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Ramsay Health Care’s 
Global Network

Employees

77,000

Locations

480

Countries

11
Patient visits/admissions

8,500,000
Ramsay Health Care’s global network 

extends across 11 countries, with 8.5 million 

admissions/patient visits to its facilities in 

circa 480 locations. The combined entity 

employs 77,000 staff. 

Hospitals & Facilities



Australia

72
Australia

In Australia, Ramsay Health Care:

• Is the largest operator of private hospitals in the country 

• Leads the way in developing the role of private health care 

in Australia’s balanced health care system 

• Is recognised as a leader in teaching and research with an 

emphasis on both undergraduate and postgraduate training 

of the future medical and nursing workforce

• Operates four public facilities within the network

• Has developed a community pharmacy franchise network to 

better support patients following a hospital admission

57
Franchised 

community 

pharmacies

Hospitals

32,000
Employees

Patient admissions

1 million





4,000 
kms 5 

Jurisdictions

Multiple
Reporting 

Requirements 

National 
Reporting 

= Harm 





New South Wales

NSW is 3.3 times the size of 
the United Kingdom

Far West LHD is 80% of 
the size of the UK



A typical day:
o 17,000 people spend the night in a public 

hospital
o 6,500 people are seen in public hospital 

emergency departments
o 5,600 people are admitted to a public 

hospital
o 270 babies are born
o 1,000 patients have their surgery 

(emergency or planned) performed

The NSW Health System
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Theory of 
Knowledge

Appreciation for 
a System

Psychology
of change

Unwarranted 
Variation

“Every System is perfectly designed to deliver the results 
that it gets.” 



Unwarranted 
Variation

“Every System is perfectly designed to deliver the results 
that it gets.” 



The Four Leadership Questions

1. Do you know how good 
you are?

3. Do you know where your 
harm, unwarranted 

variation and waste exists?

4. Do you know your rate 
of improvement over time?

2. Do you know where 
you stand relative to the 

best?

Maureen Bisognano, CEO, Institute for Healthcare Improvement
@Dr_Eather@carriemarr



What constitutes Safety? 

Past Harm

Reliability

Responsive

Adaptive
Adaptive

Predictive
Predictive
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Safety and reliability is a process of enquiry 

Is care safe today?

Are our clinical  systems 
and processes reliable?

Will care be safer 
in the future?

Are we responding
& learning & improving?

Has care been safe 
in the past?

Source: Vincent C, Burnett S, Carthey J. The measurement and monitoring of safety. The Health Foundation, 2012.

www.health.org.uk/publications/the-measurement-and-monitoring-of-safety

@Dr_Eather

Past Harm

Safety 
Measurement 

and 
Monitoring 

Past 
Harm

Reliability
Integration 

and 
learning

Sensitivity 
to 

operations

Anticipation 
and 

preparedness



Measuring Quality & Safety

 What we often measure is not how safe healthcare 
systems are but how unsafe they have been in the  
past

 Process and not outcome

 Unwarranted variation

 Should we focus on error, harm or reliability?

@Dr_Eather18











Barbara’s journey

76 year old female 
presented with #NOF post 

fall at home

Discharged 55 days

Delirium (post-operative prolonged)

Constipation

Pneumonia & post operative respiratory disorder

Gastroenteritis & colitis

AV block

Pneumonitis due to food and vomit

Respiratory failure type 1

Wound infection following procedure

Disruption of operating wound

 Respite

Surgically managed 

*not actual patient



Barbara’s journey

76 year old female 
presented with #NOF post 

fall at home

Discharged 55 days

Delirium (post-operative prolonged)

Constipation

Pneumonia & post operative respiratory disorder

Gastroenteritis & colitis

AV block

Pneumonitis due to food and vomit

Respiratory failure type 1

Wound infection following procedure

Disruption of operating wound

 Respite

Surgically managed 

*not actual patient

When did it occur?
Where did it happen?
WHY did it happen?

Nil IIMS recorded



Quality Improvement Data System
Functionality



Quality Improvement Data System



LHD team activity

QIDS Improvement Collaboratives

Monitor falls data

Resources



Quality Improvement Data System



Quality Improvement Data System



Quality Improvement Data 
System

 Still and always based on clinical team requests and needs; agile and  transparent life-cycle 

developing process

 More data than HIE and IIMS will be on QIDS, e.g. pathology, perinatal…

 More functionalities, e.g. dashboard sharing, good report templates shared across NSW 

Health

 Combining administrative, clinical and non-traditional data sets (eg workforce, patient and 

staff experience) allows exploration of trends and patterns that may contribute to patient 

harm

 Use of SPC allows monitoring of improvement initiatives and unexpected variation

On-going and future development



We can see your trend on HAC discharges is coming under 
control, but the mean remains high and has a significant 

impact on LoS – what are your plans to address this?

We see Facility 3 has recent trends around HAC – Infections. 
What improvement focus is being applied here?

Tell us about the current priorities across your health 
system?

What current risks & issues have your attention and 
focus? What plans/approaches do you have in place 

to address them?

Tell us what you have been seeing in your data?

We notice some outliers in terms of facilities and 
conditions for deaths within 48 hours of admission? 
Can you discuss your approaches here and what has 

been learnt?

If we consider some tri-angulation points –your recent 
staff survey results for Facility 1 seem a concern, do you 

see this as linked to their performance around hand 
hygiene for example?

More broadly your bed occupancy at Facility 2 has been 
very high over the past 3 months, and we are seeing an 
increasing trend around Unplanned re-admission rates? 

Do you believe there is a connection? 

Implications and considerations
What changes could it drive? Different conversations with Health 

Services
We notice that Infection rates and in particular UTI rates 

related to Stroke patients are of concern, what is your focus 
over the next month? 

We saw a similar pattern in Health Service X over a year ago, 
have you spoken to them to understand what steps they 

took?



Appreciation for 
a System

“Every System is perfectly designed to deliver the results 
that it gets.” 



High Reliability Organisation

ORGANISATIONAL DESIGN

Standardise Practice
Reduce Complexity

Learn from Mistakes

ORGANISATIONAL WORK

Commitment to Safety
Just Culture
Resources

Encourage Collaboration

ORGANISATIONAL FOCUS

Preoccupation with failure
Focus on near miss

Teams
Deference to frontline 

expertise



Systems Approach

WORK FLOW PEOPLEPROCESSES

34 @Dr_Eather



Potentially Avoidable Hospitalisations: Overview

Vaccine Preventable

Chronic

Acute

Pneumonia & influenza

Tetanus

Diphtheria

Whooping cough•
Varicella…

Measles, mumps, rubella

•

• Hepatitis B•



Potentially Avoidable Hospitalisations: Overview

Vaccine Preventable

Chronic

Acute

CCF

Asthma

Angina

Hypertension•
Iron deficiency anaemia…

Diabetes complications

•

• COPD•



Potentially Avoidable Hospitalisations: Overview

Vaccine Preventable

Chronic

Acute

Urinary tract infection

Pneumonia (not vaccine preventable)

Dental conditions

Ear, nose & throat infections•
Gangrene…

Cellulitis

•

• Perforated/bleeding ulcer•



Vaccine Preventable

Chronic

Acute

2018 Numbers

13% 1,428 12,747

50% 5,405 29,431

37% 4,098 18,407

Admissions% of total PAHs Total bed days

Potentially Avoidable Hospitalisations: Overview

10,931 60,585



Potentially Avoidable Hospitalisations

Yearly Volume 2012-2018

9% increase from 2014

32% increase from 2014

4% increase from 2014

7% increase from 2014

Vaccine-preventable

Chronic

Acute

Number of admissions



Potentially Avoidable Hospitalisations

Unique patients 2012-2018

Increase of 6.5% from 2014

Increase of 2.4% from 2014

Increase of 7.3% from 2014

Vaccine-preventable

Chronic

Increase of 21% from 2014

Acute

Number of unique patients



Potentially Avoidable Hospitalisations

Yearly bed days 2012-2018

18% increase from 2014

28% increase from 2014

18% increase from 2014

11% increase from 2014

Vaccine-preventable

Chronic

Acute

Number of bed days used



Potentially Avoidable Hospitalisations - Chronic

Yearly volume 2012-2018

4% increase in volume from 2014

Potentially Avoidable Hospitalisations - Chronic

Yearly bed days 2012-2018

18% increase in bed days from 2014 or

12% increase in bed days from 2013

Drilldown on the chronic group cohort



Potentially Avoidable Hospitalisations - Chronic

Count of distinct patients 2012-2018

Increase of 2.4% since 2014

Potentially Avoidable Hospitalisations - Chronic

% of patients only presenting once 2012-2018

Decrease of 1% since 2014

Drilldown on the chronic group cohort



Potentially Avoidable Hospitalisations - Chronic

Volume by condition 2018

Potentially Avoidable Hospitalisations - Chronic

Bed days by condition 2018

61% 82%

Chronic disease types. Volume and bed days
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26.1% increase from 2014

20.6% increase from 2014

CCF

34.0 % increase from 2014

11.7% increase from 2014

DIABETES COMPLICATIONS

4.5% increase from 2014

3.9% increase from 2014

COPD

Drilldown on the chronic top 3: Volume and bed 
days
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CCF

6.7% increase from 2014

26.1% increase from 2014

DIABETES COMPLICATIONS

26.1% increase from 2014

34.0 % increase from 2014

COPD

0% increase from 2014

4.5% increase from 2014

Drilldown on the chronic top 3: LOS and bed days
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Of note: General trend in most conditions is more or less flat

Overview of all the other chronic conditions
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Hospital A

15% increase from 2014

0.5% decrease from 2014

Hospital C

12% increase from 2014

28% increase from 2014

Hospital B

12% increase from 2014

35% increase from 2014

So, where do we focus our diabetes inpatient 
efforts?
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Type 1 Diabetes Complications

15% increase from 2014

15% increase from 2014

Other/unspecified Diabetes Compl

25% decrease from 2014

25% decrease from 2014

Type 2 Diabetes Complications

12% increase from 2014

39% increase from 2014

Drilldown hospital B by diabetes complication type
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Type 2 Diabetes Foot Ulcer

24% increase from 2014

31% increase from 2014

Type 2 Diabetes Hypoglycaemia

9% increase from 2014

29% increase from 2014

Type 2 Diabetes with poor control

4% increase from 2014

50% increase from 2014

Drilldown hospital B by diabetes complication type



 Changes in overall LOS and volumes are not experienced homogenously at all facilities –

 Therefore, high level monitoring and reporting is not sufficient to drive or inform locally 

actionable improvement strategies across the system

 By drilling down progressively, a defined, actionable improvement strategy can be developed 

(describing the territory rather than the map)

→Potentially avoidable admissions
→Chronic

→Diabetes

→Hospital B

→Type 2 Diabetes

→Poorly controlled

Summary



Theory of 
Knowledge

“Every System is perfectly designed to deliver the results 
that it gets.” 





 Numbers versus rates

 Process and outcome

 Scale can lead to misinterpretation

 Aggregated vs local data

 Incidents vs Harm vs Reliability

 Common cause vs Special Cause

 Make it meaningful and targeted- tell a story

 How many patients is that?

 MEASURE WHAT MATTERS

54

Things to consider when presenting data



Things to consider when presenting data: Numbers versus 
Rates



Things to consider when presenting data: Process and 
Outcome



Things to consider when presenting data: Scale can lead 
to misinterpretation 



Things to consider when presenting data: Scale and 
Aggregated versus Local Data 

172

174

176

178

180

182

184

186

Hospitals Falls Total Benchmark Totals

Hospital Falls



Things to consider when presenting data: 
Aggregated versus Local Data 

59@Dr_Eather@carriemarr
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60@Dr_Eather@carriemarr
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Things to consider when presenting data:

Incidents vs Harm vs Reliability



Things to consider when presenting data:
Incidents vs Harm vs Reliability

61@Dr_Eather@carriemarr
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Things to consider when presenting data: Special Cause 
vs Common Cause



Things to consider when presenting data: Tell a Story
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Things to consider when presenting data: Tell a Story 
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Things to consider when presenting data: Tell a Story
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Things to consider when presenting data: Tell a Story 
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Things to consider when presenting data: Tell a Story
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Things to consider when presenting data: Tell a Story



Things to consider when presenting data: 
How many patients is that?



Measure What Matters

• High reliability requires a deference to front line expertise:
- this is where change happens

• Provide clinical teams with:
• The right data

• At the right time

• In a format that ‘tells a story’

• That is important to them and their patients  



QI ACADEMY



CAPACITY BUILDING



Bronze level

• Two online modules 

• Raises awareness about improvement methods and 
patient safety language

Silver Level 

• Five month program 

• Application of bronze level theory to a small 
local improvement project

Gold Level (current pilot) 

• Deeper application of Silver Level concepts to larger project 

• Greater reflection on leadership and improvement 
personal competencies

Three tiered development program in 
organisations



Building capacity and capability

• Building and enabling staff capacity in all aspects 
of continuous improvement

• Through coaching, guidance, training and 
facilitation.

• Facilitating staff independence & ownership of 
their QI improvement work

• Supporting ideas generation, momentum, 
sustainability and spread

• Engagement of front line staff in QI 

• Recognising  and celebrating  QI 

• Focusing improvement on consumer needs and 
person centred, compassionate care 
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Understanding Data to Sustain Improvement:  C Chart -
Number of Seclusions in Kiloh Centre (Jul 15 – Dec 18)

Count

Formal  
projectend



Formal  projectend

UCL

LCL

0

5

10

15

20

25

J
u

l-
1

5

A
u

g
-1

5
 

S
e

p
-1

5
 

O
c
t-

1
5

 

N
o

v-
1

5
 

D
e

c
-1

5
 

J
a

n
-1

6
 

F
e

b
-1

6
 

M
a

r-
1

6
 

A
p

r-
1

6
 

M
a

y-
1

6
 

J
u

n
-1

6
 

J
u

l-
1

6
 

A
u

g
-1

6
 

S
e

p
-1

6
 

O
c
t-

1
6

 

N
o

v-
1

6
 

D
e

c
-1

6
 

J
a

n
-1

7
 

F
e

b
-1

7
 

M
a

r-
1

7
 

A
p

r-
1

7
 

M
a

y-
1

7
 

J
u

n
-1

7
 

J
u

l-
1

7
 

A
u

g
-1

7
 

S
e

p
-1

7
 

O
c
t-

1
7

 

N
o

v-
1

7
 

D
e

c
-1

7
 

J
a

n
-1

8
 

F
e

b
-1

8
 

M
a

r-
1

8
 

A
p

r-
1

8
 

M
a

y-
1

8
 

J
u

n
-1

8
 

J
u

l-
1

8
 

A
u

g
-1

8
 

S
e

p
-1

8
 

O
c
t-

1
8

 

N
o

v-
1

8
 

D
e

c
-1

8

Understanding Data to Sustain Improvement:  C Chart -
Number of Seclusions in MHICU  (Jul 15 – Dec 18)

Count



Silver Level Project: Keith’s Closet

• The project identified that a high number of patients do not have  
adequate clothing.

• A seclusion room was converted into a wardrobe and filled with  
donations from staff and the community.

• The project has assisted to build therapeutic rapport between staff  and
patients.

• Community donations have provided the community with a greater  
understanding of what SESLHD Mental Health are working to  achieve.

• Consumers in the community are also able to access the program.
• A former inpatient, with multiple admissions and seclusion events,  now 

volunteers three hours each week to assist with the program.

• “The closet provides patients with something uplifting as 
opposed to a  medication routine”

• – Keith Donnelly RN/Case Manager ESMHS



Silver Level Project: Keith’s Closet



Silver Level Project: Keith’s Closet



Silver Level Project: Keith’s Closet



Psychology
of change

“Every System is perfectly designed to deliver the results 
that it gets.” 



Clinician Engagement 

Traditional Frameworks:
• Setting an agenda

• Informing

• Involving

• Empowering

How to measure clinician engagement?

Participation in system processes and reliability measures can 
demonstrate level of clinician engagement and further engage 
clinicians 



Reliability Measures

• Time to definitive treatment
• Operative intervention (e.g. #NOF)

• Administration of Antibiotics- Sepsis pathway 

• Risk assessment and management plans (falls, PIs, delirium)

• Care bundles- medication bundles, Central Line bundle

• Medication reconciliation

• Safety II = what do we do well



What else? Triangulation to culture

• Patient Experience

• Organisational culture- staff engagement 

• Leadership 

• Team work- training, supervision

• Outputs:
• Exec walkrounds for patient safety
• Safety huddles
• Team based training 

• Challenges
• Timing
• Data collection
• Burden



Balanced Score Card

Cardiology
Hospital Onset Complications: AF, AMI, arrhythmias

Unplanned transfers to ICU

Readmissions

Timeliness and accuracy of reporting: ECGs, ECHOs

Discharge on medication bundle

Medication reconciliation  

Preferred training hospital

Patient Experience measures 



Balanced Score Card

Orthopaedics
Falls resulting in fracture

Hospital Acquired Infection: hip and knee prosthesis

Unplanned readmissions

VTE risk assessment and prophylactic management

Time to definitive treatment for #NOF

Antimicrobial management  

Patient reported outcome measures

Post fall huddles

Patient Experience measures 



Balanced Score Card

Safe Surgery
Incorrect procedures (near miss)

Incorrect prosthetic

Intraoperative burns

Team time out and safe surgery checklist

Antimicrobial management – recording and reporting on ABs and knife to skin 

Staff trained in quality improvement and Quality projects

Staff retention

Number of multidisciplinary scenario training exercises (e.g. difficult intubation)



People create safety 
Mindsets and attitudes shape health culture and behaviours 

People create meaning
Interventions do not create change, people do

Mindsets & attitudes shape culture and behaviour
Social learning occurs through observation, imitation, sharing and reinforcement; making the 

implicit explicit 

A continuous learning culture is one where People change their behaviour 
upon deepening & broadening of their skills, knowledge and worldviews – the learning process may 

be informal or formal 



Creates curiosity and openness

Grounds the conversation

Decreases interpersonal risk

Role clarity 

Psychological empowerment 

Intrinsic motivation

Transformational leadership behaviour 

Team cohesion

Creating Psychological Safety

…so that people can create meaning; 

…and that meaning informs safety.



Changing the safety conversation

• Openness to share and learn from great results 
across teams

• Psychological safety to report, explore and learn 
when harm happens

• Data for dialogue, and dialogue for 
improvement…rather than judgement

• Seek to understand and create meaning as a 
Multidisciplinary Team approach to 
improvement

• Visible support for senior leaders

Get 
person’s 
attention

Express 
concern

State 
problem

Propose 
action

Reach 
decision

Based on data

Curious intent

Openness

Peer review

Figure 1. Model to guide and improve robust 
discussion about safety

Based on Leonard, Graham and Bonacum (2004).

Visible support from senior 
leadership and clinical leadership



What 
matters to 
clinicians

What 
matters to 
patients

Triangulation

Safety>Harm

What we do 
well

Culture

Leadership

Resilience



• The map of reality is not 
reality

• Maps are reductions of 
what they represent

• They are a snapshot in 
time

Our role is to create the 
conditions, tools and 
resources to empower our 
teams to understand their 
territory
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