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The vision... do no harm

“A world in which no one is

harmed in health care, and
every patient receives safe and
respectful care, every time,
everywhere”.

WHO Global Patient Safety Action Plan 2021 — 2030

Primum non nocere.
First, do no harm.

Hippocrates
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A thousand flowers blooming...
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Whole System Quality
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DELIVER what matters: Juran Trilogy
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Adapted from: - Juran J, Godfrey AB, eds. Juran’s Quality Handbook: Fifth Edition. New York: McGraw-Hill, 1999,

Safer Care
- Sampath B, Rakover J, Baldoza K, Mate K, Lenoci-Edwards J, Barker P. Whole System Quality: A UEF, A@lﬁl}h to Building Responsive, Resilient Health Care Systems. IHI White Paper. 2021. Victoria
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What actions can you take?

KNOW what matters

ENABLE what matters
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Safer Care Victoria

About us

Established in January 2017 as the state’s -
lead agency for monitoring and improving ’::/,;:;ﬂ ,
quality and safety in Victorian healthcare.

4 . \
/  Targeting zero
1 Supporting the Victorian ‘\
% hospital system to eliminate |
avoidable harm and
7‘ strengthen quality of care
) Reportof the Review of Hospital  /
Safety and Qual

We support health services and clinicians
to identify and respond to areas for
improvement, and work closely with
consumers, families and carers to ensure | oebwrngawoieodn
they are at the centre of everything we do. N ,

October 2016
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Victorian context

Victoria faces complex healthcare challenges, including an aging population and healthcare
disparities between urban and rural areas. This context requires tailored solutions that address both
statewide priorities and local needs.

Health services Service integration

Devolved governance with Fragmentation and lack of
76 health services coordination across the

system.
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Workforce Access
Attraction & retention, Inequitable access to
* Approx. 7 million people especially challenging in healthcare, including
* Median age: 38 years rural areas. across urban and rural
*  Cultural diversity: high regions.

*  Approximately 30% of Victorians live in rural or
regional areas
*  Embarking on system reform

Safer Care
Victoria
OFFICIAL



The case for change

Shared system vision for improving safety

Piecemeal approach to improving @
system safety

Alignment of prioritised initiatives to achieve,

Competing local priorities sustain and scale-up results

Sharing of data, insights & best practice to

Challenges collaborating to solve ) i
8 g build trust & collaboration across the state

sector-wide issues

Unwarranted variation and system
inefficiencies

Systematic approach to design, test, sustain
and scale improvements

Service-centric approach with variable

State-wide approach co-designed & delivered in
consumer engagement

partnership with consumers

Slower pace of change and
improvement

Adaptive, dynamic and accelerated pace of
learning and improvement
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by enabling “all
health services to
deliver safe, high-
quality care and
experiences for
patients, carers and

staff”




Our strategic vision

© =

Our vision Our aim
A safer healthcare system for all To co-create a consistently
Victorians safe and continuously

We share the Department of Health ~ improving healthcare system
vision that Victorians are the
healthiest people in the world

Safer Care
Victoria
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Our strategic priorities (what we do)

7R © @

Safety through Safety through Safet\( through
leadership reform strengthening Safety through ?ffECtIVE .
governance proactive monitoring Intervention

Safer Care
Victoria
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Engaging and p

artnering to “Know What Matters”

Personalised
and holistic

PARTNERING
IN HEALTHCARE

Equity and
inclusion

Shared
decision-
making

Engage purposely with consumers, clinicians
and key health service/sector stakeholders

Measure
clinician
engagement

thne Develop
clinician a compact
engagement, between SCV
principles and and Clinicians

objectives Provide
Improve the relevant
capacity of 1. Set the outcome
clinicians to agenda measures to
participate clinicians
Actively
Improve the facilitate the
capability of 3. Involve and spread and
clinicians to collaborate uptake of

participate Provide best practice
clinicians with

the opportunity

Amplify the
work of the

to collaborate Clinical
in system Work with Networks
change Victorian Clinical

Councit and
Emerging Leaders
Clinical Advisory
Committee



How SCV “Enables What Matters”
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Improving clinical
governance

Providing
Sentinel Events
@ Tra n S pa re n Cy Annual Report 2022-2023
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Trust and shared
responsibility
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Utilising data to “Know What Matters”

SCV’s is dedicated to analysing trends, producing reports, and sharing insights with healthcare providers to ensure the
right areas are targeted for improvement

Proactive Risk Continuous Predictive
Monitoring & Feedback & Analytics &
; : e T L=
Preve ntlon Performance Ins'ghts All-cause unplanned readmission - Risk adjusted rate per 100 periods of care (PoC) .
@ Victoria ® West Metr...  South Eas... @ Not applc... @North Eas... @ Loddon M... @ Hume (H... © Grampian... @ Gippsland... © Banwon S... @ Tertiary (PG) @ Sub-regio... @ Specialist »
*  Performance * Consumer «  Research and
dashboards feedback athics
© Risk monitoring ® C“nical ° Best practice @ R uznzs Aug 2023 Sep 2023 0et 2023 No znz Dec 2023 Jon 2028 Feb 2024 Mar 2024 Apznzayzoza
tools pe rforma nce data evidence — ases Observed rate Top major ICD-10 diagnostic categories (readmission diagnosis)
* Health service * Incident reports + Data integration g
performance o Clidern and analysis III I
meetings consultation * Insights from g - - -
T —— m-- o
22 Safer Care
Victoria
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What actions can you take?
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Safer Care Victoria

Janelle Devereux, Executive Director Improvement
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Safer Together

* The Safer Together Program will deliver a coordinated
statewide safety improvement program that ensures the
care provided by our Victorian system is:

« Safer, improving patient outcomes through a reduction in
avoidable harm

* Person-centred, guided by people’s values, beliefs and their
specific contexts to provide care in the right way, at the
right time, and in the right place

* Sustainable, making the best use of all resources.

Safer Care
Victoria
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The Safer Together Learning System

. Consumers, Families & Staff & Performance & System Research and Regulators &
Real-time & Communities Clinicians Insights Exemplars Governing Bodies

predictive data
KNOW what matters A é '- |ﬂ @)‘ 000

DELIVER what matters Prioritise TE
opportunities E

Learning Community

System Capability Collaboration &
Improvement Building & L ing F
Networks Coaching €arning rorums
Integrate learning Co-design & deliver

& insights Insights Hub prioritised
) ] initiatives
Data Sharing Analytics & Data Knowledge
Platforms Insights Dissemination

Monitor &

evaluate impact W

Constancy of Shared Trust & Shared Knowledge Sharing & Data Connected Delivery
Purpose Responsibility Transparency Model

ENABLE what matters @ B @ O %
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DELIVER what matters

Prioritise ZID
e =
opportunities |

Integrate learning ®
and insights

0 Co-design & deliver @
;5% prioritised \J
() initiatives

Monitor and
evaluate impact

The Learning Community and Insights Hub provide an enduring
architecture that supports transparent use of available data for

improvement which is the foundation upon which to:

Prioritise opportunities
* Create alignment and shared ownership on focused set of aims and
a prioritised portfolio of initiatives
Co-design & deliver prioritised initiatives
» Utilise improvement science and effective methods to test, learn,
adapt, sustain and spread improvements
Monitor and evaluate impact

* Monitor data and embed practices to identify gaps between
current and desired safety outcomes

Integrate learning and insights

* Leverage learning, respond to evolving needs and address what
matters most when determining future priorities.
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DELIVER what matters

At the core of the Safer Together Learning System is the Learning Community and Insights Hub.

Learning Community Insights Hub

System
Improvement
Networks

Collaboration &
Learning Forums

Capability Building
& Coaching

Data Sharing Analytics & Data Knowledge
Platforms Insights Dissemination

]
Safer C
) Vs Report & manage
. HE] P Service = 3 PR st P e P

Home > Best practice & improvement >

/ Consultative Council on
/ S

prsetl Clinical guidance

22229299

— Victoria’'s Mothers,
. Babies and Children

v Family of Measures

Aggregate - Measure 1: Percentage of patients with heart failure readmitted within 30 days of being
discharged from unit/cohort of focus

Sep2020 Dec2020 Mar2021 Jun2021 Sep2021 Dec2021 Mar 2022 Jun!
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Applying the theory into practice: Post-partum Haemorrhage
Collaborative

Learning system to sustain and scale Improved performance

Quality Planning

Partner with

consumers

Readiness

Recognition

Response

— Review

Quality Control Quality Improvement

95%
85%
75%

. 65%

O

E o,

€ 55%

L

5 45%

[a8
35%
25%

15%

Control variation
(Standard Work, Protocols, Problem Solving)

Aggregate participating teams stage 1: Percentage of women or birthing
parents who have Quantative Blood Loss recorded

‘ Collaborative started

Collaborative
ended

t Direction of
Improvement

—e— Subgroup

Center

- UCL

ELCLT ——eh

PLAN

Quality Control

Zone of Control #2

Sustain QBL as standard best practice
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What actions can you take?
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Closing reflections

“Knowing is not enough; we must apply.
Willing is not enough; we must do.”

Goethe
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The Whole System Approach

Lo Patients, Families & Communities Staff Performance Dashboards Clinical Operating Systems  Funders, Regulators & Governing Bodies
Real-time & o000
KNOW what matters predictive data é (T3 & A @‘ M

& insights from:
Vision & Strategy
DELIVER what matters Whole System Quality: Juran Trilogy

Quality Planning

* Understand customer needs & what matters  « Define quality & safety goals
« Establish standards & protocols to deliver desired performance (goals)
* Invest in people (capabilities), resources & systems

Quality Improvement a8 Quality Control
/ \
/ \
* Focus on strategic priorities where new 4 R « Monitor data & embed practices (huddles) to identify gaps
levels of performance are needed y P?_gﬁ'dRG N between current & desired performance or predict issues/risks
/ \
« Utilise improvement methods & structured approaches to /! \\ * Reduce unwanted variation in performance (gaps) by problem
redesign services & achieve new levels of performance ,/' l ‘ \ solving, managing risks & utilising standard work/protocols
/ \
« Test, learn, adapt and spread changes to improve l/ “ \\ . Responq to insightg from Iif:ensing, ‘accreditation, and
performance across the system /' QUALITY QUALITY * professional oversight bodies (Quality Assurance)

¢+ IMPROVEMENT CONTROL

- .

Psychological Safety  Trust Leadership Constancy of purpose Transparency Person-centeredness Teamwork

o0 ﬁ
ENABLE what matters J‘%ﬁi 4> 3 @‘ s B

Adapted from: - Juran J, Godfrey AB, eds. Juran’s Quality Handbook: Fifth Edition. New York: McGraw-Hill, 1999.
- Sampath B, Rakover J, Baldoza K, Mate K, Lenoci-Edwards J, Barker P. Whole System Quality: A Unified Appraﬁﬁclﬁlﬂlag Responsive, Resilient Health Care Systems. IHI White Paper. 2021.
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