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A Clinicians and hospitals want to do a good job

A Health care is not universally good
| poor quality care exists
I there is scope for improvement

A Need to assess quality of hospitals
I and disclose findings to the public
A But unless done rigorously, can do harm

A Reasons for poor quality are complex

I Improvement will come from understanding and
support rather than criticism and punishment
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TO THE COMMITTEE OF LEAVESDEN ASYLUM
18" January, 1875
GENTLEMEN,

The fish dinners to which the Commissioners allude as unsatisfact
were in No.8 Male Wardlhe skate (always a difficult fish to carve)
was being distributed by a junior attendant, who, having the eyes ¢
the Commissioners upon him, was rather nervous, and did it in a
manner more clumsy than a more experienced hand might have
done.The skate in question was certainly rather underdone in the
centre,owing probably to its being the top one of the dish, but the
defect was soon remedied at the kitchen.

| do not remember complaints being made of the insufficient
guantity supplied (nine ounces free from heads &c.); on the
contrary,the Patients enjoy the dinner, and, as a rule, consider it
satisfactory.

| am, &c.,
T.C.SHAW.,
Medical Superintendent.



Today, expanded from patient experience to safety
and effectiveness...

has great benefits but danger of harm
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Children's congenita
Leeds General Infirm

suspenced asarevie - Children's heart surgery in Leeds was
mereare concems 2~ h@lted because of ‘poor’ data

deaths at the hospital,
along dispute overthd  Children's heart surgery at Leeds General
heart services. Infirmary was halted because of "poor

quality" data submitted by the hospital, it has
The medical director g emerged.

Keogh, said it was "a |
precautionarv step” Operations were stopped 11 days ago after it
was claimed records showed higher-than-usual
death rates.

Sir Bruce Keogh, medical director of NHS
England, said the data prompting the suspension
Was inaccurate

Sir Bruce Keogh said immediate safety issues at the
hospital had gone
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Watchdog ranks GP surt

GP 'disgust’ at watchdog errors

By Sarah Bloch
Health reporter, BBC News

Health watchdog the Care Quality Commission (CQC|
almost every GP surgery in England in terms of risk
care.

GPs have told the BBC their reputations have been "tarnished by
incompetence” from the health watchdog.

Related Stories

The Care Quality Commission has been forced to apologise to hundreds of ~ Watchdog ranks GP
GPs for giving incorrect patient safety risk assessments. surgeries by risk
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Why are hospitalvide mortality ratios
Inappropriate?

A Dependenton nonhospitalcare

I Proportlonof deaths that occur Iin hospltal varies
0SUGSSY BENBFAQ o6nn

A Administrative datanadequate; variation in

I professionajudgment in selection of primary
diagnosis

I recordingof co-morbidities

I recording of palliative care (4 to 40% admissions)

A Choice of casenix adjustmenimodel
I 43% hospitals flip between good and poor outlier



Not surprising that validity has not
been demonstrated

A Either as diagnostic tool...

| association between hospitadide mortality ratios
and other measures of safety not been
demonstrated

AhNJ Fa | wayz21S £ N¥C
I hospitalwide mortality ratios not been shown to
predict the safety of a Trust

A Specificity, sensitivity, positive predictive value,
negative predictive value
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Using hospital mortality rates to
judge hospital performance:

hat just won’t go away

Standardised mortality rates are a poor measure of the quality of hospital care and should
not be a trigger for public inquiries such as the investigation at the Mid Staffordshire hospital,
say Richard Lilford and Peter Pronovost

Dieath is the most tractable outcome of care— it care is the “case-mix adjustment fallacy™.’ one in 20 inpatient deaths are preventable, while
is easily measured, of undisputed importance to Secondly, risk adjustment can exaggerate the 19 of 20 are unavoidable. We have corroborated
everyone, and is common in hospital settings.  very bias that it is intended to reduce. Thiscoun-  this figure in a study of the quality of care in
Mortality rates, especially overall hospital mortal-  terintuitive effect is called the “constant risk fal- 18 English hospitals (submitted for publica-
ity rates, have therefore become the natural focus  lacy™ and it arises when the risk associated with ~ tion). Quality of care accounts for only a small

or measurement of clinjcal guality Ip Eneland hevarable opwhich adiystment js made vares  proportion of the observed varapce i mortality
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Hospital mortality: when failure i{not a good measure
of success

Kaveh G. Shojania MD, Alan J. Forster MD MSc

ortality for specific conditions and procedures has Key polits
figured prominently among outcomes-based per-

formance measures."* However, in recent years * Hospital standardized mortality ratios correlate weakly

there has been renewed interest in overall hospital mortality, with other measures of quality of care and have additional
limitations when derived solely from administrative data.

specifically the hospital standardized mortality ratio :
(HSMR) (Box 1).** Although efforts to measure perform- MACEE (obiess iInasLEoIGIIE B pRCoe Wil equls @
i o g : i 55 combination of indicators, including mortality for a few

ance represent welcome developments, the focus on the hos- specific conditions and procedures, as well as other meas-

Canadian Medical Journal
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Using hospital standardised mortalj
quality of care — proceed wiQ extreme caution

lan A Scott, Carcline A Brand, Grant E Phelps, Anna L Barker and Peter A

here is growing interest in assessing Australian hospital
performance using routinely collected 1dmmmr1mc
data. The hospital standardised mortality ratio (HSMR)
has emerged as a potentially universal system- level indicator for
comparing ll'l-.‘ll[’{lll'-.- between hospitals both within and across
d]lle-..[‘l[_]Llll‘:dlCLlL"ﬂ‘: {Box). It is presently reported in the United
Kingdom, Sweden, Netherlands, Canada, United States and

-

ABSTRACT

Australian Health Ministers have endorsed the hospital
standardised mortality ratio (HSMR) as a key indicator of
quality and safety, and efforts are currently underway towards
its national implementation.

In the United Kingdom, Canada the Netherlands and the

Medical J Australia
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Medical Care



