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Outline 

1. So much work, so little progress 

2. The persistent safety problem 

3. More transparency as a solution 

4. What’s wrong with that? 
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The long and winding road ….. 
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Complications are extremely common 

Measure Prevalence  

All admissions Multiday medical admissions 

Readmission 271,255 (4.6%) 44,917 (4.4%) 

Any CHADx+ 808,886 (9.5%) 333,962 

 

(19.0%) 

‘Hospital Acquired 

Complications’ 

166,917 (2.0%) 54,662 (3.1%) 

Sentinel events 

 

90 (0.001%) 

Sentinel events data extracted from the Productivity Commission’s 2016 Report on Government Services; all other statistics are Grattan 

analysis of the 2012-2013 Hospital Morbidity Dataset.  

CHADx = Classification of Hospital Acquired Diagnoses 
and each admission has 

about 1.6 additional hospital 

acquired diagnoses 
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Transparency 101 

The real choices are: 

• routine transparency or sporadic (whistle-

blower-driven) transparency 

• Transparency about what 
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Safety and Quality – why aren’t we doing better? 

The question of ‘preventability’ has distracted  

• There is disagreement about definitions & introduces potential blame.  

• Often not possible to disentangle the contribution of physiology and 

clinical care on an individual basis.  

• ‘Preventable’ lists may not be relevant to this specialty, in this hospital, 

giving false sense of complacency  

• Instead: 

‘can the overall risk of patients getting this complication in our 

institution/service be reduced?’  

 Harm has been normalised 

Some patients will suffer complications. The rate of occurrence is often 

normalised as currently managers and clinicians have few reference points.  

 

Comparative data is not available 

• Hospital boards and management teams don’t know their hospital’s 

strengths and weaknesses, and how they compare to others 

• Hospital departments and clinicians don’t know how they compare to their 

peers or how they’ve performed over time 
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Preventability vs reducibility 

 

 

 

 

 

 

 

 

Hollnagel, E. (2014) Safety-I and safety-II : the 

past and future of safety management, 

Ashgate Publishing Company 

 

Rather than focusing 

on individual harm 

events, emphasise 

reducing risk by 

improving system 

performance overall 

 

We need: 

- Study of normal performance and frequent events 

- vs focus on rare or infrequent events (so called never events), 

or even ‘preventable’ events 

- Monitoring of the full spectrum of patient outcomes 
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Policy levers to achieve change 

BEHAVIOUR 
Organisations 
Professionals 
Communities 

People 

Culture/ 
values (often 
through other, 

education) 

Feedback 

Information 
provision 

Financial 
incentives, 

taxes, 
setting up 
markets 

Provision of 
new services 

Governance: 

Organisation 
structure (+ 

workforce roles) 

Regulation: 

laws, rules 
system 
targets 

Rhetoric  

Marketing 

Consumer 
education and 
empowerment 

http://quotenvestigator.com/2017/03/23/same/ 
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What is the safety/quality problem? 

In physical science a first essential step in the 

direction of learning any subject is to find 

principles of numerical reckoning and 

practicable methods for measuring some quality 

connected with it.  

I often say that when you can measure what you 

are speaking about and express it in numbers 

you know something about it; but when you 

cannot measure it, when you cannot express it 

in numbers, your knowledge is of a meagre and 

unsatisfactory kind: it may be the beginning of 

knowledge, but you have scarcely, in your 

thoughts, advanced to the stage of science, 

whatever the matter may be 
Thomson, W. (1891). ”Electrical Units Of Measurement - A 

Lecture delivered at the Institution of Civil Engineers on May 

3. 1883; being one of a series of six lectures on The 

Practical Applications of Electricity,“ in  Popular Lectures 

and Addresses, Vol 1 London: MacMillan. p. 73 

William Thomson 

Lord Kelvin 
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Transparency for whom? 

• Professionals: 

• Necessary but not sufficient 

• Not enough (in Victoria at 

least) 

• Will be increasingly expected 

e.g. as part of revalidation 

• Boards and management 

• Necessary but not sufficient 

• Not enough (in Victoria at 

least) 
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Lake Wobegone effect 

0%

20%

40%

60%

80%

Worse About the same Better or much better

Overall quality of health care 

Safe and skilled workforce 

Responding to health care incidents 

Proportion of board members Victorian LHNs, views on own network relative to average Victorian network 

Notes: n = 233, 70% response rate, 96% of networks included 

Source: Bismark et al (2013) 
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Transparency for whom? 

• Professionals: 

• Necessary but not sufficient 

• Not enough (in Victoria at 

least) 

• Boards and management 

• Necessary but not sufficient 

• Not enough (in Victoria at 

least) 

• Public 

 Transparency 

Improved 
patient choice 

Highlight for 
management 

attention 

Public reporting is more likely to be associated with changes in 

health care provider behaviours than with selection of health 

services providers by patients or families. 

Totten, A. M., et al. (2012) 'Closing the quality gap: revisiting the state of the science (vol. 5: public reporting as a quality 

improvement strategy)', Evidence Reports/Technology Assessments(208.5),  

• vs GP 
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Public reporting works 

Campanella, P., ey al. (2016) 'The impact of Public Reporting on clinical outcomes: a systematic review and meta-analysis', BMC Health 

Services Research, 16(296),  
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Engaging with colleagues to increase 

safety 

Doctors were reluctant to act, influence or engage in organisational or 

colleagues’ affairs despite making every possible effort for their ‘own’ 

patients and caring deeply about patients. 

 

 

S18: “If you’ve done something to harm the patient … that’s your worst fear.  

… As an intern I remember [the] running the hospital on night duties … 

hoping that you survived til the morning without doing anything really bad … 

not to hurt them.” 

 

 

 

The apparent unresponsiveness of doctors to the 

imperatives of the patient quality and safety 

movement has been an enigma.  Is there a 

specialty medical culture that acts as an obstacle to 

initiatives to improve patient safety and quality? 
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MCQ: Responses  to a poorly 

performing colleague 

You are certain a colleague’s practice in a 

particular area is so substandard that patients are 

suffering harm. An audit in this area has been 

proposed. You are aware that if public attention is 

drawn to his performance his career and income 

may be affected. Would you support the audit? 

 

 

‘Most people discuss among themselves. The 

person gets a reputation and they usually don’t 

know about it and everyone else does, and the 

people avoid referring [patients] to that person, and 

eventually their practice … dies out.’ FG 
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Would you support the audit? 

a. No, because everybody can have a bad run 
of pathology or period of “bad form”  
 

b. No, because the person gets a reputation, 
then people avoid referring to that person 
and eventually their practice kind of dies out 
anyway  
 

c. No, as doing one creates a moral dilemma 
if we do discover someone’s work is 
substandard, as we have few good ways of 
dealing with this  
 

d. Yes, but only if your support is able to be 
discreet  
 

e. Yes  
 

f. Other 

4% 
 
 
2% 
 
 
 
6% 
 
 
42% 
 
50% 
 
2% 

16 
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The downsides – adverse selection? 

• ‘Overall, although study results are 

contradictory in details, there was some 

evidence that public reporting reduced 

access to surgery for very sick patients and 

patients from different ethnic backgrounds’ 
• Behrendt, K. and Groene, O. (2016) 'Mechanisms and effects of public 

reporting of surgeon outcomes: A systematic review of the literature', Health 

Policy, 120(10),1151-1161 

• Although there is ‘no evidence that treating 

high-risk PCI cases adversely affects 

hospital risk adjusted mortality rates’. 
• Sherwood, M. W., et al. (2015) 'The Impact of Extreme-Risk Cases on 

Hospitals’ Risk-Adjusted Percutaneous Coronary Intervention Mortality 

Ratings', JACC: Cardiovascular Interventions, 8(1), p 10-16 
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The downsides – False positives 

The total number of identified negatives creates an 

‘investigation burden’ 
Ʃ  XXX 
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The downsides  

• Impact on culture 
• Will media frenzy weaken ‘just and trusting culture’ 

message?  

• NB: This can be affected by style and manner of 

reporting 

• Will hospitals prioritise action only on publicly reported 

metrics? 

• Gaming 
• Will hospitals deliberately misreport? 

• Although there are other incentives to report (e.g. 

medico-legal) 

• Comprehensive (‘reducible-focus’) rather than blame-

hinting (preventable) reporting helps to mitigate this risk 
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Public reporting will lead to a different debate, and one 

which is very healthy 

 

Without beefed up public reporting, we’ll end up with more 

of the same which is not good enough 

stephen.duckett@grattan.edu.au 


