“Resilience at the small team level focuses particularly
on how people manage different workloads, develop
individual and collaborative strategies, compensate for
deficiencies in their environment, and avoid and
recover from collective errors”."”

At the unit level, QSA data indicates that there is a
shared commitment to learning from both errors and
near misses. Ninety three per cent of units indicated
they Always or Often saw errors as an opportunity to
learn and improve and 91% Always or Often saw near
misses as an opportunity to learn and improve. Slightly
different results were reported from the facility level,
with corresponding figures of 97% for errors and 79%
for near misses. This may reflect a governance barrier
or lack of communication between facility staff and unit
level staff in relation to unit level incident management.

Most districts (88%) indicated they have systems or
programs in place that provide direction for team
members, regardless of clinical specialty or seniority, to
constructively speak up on matters of patient safety or
clinical quality. Units from metropolitan LHDs
responded they Always or Often “watch each other’s
backs and constructively speak up regardless of
clinical specialty or seniority” more than units from

rural or regional LHDs.'®

Eighty four per cent of units Strongly Agree or Agree
that “Because of targeted monitoring processes, we
know how well the team in our department or clinical
unit delivers on its defined roles and responsibilities

for patient safety and clinical quality”.

Local Success
“‘Why wouldn’t | come?... | love this place.”

85%

77%

Metropolitan Rural and Regional
LHDs LHDs

Figure 5: Percentage of units responding Always or Often to “We watch each
other’s backs and constructively speak up regardless of clinical specialty or
seniority” by LHD type

Slightly over half of the districts (53%) had a policy or
framework to guide the use and monitoring of clinical
management plans. At the facility level 75% of
respondents indicated there were local review
processes in their facility that monitor the use and
effectiveness of clinical management plans
including ensuring the clinical management plan
represents a single comprehensive and
interdisciplinary assessment.

Additionally 73% of facilities indicated there are local
review processes that monitor the involvement of
relevant multidisciplinary team members in ward
rounds (or equivalent). Involvement of relevant
multidisciplinary team members Always or Often in
ward rounds (or equivalent) was reported by 91% of
units from Justice Health and Forensic Mental Health
Network (JH&FMHN), compared to 75% of units
from acute facilities.

from a team member who attended the QSA Onsite Visit meeting on her day off.
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Supporting clinical decisions with
the right information at the right time

Good clinical care is dependent on the quality and
timeliness of information together with the clinical state
and circumstances of the patient and research
evidence.' The NHS Services’ Seven Days a Week
Forum noted the emerging evidence that poorer
outcomes for patients are linked to reduced service
provision over the weekend.?® A recent study that
included emergency admissions to six Australian
hospitals identified a weekend effect for in-hospital
mortality at seven days after presentation.?!

Ninety five per cent of units in NSW reported they were
Always or Often able to access all the information
required to make clinical decisions during “traditional
business hours”. The corresponding figure for outside
hours was lower at 85% of units indicating some
systems are not available or easily accessible when
required to support care.

The complexity of supporting medical decision making,
diagnosis and treatment decisions® is characterised by
additional questions from the self-assessment
indicating that not all information is readily available at
the time clinical decisions are made. During “traditional
business hours” units from rural and regional LHDs
indicated they had difficulty accessing imaging results
(20% of units) and pathology results (17% of units).
Thirty five per cent of community health units reported
they had difficulty accessing information from hospitals
within their own organisation.

Local Success

37%
S 63%

or Don't know

Always or
Often

Figure 6: Response to “Clear information is received about ongoing changes to
the eMR, including the addition of new functionality” by response type

Outside “traditional business hours” accessing
information external to the health service appears

to be the greatest challenge for clinical units with

47% indicating they had difficulty accessing information
from general practitioners and 54% information from
other health services, facilities or regions.

The Institute of Medicine recommended in 2001 that
most handwritten clinical data should be eliminated
and replaced by electronic records and automated
clinical information support systems.?? In the NSW
health system the first phase of the eMR Program was
completed in late 2011. The second phase supporting
clinical documentation, handover and risk
assessments is under way.2

Across NSW 27% of units Strongly Agree it is clear
which parts of the patient’s record are in the eMR and
what information is in the paper medical record. In
principal referral hospitals (Peer group A1) this dropped
to 20%. Figure 6 indicates that across the state there is
scope to improve communication with clinical units on
changes to the eMR.

At Northern Sydney LHD Manly/Mona Vale Hospitals: In Safe Hands data dashboards are helping to drive local change. They enable easy

access to high quality and relevant data for clinicians and managers to monitor highly relevant clinical information within and between

units. The data fields were determined by clinicians to be the most relevant to patient safety in their units. The In Safe Hands guide from

CEC is widely appreciated and utilised in the LHD.
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Patient nutrition care

Good nutrition is fundamental for health, healing and
recovery fromillness and injury. In a recent study of
3122 Australian hospital patients, 41% were found

to be at risk of malnutrition and overall malnutrition
prevalence was 32%.25 Results of numerous clinical
studies show that hospitalised patients who are
malnourished are at a distinctly higher risk for
complications - especially pressure ulcers,
infections and falls.?

Recognise the need to provide
good nutrition care

Around three out of four acute units in NSW indicated
that patient nutrition care was a function of their
department or clinical unit. Over three quarters of
these units answered they routinely identify patients
who need assistance to eat and drink and provide
assistance to eat or drink, based on level of need.

Nutrition care was clearly identified as a priority in acute
community hospitals and multipurpose services, with
97% responding they support and encourage patients
to eat and drink by preparing them for meal times,
opening food packets and providing feeding
assistance and supervision by staff at meal times.

For hospitals in peer groups A, B and C, 63% of

units indicated they provided all three support

methods for patients.

Fasting for long periods prior to elective surgery causes
discomfort in patients and is known to have detrimental
effects. Many studies show that pre-operative fasting
affects pre-operative thirst, hunger, anxiety and post-
operative pain, nausea and vomiting.?” Enhanced
Recovery After Surgery (ERAS) care pathways have
been found to reduce surgical stress, maintain post-
operative physiological function and enhance
mobilisation after surgery (see Figure 7).28.29.30

V////4

Figure 7

Unit strategies to reduce

unnessary fasting

No strategies are \
available to minimise
unnecessary fasting 150/0

of patients

Access to food and fluids
810 out of normal meal times
A) (such as early breakfast
packs and late meals)

53%

Clear guidelines

outlining the specific
minimum and maximum
fasting times required for
procedures (including when
fasting is not required)

Post-procedure protocols
for early feeding such as

“Enhanced Recovery
After Surgery” (ERAS)

48%

Patients who have repeated procedure
delays or cancellations are identified
and prioritised
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Local Success

At Far West LHD in Broken Hill, Wentworth and Balranald
Hospitals “Protected Meal Times” have been introduced for
patients. At Balranald Hospital skilled and trained nutrition
support staff provide nutrition care during two main meals

a day for patients. In addition, this allows nursing staff to be

involved in improving the quality of care through other duties.

It is important to recognise the work done at the smaller
facilities and incorporate elements of these models into
the overall concept of protected meal times.

More recently this has been successfully introduced into
Broken Hill Hospital in conjunction with NSW Health's
Patient Nutrition Care Policy, resulting in significant
improvements in good nutrition for the patients.

Strengthen locally appropriate
food and nutrition governance

Reliable provision of good nutritional care is
an outcome of well-developed quality systems
that includes screening, assessment, training
and governance.?’

All local health districts reported the patient

nutrition guideline or protocol they used was based on
the NSW Health Nutrition Care Policy (PD2011_078)
and over four out of five units in acute facilities reported
they use a patient nutrition guideline or protocol.
However, only 73% of clinical units using a patient
nutrition guideline or protocol indicated it was based on
the organisation’s approach. This may contribute to the
variability apparent in patient nutrition guidelines or
protocols, with 55% of clinical units reporting it included
both screening patients for nutrition risk on admission
and nutrition assessment using a validated tool.%°

Effective management of malnutrition requires
collaboration among multiple clinical disciplines.3!

At the unit level clinical governance is not well
developed with 15% of units not monitoring processes
and outcomes of nutrition care. Of those that do,

41% review incidents related to nutrition care and 26%
audit practice against the local nutrition care guideline
or protocol. Eighty two per cent of LHDs reported
having a governance group with oversight of nutrition
and food. At the facility level, local implementation of
nutrition governance arrangements is progressing with
73% of facilities indicating they had a food and nutrition
committee in place.®?

The ACI Nutrition Network has resources available to assist with the establishment and enhancement of local governance structures to enable
continued improvements in nutrition care | http://www.aci.health.nsw.gov.au/networks/nutrition
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. Always or often === Overall NSW

CCLHD
ISLHD
NBMLHD
NSLHD
SESLHD
SLHD
SWSLHD
WSLHD
FWLHD

56%

HNELHD

MLHD
MNCLHD
NSWLHD
NSWLHD
NSWLHD

SCHN

SVLHN

Figure 8: Percentage of units responding Always or Often to “Relevant tearm members collaboratively develop nutrition care plans”

Informed and involved patients

Patient perspectives on nutrition care are equally
important to consider, adding a layer of context with
local QSA data. Of patients who self-identified in the
2013 NSW Patient Survey® that they needed assistance
to eat or drink, 44% said they Yes, Always received
enough help.

Seventy one per cent of units indicated they have
systems to ensure patients, their carers and families are
involved in ordering meals. Forty four per cent indicated
patients are supported and encouraged to eat and
drink by providing information to patients and families
or carers about nutrition and food in hospital and 72%
indicated they encourage families or carers to assist
patients at meal times where safe and appropriate.

Sixty per cent of LHDs having a governance group
with oversight of nutrition and food indicated that
consumers or carers were represented. At the facility
level the results were much lower, with 38% of facilities
including consumers or carers on their governance
group with oversight of nutrition and food.

Local Success

At Western Sydney LHD Auburn Hospital has undertaken the
quality project ‘Hungry to be heard’ which was a runner up in
both the local quality awards and the Premier’'s Awards.

A key focus of the project was consultation with patients and
relatives to identify issues relating to nutrition. Identified
solutions including identifying patients by name rather than
bed number, ensuring uninterrupted meal times and
encouraging socialisation through communal dining, were
piloted in the Temporary Stay Unit and will be rolled out

to other departments.
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Pressure injury prevention and

wound management

Pressure injury has been identified as the fifth most
costly commonly occurring preventable condition.3*
The inclusion of pressure injury prevention and
management in the National Safety and Quality Health
Service Standards (NSQHSS - Standard 8) reinforces
the need for hospitals to prevent patients developing
pressure injuries and effectively manage pressure
injuries when they do occur.3®

Pressure injury prevention
processes are embedded

All LHDs reported the pressure injury prevention and
management guideline or protocol used or under
development in their organisation was based on the
NSW Health Pressure Injury Prevention and
Management Policy (PD2014_007). Eighty eight per
cent of units indicated they use a guideline or protocol
in relation to pressure injury prevention and
management and that it is based on the organisation’s
approach. Of these units 85% responded the guideline
or protocol included risk assessment, prevention
strategies and management of pressure injuries.

B unit Facility

Figure 9: Strongly Agree or Agree with the statement “Pressure injury
prevention and management is well integrated with the broader wound
management system”

B unit Facility

Figure 10: Screen or assess patients within 8 hours of presentation to
the health facility or assessed at the first presentation by health staff
skilled in using appropriate risk assessment tools or process

B unit Facility

Figure 11: Pressure Injury Risk Assessment used in your department
or clinical unit includes a skin assessment based on both a visual
inspection and a validated tool

For more information on pressure injury prevention and management, please contact the CEC’s Pressure Injury Prevention Project:

CEC-Pressurelnjury@health.nsw.gov.au | http://www.cec.health.nsw.gov.au/programs/pressure-injury-prevention-project
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of facilities reported they undertake audit

of facilities reported they systematically audit

Figure 12: Percentage of facilities monitoring processes and outcomes of pressure injury prevention with audits of practice against local pressure injury prevention guideline or
protocol. Systematic monitoring is where both the facility and more than 90% of units within that facility indicated they do so

@

of facilities conduct annual
point prevalence surveys

of facilities systematically conduct
annual point prevalence surveys

Figure 13: Percentage of facilities monitoring processes and outcomes of pressure injury prevention with annual point prevalence surveys. Systematic monitoring is where both

the facility and more than 90% of units within that facility indicated they do so

Governance to improve
prevention and management of
pressure injuries

Consumer or carer representation on facility level
governance groups with oversight of pressure injury
prevention varied widely, with 38% of facilities indicating
this was in place. Five LHDs had no facilities with
consumer or carer representation on facility level
governance groups.

Reporting and review of incidents related to pressure
injuries (89%) and audits of practice against the local

pressure injury prevention guideline or protocol (63%)
were the most common activities undertaken to monitor
processes and outcomes of pressure injury prevention.

Audit processes are still at an early stage of
development. The majority of facilities indicated that
audits of practice and annual point prevalence surveys
were in place. Systematic auditing was not reported by
units from those facilities (see figures 12 & 13).

Eighty three per cent of units that undertake
monitoring indicated they provide feedback on those
audits or reports to clinicians, either individually

or at a team meeting.
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Local Success

In Murrumbidgee LHD at Adelong Batlow and Gundagai Multi-
Purpose Services and Community Health: Wound healing
benchmarking is used at these facilities to identify potential
areas for practice improvement and education. This valuable
initiative is driven by local clinicians and tracks healing of acute
and chronic wounds within the benchmark of 84 days.

Wound management is not
consistently implemented

Seventy six per cent of units indicated they have a
standardised approach to wound management
systems that is based on the organisation’s approach.

Fifty two per cent of units from rural and regional LHDs
indicated that wound experts are routinely accessible
when needed for patients with chronic and complex
wounds, compared to 72% of units from metropolitan
LHDs. In addition 45% of units from rural and regional
LHDs that experienced challenging issues when
managing clients with wounds indicated they had
difficulty accessing additional expertise or resources to
deliver the wound management plan.

Across NSW 58% of units indicated that, prior to
transfer of care, they routinely collaborate with receiving
clinicians to develop ongoing wound management
strategies. This was embedded more successfully in
the community health setting within rural and regional
LHDs (64% of units).

The most common challenging issues identified by
units across the state when managing clients with
wounds were: maintaining continuity of care when
patients transfer between teams, wards or care settings
(52%); managing non-healing wounds (46%); and
incomplete documentation in the clinical record (45%).

Resources on wound management are available from the Australian Wound Management Association.
http://www.awma.com.au/home
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The QSA in 2014

Onsite Visits

18 multi-level site visits (Feb-May 2015)
266 interviews (1-20 participants per interview)
1416 clinicians, managers and executive staff
Net promoter score = +25

onste SAND

Visits

Improvement
Plans
Improvement Plans
Local improvement plans
continue to show implementation
of past recommendations:
79 State-wide recommendations
since QSA inception
73% listed as fully implemented
as at Feb 2015 (66% at Feb 2014)

Figure 14: Key facts and figures for the 2014 QSA

The QSA uses an online self-assessment at unit, facility
and district levels to measure local quality and safety
systems. Teams receive detailed local data, analysis
and reporting to help them identify the highest priority
local areas for improvement. In 2014, the QSA focused
on health care teams, patient nutrition, pressure injury
prevention and wound management.

Results presented in this state level report may have
different sample sizes. For simplicity, in this report
n-values are not offered against individual findings.

If you have any questions regarding the QSA process,
findings or data, please do not hesitate to contact

the QSA team on 02 9269 5622 or via email
CEC-QSA@health.nsw.gov.au. Previous State-level
Safer Systems Better Care reports are available

on the CEC website.

http://www.cec.health.nsw.gov.au/programs/gsa

Multi-level Self-Assessment
Aug to Oct 2014
Hospitals, Community Health,
(‘ Justice Health and Ambulance
L2 i
Tailored to organisation level and type

Multi-level 1793 responses (99.4% response rate)

Self-Assessment

Feedback and Reporting

Raw data file returned to all clinical
governance units (Oct 2014)

Tailored reports for local teams distributed:
Facility level (Dec 2014 — Apr 2015)
Community health (Feb-Mar 2015)
Organisation level (Feb-Apr 2015)

Quotes from the onsite visits about the
benefits of the QSA Program:

‘Putting (it) all together in one place,
discussing new ideas”

‘Hearing back from ‘the assessors’
on things we have done and can do”

‘Reflect on our district work, proud”

”

“‘Opportunity for clinicians to share innovation

“ITo see nutrition on the agenda in such
a high profile way”
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Connecting with the QSA

Strongly Agree or Agree

QSA is a valuable process

64% that assists to improve 1 ? 89
our quality and safety
systems (2014) Units, facilities, stations, paramedics

and organisations participating (2014)

CEC programs
supported
since 2010

< 99%

Completion rate (2014)

2014 QSA Net Promoter Score

N +25%
6 Onsite visits

66%

ACI or Clinical
Networks supported
since 2010

Strongly Agree or Agree the information
from this self assesment will be used in
developing our quality and safety

79 improvement plans (2014)

state-wide

i Y/ ///// [ SV

Over Recommendations fully implemented

100 onsite
assessors trained
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> Local QSA coordinators ensure functionality
of the program through their hard work and
professional relationships at multiple levels
of their local organisations.

Unit level participation is the hallmark of QSA
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