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Canterbury Hospital

Return to acute care following hospitalisation for six acute conditions
and two elective surgeries

? f mq n g-stangardiged pegdenission ratio (RSRR) is the Slightly different approaches are used for the conditions.
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among its patientst. For thisreport, readmission is defined as a focused on acute conditions only consider readmission episodes
return to acute care?. that are classed as acute emergencies while analyses for the
cjcargtc gspecpgcqg _jgm glajsbec

F I pl ith 95% .8% I limi he NSW
unnel plots with 95% and 99.8% control limits around the NS such as planned returns to theatre for wound washouts.

ratio are used to interpret the ratios and identify outlier hospitals
rfmgc ugrf «gncag_j a_sqgc- t _ pg_RSBRseldonotfdistinguigh readmissiopspthatl are avdidaple ffora p
investigation. TheRSRR does not enable directomparisons those that are a reflection of the natural course of illness.
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particular case mix.

Risk-standardised readmission ratios (RSRRs) for six acute conditions and two elective surgeries

Number of patients*
Condition (index cases) RSRR July 2012 - June 2015 RSRRs for three-year periods

July 00 °  July03° July06° July09° July12°
0.0 0.5 1.0 1.5 2.0 25 3.0 June03 June06 June09 Junel2 June 15

Acute myocardial infarction 205 | 0.98 [ [ [ [ [ [
Ischaemic stroke 56 | 1.07 ([ ] . ( ( (] (]
Congestive heart failure 512 | 1.20 [} (] (] . ® .
Pneumonia 581 | 1.18 ® [ [ [ [ [

Chronic obstructive

pulmonary disease 625 | 1.06 ® ¢ ¢ ¢ ¢ ¢
Hip fracture surgery 229 1.06 ([ ] (] . (] (] (]
Total hip replacement 81 | 0.30 ® [ [ [ [ [
Total knee replacement 339 | 1.07 ° (] (] (] ® ®

L | L

Readmission this period: @ Lower than expected 95% control limits
@ No different than expected
@ Higher than expected

. . Statistically significant result

® No significant difference O <50 cases

* Index cases exclude those with <30 days follow up information.

Performance Profile:Canterbury Hospital bhi.nsw.gov.au 1



bureau of
health
information

How to interpret the dashboard

Gd _ fmgngr_j-q PQPP
readmissions arewithin the range of values
expected for an in control NSW hospital of
similar size

pcw

e Readmissions are

Readmissions are P
higher than expected

lower than expected

—— The length of the bar for each condition reflects
the tolerance for variation. It is wider for hospitals
admitting a small number of patients

How to interpret a funnel plot

3 q 95% limits 227 99.8% limits
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’ Expected number ofreturns to acute care (readmissions) withiB0 days

Greater tolerance for variation
for hospitals with fewer
expected readmissions

Reflects patient volume and
case mix at the hospital
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Canterbury Hospital

30-day return to acute care following hospitalisation for acute myocardial infarction

Patient cohort, index cases®4

This hospital NSW
Total index casesfor acute myocardial infarction 210 28,105
Average length of stay (days) 7.2 55
Patients transferred in from acute care in another hospital 116 11,790
Discharge destination:
Home 196 24,910
Other 14 3,195
Age profile for index cases (years)*®
m15°44 m45°64 m65°74 75°84 85+
This hospital WA 224 25.7 21.9
NSW 5.2 . 23.6 15.6

% index cases

Factors associated with 30-day acute myocardial infarction return to acute care®

Previous AMI admission

Weight loss

Renal failure

Diabetes, complicated

Fluid and electrolyte disorders

Congestive heart failure

Coagulopathy

Chronic pulmonary disease

Depression

Metastatic cancer

Other neurological disorders

Pulmonary circulation disorders

Cardiac arrhythmia

Solid tumour without metastasis -24

-20 -15 -10 -5 5 10 15 20
% difference from NSW (index cases with factor recorded)

*Age was a significant factor in the final model of 3@lay readmission following hospitalisation for acute myocardial infarction
Performance Profile:Canterbury Hospital bhi.nsw.gov.au 3
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Canterbury Hospital

30-day return to acute care following hospitalisation for acute myocardial infarction

Location of returns to acute care’

This hospital NSW
Total readmissions following index hospitalisation for acute myocardial infarction 35 4,534
Readmitted to the hospital where acute care was completed 28 3,066
Readmitted to a different hospital 7 1,468
Of these:

To an urban public hospital 7

To a regional or rural public hospital 0

To a private hospital 0

Reasons for and time to returns to acute care?
Same principal diagnosis Condition related to principal diagnosis W Potentially related to hospital care

(relevant at any time)

B Potentially relatged to hospital care B Potentially related to hospital care Other conditions
(time sensitive,07 days post discharge) (time sensitive, 830 days post discharge)

Distribution of reasons for returns to acute care

This hospital 11.4 5.7 314 17.1
NSW 12.5 20.2
0 10 20 30 40 50 60 70 80 90 100

% returns to acute care

Number of, and reasons for, returns to acute care following hospitalisatiofor acute myocardial infarction,by days post discharge

12 4

10 +

Number of returns to acute care
(2]
1
I

4 4
2 -
2
1 1
0
1°7 days 8°14 days 15°21 days 22°30 days

Days post discharge
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Risk-standardised readmission ratio

Acute myocardial infarction

Canterbury Hospital
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30-day return to acute care following hospitalisation for acute myocardial infarction

Hospitakqncagdga PQPPQg pcnmpr

l sk cp md pcrsplg rm _asrc
returns. A competing risk regression model draws on the NSW
n_rgclr nmnsj_rgml-q
expected number of returns for each hospital, given the
characteristics of itspatients.

r fc

p _AnR8RRfeds tharalrO sndigatesnopvetkamexpectgd retutms-to
a _ p c acute care, and aratio mgbea than b.6.indicaes highgtharm d

expected returns. Small deviations from 1.0 are not considered to

af _p_ar cp g gbegeanngfull Fonnahdots avith B5%candr98%ccqntra lkmitsr ¢

around the NSWratio areused to identify outliers.

Hospital level acute myocardial infarction RSRR by number of expected returns to acute care (readmissions)®

4 95.0% limits ~---  99.8% limits
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Expected number of returns to acute care (readmissions) within 30 days

lllustrating the effect of standardisation,
July 2012 — June 2015

In order to make fair comparisons, a number ofisk adjustments
are made to readmission data These take intoaccount patient
factors thatinfluence the likelihood ofreturning to acute care
within 30 days. The table below illustrates the effecof statistical

_bhsqgrkclrqg ml rfgg fmgngr _|j
Age and sex Risk-standardised
Unadjusted ratio standardised ratio readmission ratio
1.04 1.00 0.98
Ratio; ™= Lowerthan No different ~ mm Higher than

expected than expected expected

The extent to which comorbidities are coded in the patient record
_ _bhsqgrkcl AhasRf cp ¢
been assessed across NSW hospitals. In Jul2009 ° June 2012,

k_w _ddcar pggqi
the average depth of codingwas 5.6 diagnoses in this hospital
and 4.9 in NSW public hospitals; and in July 2012 June 2015,
there were 5.7 diagnoses in this hospitaland 5.6 in NSW public

hospitals.

Performance Profile:Canterbury Hospital

Three-yearly RSRR and annual unadjusted
readmission rates

The RSRR is calculated on the basis of three years of data.

It takes account of differences in patient characteristics so that
assessments of hospital performance are fair. To give an
indication of results within the threeyear period, the figure below

pshowystherRGRR result for July 2012 June 2015 alongside

differencesbetween this hospital and the NSWkresult for annual
unadjusted readmission rates.
No different

RSRR: O Lower than O Higher than

expected than expected expected
9.1
Unadjusted
RSRR readmission
July 20120 " rfat_é pe_ré%ﬁa@en rf md fambg '_1?7 -
June 2015 point difference 47
from NSW result
July 12° July 13° July 14°

June 13 June 14 June 15

bhi.nsw.gov.au 5
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Acute myocardial infarction

information

Canterbury Hospital

30-day return to acute care following hospitalisation for acute myocardial infarction

Acute myocardial infarction, this hospital’s risk-standardised readmission ratio, expected readmission rates
and observed (unadjusted) readmission rates, July 2000 — June 2015

B Statistically significant result
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Notes

1. Data refer to patients who were discharged from this hospital, between July 2012 and June 201%ollowing an acutehospitalisationwith AMI as principal diagnosis (ICBLO-AM codes 121, 122).

2. Returnsto acute care are to any NSW hospital in the 30 days (for acute conditions) or 60 days (for elective surgeries) followinghage, and are attributed to the last discharging hospital. For patients
whose acute hospitalisation ended in discharge home, a return to acute care involves readmission to hospital; while for patewhose acute hospitalisation ended with a ‘discharge’ to noracute care, a
return involved a move back into an acute care setting regardless of whether they physically left thespital.

3. Forcalculation of average length of stay, index admissions that were transferred in from, or transferred out to, another acut@re hospital were excluded. Unreasonably long episodes are trimmed on the
basis of the Diagnosis Related Group (DRG) of the episode. The trim point is the third quartile plus 1.5 x the interquartiege of all inscope episodes in eachDRG.

4. Dischargedestinations are based on the mode of separation of the index case. For episodes coded as 'Discharged by hospital' or 'Disciged on leave', patients are considered to be destined for their
nj_ac md sqgs_j pcggbcl ac, 25 mrfcp kmbcqg md gcn_p_r gmplace opusualtesideice b r m gl bga_rc _ bggaf _pec b
5. Ageat admissiondate.

6.  Comorbidities are identified from the hospital discharge records using th&lixhausercomorbidity set (plus dementia) with a one year loolback from the admission date of the index case. Only those
conditions that were shown to have a significant impact on readmission (P<0.05) ahown.

7. Hospitals are classified as urban and regional/rural using the geocoded address of the hospital assigned to ABS statisticedas (SA2) and the Australian remoteness index for areas.

8.  Reasonsfor return to acute care are classified according to a draft specification made available 8HI by the Australian Institute of Health and Welfare. Principal diagnoses for the return to acute care
episode, are stratified as the same as the index hospitalisation; related to that of the index hospitalisation (same I€ID-AM chapter); potentially related to hospital care (i.e. complications and adverse
events) using various time horizons; and, other reasons. Percentages may not add to 100% due to rounding

9. Resultsfor hospitals with <1 expected readmission are not shown. Peer hospitals are identified according to the NSW Ministry of Hedb peer grouping as ofApril 2012.

10. Thedepth of coding has been defined as the average number of secondary diagnosis coded for the index cases. The one year lookdsamethod which is used for risk adjustment, to some extent
accounts for possible lower depth of coding in some hospitals

Details ofanalyses areavailable inSpotlight on Measurement: Measuring return to acute care following discharge from hospital, 2nd edition
Data source: SAPHaR| Centre for Epidemiology and Evidence, NSW Ministry of Health

Performance Profile:Canterbury Hospital bhi.nsw.gov.au 6
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Canterbury Hospital

30-day return to acute care following hospitalisation for ischaemic stroke

Patient cohort, index cases®4

This hospital NSW
Total index casesfor ischaemic stroke 61 14,471
Average length of stay (days) 10.1 8.3
Patients transferred in from acute care in another hospital 2 1,943
Discharge destination:
Home 42 7,760
Other 19 6,711
Age profile for index cases (years)*®
m15°44 m45°64 m65°74 75°84 85+
This hospital 29.5 31.2
NSW X0 . : 30.8 22.4

% index cases

Factors associated with 30-day ischaemic stroke return to acute care®

Renal failure

N
[y

Fluid and electrolyte disorders

a
o

o
o

Deficiency anaemia

Female

»
N

Weight loss

w
N

w
w

Diabetes, complicated

N

o
o

Congestive heart failure

Liver disease

Chronic pulmonary disease

N
S

N
H
o All.-.

Cardiac arrhythmia

r T T

-20 -15 -10 -5 5 10 15 20
% difference from NSW (index cases with factor recorded)

*Age was not a significant factor in the final model of 3@ay readmission following hospitalisation for ischaemic stroke.
Performance Profile:Canterbury Hospital bhi.nsw.gov.au 7
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Canterbury Hospital

30-day return to acute care following hospitalisation for ischaemic stroke

Location of returns to acute care’

This hospital NSW

n

Total readmissions following index hospitalisation for ischaemic stroke 7 1,539
Readmitted to the hospital where acute care was completed
Readmitted to a different hospital

Of these: L
<10 readmissions

. . Detailed results not shown
To an urban public hospital

To a regional or rural public hospital

To a private hospital

Reasons for and time to returns to acute care®

Same principal diagnosis Condition related to principal diagnosis W Potentially related to hospital care
(relevant at any time)
B Potentially related to hospital care B Potentially related to hospital care Other conditions
(time sensitive,07 days post discharge) (time sensitive, 830 days post discharge)

Distribution of reasons for returns to acute care
<10 readmissions

Detailed results not shown

Number of, and reasons for, returns to acute care following hospitalisatiofor ischaemic stroke, by days post discharge

<10 readmissions
Detailed results not shown

Performance Profile:Canterbury Hospital bhi.nsw.gov.au
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Canterbury Hospital

30-day return to acute care following hospitalisation for ischaemic stroke

Hospitakqncagdga PQPPg pcnmpr r fc p_An®RERRAeds tharalrOsndigatesnopvetkamexpectgd retutms-to
l sk cp md pcrsplg rm _asrc a_pc acutecard, and aratio highea than b.6-indicates highetharm d

returns. A competing risk regression model draws on the NSW expected returns. Small deviations from 1.0 are not considered to
n_rgclr nmnsj_rgml-q af _p_ar cp g gbemeanngfull Fannehdots avith ©95%gandr9e8%ccantra lkmitsr ¢ r
expected number of returns for each hospital, given the around the NSWratio areused to identify outliers.

characteristics of itspatients.

Hospital level ischaemic stroke RSRR by number of expected returns to acute care (readmissions)®
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Expected number of returns to acute care (readmissions) within 30 days

lllustrating the effect of standardisation, Three-yearly RSRR and annual unadjusted

July 2012 — June 2015 readmission rates

In order to make fair comparisons, a number ofisk adjustments The RSRR is calculated on the basis of three years of data.

are made to readmission data These take intoaccount patient It takes account of differences in patient characteristics so that
factors that influence the likelihood ofreturning to acute care assessments of hospital performance are fair. To give an

within 30 days. The table below illustrates the effecof statistical indication of results within the threeyear period, the figure below

_bhsqgrkclrg ml rfgq fmgngr _j -q pshowstherRERR result for July 2012 June 2015 alongside
differencesbetween this hospital and the NSWresult for annual

Age and sex Risk-standardised diusted dmissi t
Unadjusted ratio standardised ratio readmission ratio unagjusted readmission rates.
1.15 1.12 1.07 RSRR: O Lowerthan No different O Higher than

’ . ’ expected than expected  expected

Ratio: ™ Lower than No different ~ mm Higher than
expected than expected expected 7.8

The extent to which comorbidities are coded in the patient record RSRR :ég%?#f:;?gn 13
k_w _ddcar pgqi _bhsquclr1°,hastcchuly2012° I € peréehtagen r f md ambgle-
been assessed across NSW hospitals. In Jul2009 ° June 2012, June 2015 point difference 59
the average depth of codingwas 6.0 diagnoses in this hospital from NSW result ) ) )
and 6.3 in NSW public hospitals; and in July 2012 June 2015, iz s v
there were 7.9 diagnoses in this hospitaland 7.0 in NSW public
hospitals.

Performance Profile:Canterbury Hospital bhi.nsw.gov.au 9
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Canterbury Hospital

30-day return to acute care following hospitalisation for ischaemic stroke

Ischaemic stroke, this hospital’s risk-standardised readmission ratio, expected readmission rates and
observed (unadjusted) readmission rates, July 2000 — June 2015

B Statistically significant result
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Notes
1.  Data refer to patients who were discharged from this hospital, between July 2012 and June 2015ollowing an acutehospitalisationwith ischaemic stroke as principal diagnosis (ICELO-AM code 163).
2.

9.
10.

Returnsto acute care are to any NSW hospital in the 30 days (for acute conditions) or 60 days (for elective surgeries) followingHage, and are attributed to the last discharging hospital. For patients
whose acute hospitalisation ended in discharge home, a return to acute care involves readmission to hospital; while for patwhose acute hospitalisation ended with a 'discharge’ to noracute care, a
return involved a move back into an acute care setting regardless of whether they physically left thespital.

For calculation of average length of stay, index admissions that were transferred in from, or transferred out to, another acutare hospital were excluded. Unreasonably long episodes are trimmed on the
basis of the Diagnosis Related Group (DRG) of the episode. The trim point is the third quartile plus 1.5 x the interquarglege of all inscope episodes in eachDRG.

Dischargedestinations are based on the mode of separation of the index case. For episodes coded as 'Discharged by hospital' or 'Disctged on leave', patients are considered to be destined for their
nj_ac md sqgs_]j pcqggbcl ac, ?i mrfcp kmbcg md qgcn_p_r gmplace opusualtesiderice b r m gl bga_rc _ bggaf _pec
Age at admission date.

Comorbidities are identified from the hospital discharge records using th&lixhausercomorbidity set (plus dementia) with a one year loolback from the admission date of the index case. Only those
conditions that were shown to have a significant impact on readmission (P<0.05) ashown.

Hospitals are classified as urban and regional/rural using the geocoded address of the hospital assigned to ABS statistice¢éa@s (SA2) and the Australian remoteness index for areas.

Reasonsfor return to acute care are classified according to a draft specification made available ®HI by the Australian Institute of Health and Welfare. Principal diagnoses for the return to acute care
episode, are stratified as the same as the index hospitalisation; related to that of the index hospitalisation (same I€ID-AM chapter); potentially related to hospital care (i.e. complications and adverse
events) using various time horizons; and, other reasons. Percentages may not add to 100% due to rounding

Resultsfor hospitals with <1 expected readmission are not shown. Peer hospitals are identified according to the NSW Ministry of Hed peer grouping as ofApril 2012.

The depth of coding has been defined as the average number of secondary diagnosis coded for the index cases. The one year lookdsamethod which is used for risk adjustment, to some extent
accounts for possible lower depth of coding in some hospitals

Details ofanalyses areavailable inSpotlight on Measurement: Measuring return to acute care following discharge from hospital, 2nd edition

Data source: SAPHaR| Centre for Epidemiology and Evidence, NSW Ministry of Health

Performance Profile:Canterbury Hospital bhi.nsw.gov.au 10
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Canterbury Hospital

30-day return to acute care following hospitalisation for congestive heart failure

Patient cohort, index cases®4

This hospital NSW
Total index casesfor congestive heart failure 532 33,450
Average length of stay (days) 5.8 6.1
Patients transferred in from acute care in another hospital 10 3,216
Discharge destination:
Home 502 28,883
Other 30 4,567
Age profile for index cases (years)*®
m15-44 wm45°64 m65°74 75°84 85+
This hospital 38.9 34.8
NSW 35.3 34.1
% index cases
Factors associated with 30-day congestive heart failure return to acute care®
Fluid and electrolyte disorders _ 8.8
Previous congestive heart failure admission _ 8.2
Coagulopathy I s
Renal failure _ 6.4
Diabetes, complicated - 2.5
Cardiac arrhythmia - 7
Other neurological disorders . 15
Dementia . 14
Hypothyroidism . 0.6
Liver disease I 0.3
Chronic pulmonary disease 0.2
Peptic ulcer disease, excluding bleeding 0.1
Abuse drug/alcohol/psychoses -0.2
Rheumatoid arthritis/collagen -0.2 |
Metastatic cancer -0.5 l
Deficiency anaemia -1.0 '
Female -1.2 .
-20 -15 -10 -5 0 5 10 15 20

% difference from NSW (index cases with factor recorded)

*Age was a significant factor in the final model of 3@lay readmission following hospitalisation for congestive heart failure.

Performance Profile:Canterbury Hospital
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Canterbury Hospital

30-day return to acute care following hospitalisation for congestive heart failure

Location of returns to acute care’

This hospital NSW
Total readmissions following index hospitalisation for congestive heart failure 155 7,602
Readmitted to the hospital where acute care was completed 118 6,256
Readmitted to a different hospital 37 1,346
Of these:
To an urban public hospital 37
To a regional or rural public hospital 0
To a private hospital 0
Reasons for and time to returns to acute care®
Same principal diagnosis Condition related to principal diagnosis W Potentially related to hospital care
(relevant at any time)
B Potentially related to hospital care B Potentially related to hospital care Other conditions
(time sensitive,07 days post discharge) (time sensitive, 830 days post discharge)
Distribution of reasons for returns to acute care
This hospital 51.0 4.5 7.7 13.6 20.7
NSW 37.1 8.0 6.8 8.5 18.8 20.8
0 10 20 30 40 50 60 70 80 90 100
% returns to acute care
Number of, and reasons for, returns to acute care following hospitalisatiofor congestive heart failure by days post discharge
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Risk-standardised readmission ratio

Congestive heart failure

Canterbury Hospital

bureau of
health
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30-day return to acute care following hospitalisation for congestive heart failure

Hospitakqncagdga PQPPg pcnmpr rfc
l sk cp md pcrsplg rm _asrc a_pc
returns. A competing risk regression model draws on the NSW
n_rgclr nmnsj_rgml-q
expected number of returns for each hospital, given the
characteristics of itspatients.

p _AnR8RRfeds tharalrO sndigatesnopvetkamexpectgd retutms-to

acute caref, and a«ratio mgbea than b.6.indicaes highgtharm d
expected returns. Small deviations from 1.0 are not considered to

af _p_ar cp g gbegeanngfull Fonnahdots avith B5%candr98%ccqntra lkmitsr ¢

around the NSWratio areused to identify outliers.

Hospital level congestive heart failure RSRR by number of expected returns to acute care (readmissions)®
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Expected number of returns to acute care (readmissions) within 30 days

lllustrating the effect of standardisation,
July 2012 — June 2015

In order to make fair comparisons, a number ofisk adjustments
are made to readmission data These take intoaccount patient
factors that influence the likelihood ofreturning to acute care
within 30 days. The table below illustrates the effecof statistical
_bhsqgrkclrg ml rfgq fmgngr _|j

Age and sex Risk-standardised
Unadjusted ratio standardised ratio readmission ratio

No different
than expected

- q

m Lower than
expected

mm Higher than
expected

Ratio:

The extent to which comorbidities are coded in the patient record
k_w _ddcar pggqi
been assessed across NSW hospitals. In Jul2009 ° June 2012,
the average depth of codingwas 5.0 diagnoses in this hospital
and 4.8 in NSW public hospitals; and in July 2012 June 2015,
there were 6.2 diagnoses in this hospitaland 5.9 in NSW public
hospitals.

Performance Profile:Canterbury Hospital

_bhsqgrkcl fhasRf cp

Three-yearly RSRR and annual unadjusted
readmission rates

The RSRR is calculated on the basis of three years of data.

It takes account of differences in patient characteristics so that
assessments of hospital performance are fair. To give an
indication of results within the threeyear period, the figure below

pshowstherRERR result for July 2012 June 2015 alongside

differencesbetween this hospital and the NSWresult for annual
unadjusted readmission rates.

RSRR: O Lower than No different O Higher than
expected than expected expected
7.9 " 6.2
Unadjusted
RSRR readmission
July 2012° fat€ peréetagen 1 £ md ambgl e~

point difference
from NSW result

June 2015

July 12°
June 13

July 13°
June 14

July 14°
June 15
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Canterbury Hospital

30-day return to acute care following hospitalisation for congestive heart failure

Congestive heart failure, this hospital’s risk-standardised readmission ratio, expected readmission rates and
observed (unadjusted) readmission rates, July 2000 — June 2015

B Statistically significant result
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Notes

1.  Data refer to patients who were discharged from this hospital, between July 2012 and June 2013ollowing an acutehospitalisationwith congestive heart failure as principal diagnosis (IGR0-AM codes
111.0, 113.0, 113.2, 150.0, 150.1, 150.9).

2. Returnsto acute care are to any NSW hospital in the 30 days (for acute conditions) or 60 days (for elective surgeries) followinghege, and are attributed to the last discharging hospital. For patients
whose acute hospitalisation ended in discharge home, a return to acute care involves readmission to hospital; while for patewhose acute hospitalisation ended with a ‘discharge’ to noracute care, a
return involved a move back into an acute care setting regardless of whether they physically left thespital.

3. Forcalculation of average length of stay, index admissions that were transferred in from, or transferred out to, another acutare hospital were excluded. Unreasonably long episodes are trimmed on the
basis of the Diagnosis Related Group (DRG) of the episode. The trim point is the third quartile plus 1.5 x the interquarglege of all inscope episodes in eachDRG.

4.  Dischargedestinations are based on the mode of separation of the index case. For episodes coded as 'Discharged by hospital' or 'Disciged on leave', patients are considered to be destined for their

nj_ac md sqgs_]j pcqggbcl ac, ?i mrfcp kmbcg md qgcn_p_r gmplace opusualtesideice b r m gl bga_rc _ bggaf _pec

5.  Age at admissiondate.

6.  Comorbidities are identified from the hospital discharge records using th&lixhausercomorbidity set (plus dementia) with a one year loolback from the admission date of the index case. Only those
conditions that were shown to have a significant impact on readmission (P<0.05) ahown.

7. Hospitals are classified as urban and regional/rural using the geocoded address of the hospital assigned to ABS statisticeé@s (SA2) and the Australian remoteness index for areas.

8.  Reasonsfor return to acute care are classified according to a draft specification made available &HI by the Australian Institute of Health and Welfare. Principal diagnoses for the return to acute care
episode, are stratified as the same as the index hospitalisation; related to that of the index hospitalisation (same I€ID-AM chapter); potentially related to hospital care (i.e. complications and adverse
events) using various time horizons; and, other reasons. Percentages may not add to 100% due to rounding

9. Resultsfor hospitals with <1 expected readmission are not shown. Peer hospitals are identified according to the NSW Ministry of Hedb peer grouping as ofApril 2012.

10. Thedepth of coding has been defined as the average number of secondary diagnosis coded for the index cases. The one year lookdsamethod which is used for risk adjustment, to some extent
accounts for possible lower depth of coding in some hospitals

Details ofanalyses areavailable inSpotlight on Measurement: Measuring return to acute care following discharge from hospital, 2nd edition
Data source: SAPHaR| Centre for Epidemiology and Evidence, NSW Ministry of Health
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Canterbury Hospital

30-day return to acute care following hospitalisation for pneumonia

Patient cohort, index cases®4

This hospital NSW
Total index casesfor pneumonia 611 46,422
B Average|engthofstay(days)59 ,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, 5 6
© Patients transferred in from acute care in another hospital s 4s05
........... DISChargedestmatlon
R H Ome ‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘ 570 ,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, 40374
Other ‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘ 4 1 ,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, 6 048
Age profile for index cases (years)*®
m18°44 m45°64 m65°74 75°84 85+
This hospital . 16.7 13.6 27.2 29.1
NSW . 20.2 . 26.2 22.4

% index cases

Factors associated with 30-day pneumonia return to acute care®

Diabetes, uncomplicated _ 7.7
Cardiac arrhythmia - 2.3

Fluid and electrolyte disorders . 1.0
Weight loss . 0.7
Other neurological disorders . 0.4
Deficiency anaemia | 0.3
Hypertension | 0.3
Renal failure I 0.2
Diabetes, complicated -0.2

Rheumatoid arthritis/collagen -0.5 l
Congestive heart failure -0.6 '
Pulmonary circulation disorders -0.9 '
Abuse drug/alcohol/psychoses -0.9 '
Lymphoma .

Female

Metastatic cancer

Depression

.
Bopoe s L
Awow N R

Liver disease

Solid tumour without metastasis -2.6 -
Chronic pulmonary disease -10.8 —
-20 -15 -10 -5 0 5 10 15 20

% difference from NSW (index cases with factor recorded)

*Age was a significant factor in the final model of 3@ay readmission following hospitalisation for pneumonia.
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Canterbury Hospital

30-day return to acute care following hospitalisation for pneumonia

Location of returns to acute care’

This hospital NSW
Total readmissions following index hospitalisation for pneumonia 97 6,543
Readmitted to the hospital where acute care was completed 68 5,304
Readmitted to a different hospital 29 1,239
Of these:
To an urban public hospital 29
To a regional or rural public hospital 0
To a private hospital 0
Reasons for and time to returns to acute care®
Same principal diagnosis Condition related to principal diagnosis W Potentially related to hospital care
(relevant at any time)
W Potentially related to hospital care ® Potentially related to hospital care 1 Other conditions
(time sensitive,07 days post discharge) (time sensitive, 830 days post discharge)

Distribution of reasons for returns to acute care

This hospital 19.6 24.7 7.2 7.2 14.4
NSW 19.8 19.6 6.8 8.3 16.1
0 10 20 30 40 50 60 70 80 90 100

% returns to acute care

Number of, and reasons for, returns to acute care following hospitalisatiofor pneumonia, by days post discharge

40 +
35 -
30 -
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Number of returns to acute care

7
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1°7 days 8°14 days 15°21 days 22°30 days
Days post discharge
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Canterbury Hospital

30-day return to acute care following hospitalisation for pneumonia

Hospitakqncagdga PQPPg pcnmpr r fc p_An®RERRAeds tharalrOsndigatesnopvetkamexpectgd retutms-to
l sk cp md pcrsplg rm _asrc a_pc acutecard, and aratio highea than b.6-indicates highetharm d

returns. A competing risk regression model draws on the NSW expected returns. Small deviations from 1.0 are not considered to
n_rgclr nmnsj_rgml-q af _p_ar cp g gbemeanngfull Fannehdots avith ©95%gandr9e8%ccantra lkmitsr ¢ r
expected number of returns for each hospital, given the around the NSWratio areused to identify outliers.

characteristics of itspatients.

Hospital level pneumonia RSRR by number of expected returns to acute care (readmissions)®

4 A 95.0% limits ~--7 99.8% limits —__
This Peer Other
hospital hospitals hospitals
Higher than expected: QO [ ] °
'% No different than expected: O [ ) .
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Expected number of returns to acute care (readmissions) within 30 days
lllustrating the effect of standardisation, Three-yearly RSRR and annual unadjusted
July 2012 — June 2015 readmission rates
In order to make fair comparisons, a number ofisk adjustments The RSRR is calculated on the basis of three years of data.
are made to readmission data These take intoaccount patient It takes account of differences in patient characteristics so that
factors that influence the likelihood ofreturning to acute care assessments of hospital performance are fair. To give an
within 30 days. The table below illustrates the effecof statistical indication of results within the threeyear period, the figure below

_bhsqgrkclrg ml rfgqg fmgngr _j -q pshowstherRERR resultfor July 2012 June 2015 alongside
differencesbetween this hospital and the NSWresult for annual

Age and sex Risk-standardised diusted dmissi t
Unadjusted ratio standardised ratio readmission ratio unadjusted readmission rates.
1.13 1.14 1.18 RSRR: O Lowerthan No different O Higher than
’ . ’ expected than expected  expected
Ratio: ™= Lowerthan No different mm Higher than
expected than expected expected 18

The extent to which comorbidities are coded in the patient record RSRR ig%ﬂ?:;?:n 05
k_w _ddcar pgqi _bhsqgrkecl fhasRf cpc July 2012° I € peréehtagen r ' md  gmbgl e~
been assessed across NSW hospitals. In Jul2009 ° June 2012, June 2015 point difference
the average depth of codingwas 4.2 diagnoses in this hospital from NSW result ) ) )
and 3.7 in NSW public hospitals; and in July 2012 June 2015, VAT st v
there were 5.1 diagnoses in this hospitaland 4.8 in NSW public
hospitals.
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Canterbury Hospital

30-day return to acute care following hospitalisation for pneumonia

Pneumonia, this hospital’s risk-standardised readmission ratio, expected readmission rates and observed
(unadijusted) readmission rates, July 2000 — June 2015

B Statistically significant result

24 4 1.8

T e St et S —

~=o= Observed (unadjusted) rate

Expected rate
(o]
\.
[N
N
—e— Risk’standardised readmission ratio (RSRR)

eeQoee

July 00 ° June 03 July 03° June 06 July 06 ° June 09 July 09 ° June 12 July 12 ° June 15

Notes
1.  Data refer to patients who were discharged from this hospital, between July 2012 and June 2013ollowing an acutehospitalisationwith pneumonia as principal diagnosis (ICELO-AM codes J13, J14,
J15, J16, J18).

2. Returnsto acute care are to any NSW hospital in the 30 days (for acute conditions) or 60 days (for elective surgeries) following-Hazge, and are attributed to the last discharging hospital. For patients
whose acute hospitalisation ended in discharge home, a return to acute care involves readmission to hospital; while for patwhose acute hospitalisation ended with a ‘discharge’ to noracute care, a
return involved a move back into an acute care setting regardless of whether they physically left thespital.

3. Forcalculation of average length of stay, index admissions that were transferred in from, or transferred out to, another acutgre hospital were excluded. Unreasonably long episodes are trimmed on the
basis of the Diagnosis Related Group (DRG) of the episode. The trim point is the third quartile plus 1.5 x the interquarglege of all inscope episodes in eachDRG.

4.  Dischargedestinations are based on the mode of separation of the index case. For episodes coded as 'Discharged by hospital' or 'Disciged on leave', patients are considered to be destined for their

nj_ac md sqgs_]j pcqggbcl ac, ?i mrfcp kmbcg md qgcn_p_r gmplace opusualtesiderice b r m gl bga_rc _ bggaf _pec

5.  Age at admissiondate.

6.  Comorbidities are identified from the hospital discharge records using th&lixhausercomorbidity set (plus dementia) with a one year lookack from the admission date of the index case. Only those
conditions that were shown to have a significant impact on readmission (P<0.05) ashown.

7. Hospitals are classified as urban and regional/rural using the geocoded address of the hospital assigned to ABS statisticeé@s (SA2) and the Australian remoteness index for areas.

8.  Reasonsfor return to acute care are classified according to a draft specification made available ®HI by the Australian Institute of Health and Welfare. Principal diagnoses for the return to acute care
episode, are stratified as the same as the index hospitalisation; related to that of the index hospitalisation (same I€ID-AM chapter); potentially related to hospital care (i.e. complications and adverse
events) using various time horizons; and, other reasons. Percentages may not add to 100% due to rounding

9. Resultsfor hospitals with <1 expected readmission are not shown. Peer hospitals are identified according to the NSW Ministry of Hed peer grouping as ofApril 2012.

10. Thedepth of coding has been defined as the average number of secondary diagnosis coded for the index cases. The one year lookdsamethod which is used for risk adjustment, to some extent
accounts for possible lower depth of coding in some hospitals

Details ofanalyses areavailable inSpotlight on Measurement: Measuring return to acute care following discharge from hospital, 2nd edition

Data source: SAPHaR| Centre for Epidemiology and Evidence, NSW Ministry of Health
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Canterbury Hospital

30-day return to acute care following hospitalisation for chronic obstructive

pulmonary disease

Patient cohort, index cases®4

This hospital NSW
Total index casesfor chronic obstructive pulmonary disease 643 47,359
Average length of stay (days) 5.6 5.3
Patients transferred in from acute care in another hospital 8 3,367
Discharge destination:
Home 602 42,937
Other 41 4,422
Age profile for index cases (years)*®
m45°64 m65°74 m75°84 85+
This hospital 26.3 38.1
NSW 14.0
% index cases
Factors associated with 30-day chronic obstructive pulmonary disease return to acute care®
Cardiac arrhythmia — 12.0
Weight loss _ 5.7
Congestive heart failure - 4.9
Previous COPD admission - 3.3
Coagulopathy - 2.3
Fluid and electrolyte disorders . 1.2
Renal failure . 1.0
Metastatic cancer | 0.4
Abuse drug/alcohol/psychoses 0.2
Lymphoma -0.2
Deficiency anaemia -0.2
Solid tumour without metastasis -0.4 |
Diabetes, complicated -0.8 l
Depression -1.3 .
Female 134 [
-30 -20 -10 0 10 20 30
% difference from NSW (index cases with factor recorded)
*Age was a significant factor in the final model of 3@ay readmission following hospitalisation for chronic obstructive pulmomg disease.
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Canterbury Hospital

30-day return to acute care following hospitalisation for chronic obstructive
pulmonary disease

Location of returns to acute care’

This hospital NSW
Total readmissions following index hospitalisation for chronic obstructive pulmonary disease 159 10,293
Readmitted to the hospital where acute care was completed 113 8,696
Readmitted to a different hospital 46 1,597
Of these:
To an urban public hospital 46
To a regional or rural public hospital 0
To a private hospital 0
Reasons for and time to returns to acute care®
Same principal diagnosis Condition related to principal diagnosis 1 Potentially related to hospital care
(relevant at any time)
| Potentially related to hospital care ® Potentially related to hospital care 1 Other conditions
(time sensitive,07 days post discharge) (time sensitive, 830 days post discharge)

Distribution of reasons for returns to acute care

This hospital 54.7 10.7 6.3 113
NSw 54.9 9.9 4.7 i
0 10 20 30 40 50 60 70 80 90 100

% returns to acute care

Number of, and reasons for, returns to acute care following hospitalisatiofor chronic obstructive pulmonary diseaseby days post
discharge

60 -
(0]
= 50 A
o
2
g 40 -
8 10
g 30 .
£ B ]
=}
5 4 4 4
2 20 -
(O]
E

25
Z 10 - 24 24
14
0
1°7 days 8°14 days 15°21 days 22°30 days

Days post discharge

Performance Profile:Canterbury Hospital bhi.nsw.gov.au 20



Risk-standardised readmission ratio

Chronic obstructive pulmonary disease

Canterbury Hospital

bureau of
health
information

30-day return to acute care following hospitalisation for chronic obstructive

pulmonary disease
Hospitakqncagdga PQPPg pcnmpr rfc
l sk cp md pcrsplg rm _asrc a_pc

returns. A competing risk regression model draws on the NSW
n_rgclr nmnsj_rgml-q
expected number of returns for each hospital, given the
characteristics of itspatients.

p _AnR8RRfeds tharalrO sndigatesnopvetkamexpectgd retutms-to

acute caref, and avatio higbea than b.G-indicatds highgtham d
expected returns. Small deviations from 1.0 are not considered to

af _p_ar cp g gbegeanngfull Fonnahdots avith B5%candr98%ccqntra lkmitsr ¢

around the NSWratio areused to identify outliers.

Hospital level chronic obstructive pulmonary disease RSRR by number of expected returns to acute care

(readmissions)®

4 A 95.0% limits ~--7 99.8% limits —__
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Expected number of returns to acute care (readmissions) within 30 days

lllustrating the effect of standardisation,
July 2012 — June 2015

In order to make fair comparisons, a number ofisk adjustments
are made to readmission data These take intoaccount patient
factors that influence the likelihood ofreturning to acute care
within 30 days. The table below illustrates the effecof statistical

_bhsqgrkclrg ml rfgq fmgngr _j -q
Age and sex Risk-standardised
Unadjusted ratio standardised ratio readmission ratio
1.13 1.11 1.06

m Lowerthan mm No different
expected than expected

mm Higher than
expected

Ratio:

The extent to which comorbidities are coded in the patient record
k_w _ddcar pggqi
been assessed across NSW hospitals. In Jul009 ° June 2012,
the average depth of codingwas 3.5 diagnoses in this hospital
and 3.2 in NSW public hospitals; and in July 2012 June 2015,
there were 4.5 diagnoses in this hospitaland 4.1 in NSW public
hospitals.

Performance Profile:Canterbury Hospital

_bhsqgrkcl AhasRf cpc

Three-yearly RSRR and annual unadjusted
readmission rates

The RSRR is calculated on the basis of three years of data.

It takes account of differences in patient characteristics so that
assessments of hospital performance are fair. To give an
indication of results within the threeyear period, the figure below

pshowstherRERR result for July 2012 June 2015 alongside

differencesbetween this hospital and the NSWresult for annual
unadjusted readmission rates.

RSRR: O Lowerthan © Nodifferent O Higher than

expected than expected expected
6.1
Unadjusted 1.2 17 -
RSRR readmission
July 2012° r ,fate pe.rge,qa%en rf md ambgl e~
June 2015 point difference
from NSW result
July 12° July 13° July 14°
June 13 June 14 June 15

bhi.nsw.gov.au 21

r



bureau of
Chronic obstructive pulmonary disease Mhealth

information

Canterbury Hospital

30-day return to acute care following hospitalisation for chronic obstructive
pulmonary disease

Chronic obstructive pulmonary disease, this hospital’s risk-standardised readmission ratio, expected
readmission rates and observed (unadjusted) readmission rates, July 2000 — June 2015

B Statistically significant result
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Notes
1.  Data refer to patients who were discharged from this hospital, between July 2012 and June 2015ollowing an acutehospitalisationwith COPD as principal diagnosis (ICELO-AM code J41, J42, J43,

9.
10.

J44, 347, and J20 and J40 if accompanied by J41, J42, J43, J44 and J47 in any secondary diagnoses).

Returnsto acute care are to any NSW hospital in the 30 days (for acute conditions) or 60 days (for elective surgeries) followingHage, and are attributed to the last discharging hospital. For patients
whose acute hospitalisation ended in discharge home, a return to acute care involves readmission to hospital; while for patwhose acute hospitalisation ended with a ‘discharge’ to noracute care, a
return involved a move back into an acute care setting regardless of whether they physically left thespital.

For calculation of average length of stay, index admissions that were transferred in from, or transferred out to, another acutere hospital were excluded. Unreasonably long episodes are trimmed on the
basis of the Diagnosis Related Group (DRG) of the episode. The trim point is the third quartile plus 1.5 x the interquarglege of all inscope episodes in eachDRG.

Dischargedestinations are based on the mode of separation of the index case. For episodes coded as 'Discharged by hospital' or 'Disctged on leave', patients are considered to be destined for their
nj_ac md sqgs_]j pcqggbcl ac, ?i mrfcp kmbcg md qgcn_p_r gmplace opusualtesiderice b r m gl bga_rc _ bggaf _pec
Age at admission date.

Comorbidities are identified from the hospital discharge records using th&lixhausercomorbidity set (plus dementia) with a one year loctback from the admission date of the index case. Only those
conditions that were shown to have a significant impact on readmission (P<0.05) ashown.

Hospitals are classified as urban and regional/rural using the geocoded address of the hospital assigned to ABS statistice¢éa@s (SA2) and the Australian remoteness index for areas.

Reasonsfor return to acute care are classified according to a draft specification made available #HI by the Australian Institute of Health and Welfare. Principal diagnoses for the return to acute care
episode, are stratified as the same as the index hospitalisation; related to that of the index hospitalisation (same I€ID-AM chapter); potentially related to hospital care (i.e. complications and adverse
events) using various time horizons; and, other reasons. Percentages may not add to 100% due to rounding

Resultsfor hospitals with <1 expected readmission are not shown. Peer hospitals are identified according to the NSW Ministry of Hed peer grouping as of April 2012.

The depth of coding has been defined as the average number of secondary diagnosis coded for the index cases. The one year lookdkanethod which is used for risk adjustment, to some extent
accounts for possible lower depth of coding in some hospitals

Details ofanalyses areavailable inSpotlight on Measurement: Measuring return to acute care following discharge from hospital, 2nd edition

Data source: SAPHaR| Centre for Epidemiology and Evidence, NSW Ministry of Health
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Canterbury Hospital

30-day return to acute care following hospitalisation for hip fracture surgery

Patient cohort, index cases®4

This hospital NSW
Total index casesfor hip fracture surgery 235 14,581
B Averagelengthofstay(days) .................................................................................................................................................. 134 ,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, 107
© Patients transferred in from acute care in another hospital s 2728
........... DISChargedestmatlon
R H Ome ‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘ 994873
Other ‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘ 136 ,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, 9 708
Age profile for index cases (years)*®
m50°64 m65°74 75°84 85+

Factors associated with 30-day hip fracture surgery return to acute care®

33.4 48.2

% index cases

Renal failure _ 5.5
Other neurological disorders _ 3.9
Dementia - 2.1
Cardiac arrhythmia . 1.4
Coagulopathy . 1.2
Deficiency anaemia . 11
Diabetes, complicated -0.2 |
Fluid and electrolyte disorders -0.6 .
Female -0.8 '
Paralysis -1.2 .
Chronic pulmonary disease -4.6 -
20 15 10 5 0 5 10 15 20

% difference from NSW (index cases with factor recorded)

*Age was not a significant factor in the final model of 3@ay readmission following hospitalisation for hip fracture surgery.
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Canterbury Hospital

30-day return to acute care following hospitalisation for hip fracture surgery

Location of returns to acute care’

This hospital NSW
Total readmissions following index hospitalisation for hip fracture surgery 26 1,485
Readmitted to the hospital where acute care was completed 17 1,135
R Readmltted toa dlﬁerent hospltal ................................................................................................................................................. 9 .................................... 350
Of these:
To an urban public hospital 9
To a regional or rural public hospital 0
To a private hospital 0
Reasons for and time to returns to acute care®
Same principal diagnosis Orthopaedic complications W Potentially related to hospital care
(relevant at any time)
I Potentially related to hospital care E Potentially related to hospital care 1 Other conditions
(time sensitive,07 days post discharge) (time sensitive, 830 days post discharge)
Distribution of reasons for returns to acute care
This hospital 11.5 15.4 23.1
NSW 7.1 17.0 11.6 22.4
0 10 20 30 20 50 60 70 80 % 100

% returns to acute care

Number of, and reasons for, returns to acute care following hospitalisatiofor hip fracture surgery,by days post discharge
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Canterbury Hospital

30-day return to acute care following hospitalisation for hip fracture surgery

Hospitakqncagdga PQPPg pcnmpr r fc p_An®RERRAeds tharalrOsndigatesnopvetkamexpectgd retutms-to
l sk cp md pcrsplg rm _asrc a_pc acutecard, and aratio highea than b.6-indicates highetharm d

returns. A competing risk regression model draws on the NSW expected returns. Small deviations from 1.0 are not considered to
n_rgclr nmnsj_rgml-q af _p_ar cp g gbemeanngfull Fannehdots avith ©95%gandr9e8%ccantra lkmitsr ¢ r
expected number of returns for each hospital, given the around the NSWratio areused to identify outliers.

characteristics of itspatients.

Hospital level hip fracture surgery RSRR by number of expected returns to acute care (readmissions)®
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Expected number of returns to acute care (readmissions) within 30 days
lllustrating the effect of standardisation, Three-yearly RSRR and annual unadjusted
July 2012 — June 2015 readmission rates
In order to make fair comparisons, a number ofisk adjustments The RSRR is calculated on the basis of three years of data.
are made to readmission data These take intoaccount patient It takes account of differences in patient characteristics so that
factors that influence the likelihood ofreturning to acute care assessments of hospital performance are fair. To give an
within 30 days. The table below illustrates the effecof statistical indication of results within the threeyear period, the figure below

_bhsqgrkclrg ml rfgqg fmgngr _j -q pshowstherRERR resultfor July 2012 June 2015 alongside
differencesbetween this hospital and the NSWresult for annual

Age and sex Risk-standardised diusted dmissi t
Unadjusted ratio standardised ratio readmission ratio unadjusted readmission rates.
1.09 1.10 1.06 RSRR: O Lowerthan No different O Higher than
’ . ’ expected than expected  expected
Ratio: ™= Lowerthan No different mm Higher than
expected than expected expected
Unadjusted 34 21
The extent to which comorbidities are coded in the patient record RSRR rer;%r#:;cm
k_w _ddcar pgqi _bhsqgrkecl r1°,hastcchuly2012° I fat€ peréeltagen 1 - md _?Gmbgle—'
been assessed across NSW hospitals. In Jul2009 ° June 2012, June 2015 point difference ’
the average depth of codingwas 9.2 diagnoses in this hospital from NSW result
. . . . ly12° ly 13° I °
and 8.3 in NSW public hospitals; and in July 2012 June 2015, jﬂ,fellg jﬂnyelu jﬂnyelfs
there were 11.1 diagnoses in this hospitaland 9.2 in NSW public
hospitals.

Performance Profile:Canterbury Hospital bhi.nsw.gov.au 25



bureau of
Hip fracture surgery Mhealth

information

Canterbury Hospital

30-day return to acute care following hospitalisation for hip fracture surgery

Hip fracture surgery, this hospital’s risk-standardised readmission ratio, expected readmission rates and
observed (unadjusted) readmission rates, July 2000 — June 2015

B Statistically significant result
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Data refer to patients who were discharged from this hospital, between July 2012 and June 201%ollowing an acutehospitalisationwith hip fracture as principal diagnosis and treated with surgery (IGD
10-AM codes for hip fracture S72.0, S72.1, S72.2 accompanied with a fall codes WOON19 and R29.6 and treated with a surgical praedure).

Returnsto acute care are to any NSW hospital in the 30 days (for acute conditions) or 60 days (for elective surgeries) followingHage, and are attributed to the last discharging hospital. For patients
whose acute hospitalisation ended in discharge home, a return to acute care involves readmission to hospital; while for patwhose acute hospitalisation ended with a ‘discharge’ to noracute care, a
return involved a move back into an acute care setting regardless of whether they physically left thespital.

For calculation of average length of stay, index admissions that were transferred in from, or transferred out to, another acutere hospital were excluded. Unreasonably long episodes are trimmed on the
basis of the Diagnosis Related Group (DRG) of the episode. The trim point is the third quartile plus 1.5 x the interquarglege of all inscope episodes in eachDRG.

Dischargedestinations are based on the mode of separation of the index case. For episodes coded as 'Discharged by hospital' or 'Disctged on leave', patients are considered to be destined for their
nj_ac md sqgs_]j pcqggbcl ac, ?i mrfcp kmbcg md qgcn_p_r gmplace opusualtesiderice b r m gl bga_rc _ bggaf _pec
Age at admission date.

Comorbidities are identified from the hospital discharge records using th&lixhausercomorbidity set (plus dementia) with a one year loctback from the admission date of the index case. Only those
conditions that were shown to have a significant impact on readmission (P<0.05) ashown.

Hospitals are classified as urban and regional/rural using the geocoded address of the hospital assigned to ABS statistice¢éa@s (SA2) and the Australian remoteness index for areas.

Reasonsfor return to acute care are classified according to a draft specification made available #HI by the Australian Institute of Health and Welfare. Principal diagnoses for the return to acute care
episode, are stratified as the same as the index hospitalisation; orthopaedic complicationspotentially related to hospital care (i.e. complications and adverse events) using various time horizons; and,
other reasons. Percentages may not add to 100% due to rounding

Resultsfor hospitals with <1 expected readmission are not shown. Peer hospitals are identified according to the NSW Ministry of Hed peer grouping as of April 2012.

The depth of coding has been defined as the average number of secondary diagnosis coded for the index cases. The one year lookdkanethod which is used for risk adjustment, to some extent
accounts for possible lower depth of coding in some hospitals

Details ofanalyses areavailable inSpotlight on Measurement: Measuring return to acute care following discharge from hospital, 2nd edition

Data source: SAPHaR| Centre for Epidemiology and Evidence, NSW Ministry of Health
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This hospital NSW
Total index casesfor total hip replacement 88 8,312
Average length of stay (days) 5.3 5.4
Discharge destination:
Home 85 7,084
Other 3 1,228
m18°44 m45°64 n65°74 75°84 85+
This hospital 22.7
NSW : 33.9 24.0
% index cases
Female
Depression
Diabetes, uncomplicated
Chronic pulmonary disease
Liver disease -0.2
Solid tumour without metastasis -0.2
Lymphoma -0.2 |
Pulmonary circulation disorders -0.7 .
Cardiac arrhythmia -2.3 -
Renal failure -2.4 -
Diabetes, complicated -5.9 -
-20 -15 -10 -5 0 5 10 15 20

% difference from NSW (index cases with factor recorded)

*Age was a significant factor in the final model of 6@lay readmission following hospitalisation for total hip replacement.
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