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A new era of working together A new era of working together 
for a safer and better for a safer and better 

healthcare system healthcare system 
for our patients and stafffor our patients and staff

Dr. Lui Siu Fai
Consultant (Q&RM), HAHO

Chairman, Central Committee Quality & Risk Management



呂小琳
Died  07.07.2007 

aged 21
Fought bravely to overcome acute leukemia 

but succumbed to a tragic death 
from a medical mishap.



QUALITYQUALITY (Assurance)(Assurance)

““QQ”” issue?issue?

What What ““QQ””??

Why Why ““QQ””??

How How ““QQ””??



41 Hospitals with inpatient service
15 Emergency Departments
49 Specialist Outpatient Clinics
23 Family / Integrated Clinics
75 General Outpatient Clinics

7.0m Patient records7.0m Patient records
1.1m Inpatient admissions
2.0m Emergency visits
1.9m Allied Health consultations
4.9m General Outpatient consultations 
6.0m Specialist consultations
0.34m Operation  8,865 Ultra Major Operation, 104,304  Major Operation

41.6m Prescribed Drug Items

53,468 staff53,468 staff2007 data



Group Internal Audit

HAHO Organizational Structure 
2006 

Quality 
& Safety

Cluster
Services

Strategy 
& Planning

Human 
Resources

Corporate
Services Finance

7 
CCEs

CE



Inauguration of Inauguration of 
Central Committee on Quality and Risk ManagementCentral Committee on Quality and Risk Management

10 April 2007

A new era of working together for 
a safer and high quality healthcare system

for our patients and staff



醫療失誤醫療失誤

Medical errorMedical error

醫療失誤醫療失誤

Medical errorMedical error

Medical errorMedical error

醫療失誤醫療失誤

Medical error

醫療失誤醫療失誤

Medical errorMedical error



Known risk or Known risk or 
complication complication 

misinterpretedmisinterpreted
as as 

medical incident / medical incident / 
errorerror

一些醫療潛在的一些醫療潛在的

風險或併發症風險或併發症
誤解為誤解為

「醫療事故」「醫療事故」

「醫療失誤」「醫療失誤」

Sudden / natural Sudden / natural 
death death 

misinterpreted misinterpreted 
as as 

medial incident medial incident 
/ error/ error

突發突發或或自然死亡自然死亡
誤解為誤解為

「醫療事故」「醫療事故」
「醫療失誤」「醫療失誤」



Complaint / FeedbackComplaint / Feedback
HHA A 20062006

2208

9902
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Complaint Feedback

SETTLEMENT SETTLEMENT 
& COST & COST 

FOR FOR 
MEDICAL ERRORS / MEDICAL ERRORS / 

NEGLIGENCENEGLIGENCE

$X0,000,000



13797No of incidents report 
via AIRS (for 12 months)

5%740Investigation5

6%822Access, Admission, Transfer, Discharge4

14%1,994Medication3

17%2,328Staff (OSH)2

40%5,521Patient (injury/ behaviours)1

5,64321Severity
Index

ExtremeMajorModerateMinorInsignificant

* Not all reported incidents are medical incidents or errors,  included general incidents



QUALITYQUALITY (Assurance)(Assurance)

“Q” issue?

What What ““QQ””??

Why “Q”?

How “Q”?



Perspectives Perspectives of Qof Qualityuality
平靚正 (快) 
Cheap, Good, (fast)
Get what one’s want

Patient

Fair working condition
Able to do good work

Staff

?  X$ → XS → XQ
Money Service         QualityCluster / Hospital / COS

Patient-centred
以人為本

HAHO



Definition of qualityDefinition of quality

The degree to which health services
for individuals and populations

increase the likelihood of 
desired health outcomes

and are consistent with 
current professional knowledge

Institute of Medicine: Crossing the Quality Chasm
(Institute of Medicine, Committee to Design a Strategy for Quality Review and Assurance in Medicine, 1990)



Safety

Efficacy
Patient-

Centredness

Timeliness 
(Access)

Ef
fic

ien
cy

Eq
ui

ty

Crossing the Quality Chasm: A New Health System for the 21st Century. Institute of Medicine, 2001



Quality Service
The right service (treatment)

for the right people
at the right time

at an right (optimum) cost.

為有需要、適合的人
在適當的時候

以適當的價錢
提供適當的服務

Meeting the expectation* of the patient
(*appropriate / realistic expectation)



QUALITYQUALITY (Assurance)(Assurance)

“Q” issue?

What “Q”?

Why Why ““QQ””??

How “Q”?



OUR DUTY
OUR PRIDE

PROFESSIONLISMPROFESSIONLISM

Our patientsOur patients
depend on us
expect of us
trust on us



Adverse events 
74,400 to 1,243,200 
annually, 
98,000 death / yr
8th leading cause of death 
> RTA, Breast Cancer, AIDS

To cause 
harm to any of 

our patients
- we, as professionals

surely do not want 
it to happen,

nor should we 
let it happen

The harm can be 
very serious,
even death.

(Adverse event in 1 out of 10 in-patient)



Photo
from 

a medical 
journal

What have What have 
we learnt ?we learnt ?

What must What must 
we learn ?we learn ?



(Staff is / can be a second victim of the adverse incident) 

A safe & A safe & 
high qualityhigh quality

healthcare systemhealthcare system
for our patientsfor our patients

& staff& staff



QUALITYQUALITY (Assurance)(Assurance)

“Q” issue?

What “Q”?

Why “Q”?

How How ““QQ””??



CQI
TQM
CQI
TQM

6 Sigma6 Sigma

Lean 
Thinking
Lean 

Thinking

Quality 
Circle

Quality 
Circle

Standards
Accreditation
Standards

Accreditation

Clinical 
Governance

Clinical 
Governance

Clinical 
Audit

Clinical 
Audit

Quality 
Control

Quality 
Control

Risk 
Management

Risk 
Management

Risk RegistryRisk Registry

RCARCA

FMEAFMEA

Risk
Reduction 
Programs

Risk
Reduction 
Programs

Quality 
Assurance
Quality 

Assurance
Balance 

Scorecard
Balance 

Scorecard



1. Structure
People

2. Process

3. Outcome

STRATEGYSTRATEGY
The approach

Avedis Donabedian 
1919-2000



Infection, 
Emergency 

& Contingency
(Dr S H Liu)

HAHO
Quality & Safety

Division
(Director: Dr P Y Leung)

Central Committee
on Infectious Disease 

& Emergency Response
(Dr. PY Leung)

Central Committee 
on Quality 

& Risk Management
(Dr. SF Lui)

Patient
Relationship & 
Engagement

(Ms. Pauline Wong)

Clinical 
Effectiveness
& Technology 
Assessment

(Dr H W Liu)

Quality 
& Standards

(Dr F C Pang)

Patient Safety
& Risk 

Management
(Dr Libby Lee)

IDC

TC

Chief Infection Control Officer
Dr. WH Seto

Cons(Q&RM)
Dr. SF Lui

• Clinical Effectiveness
• Clinical Audit
• Clinical Indicators

• Technology 
Management & 
Assessment

• Research Governance
• Service Access & Quality

• Standards
Development

• Hospital 
Accreditation

• Service Access 
& Quality

• Complaint 
Management

• Patient Satisfaction 
Survey

• Patient Safety
• Reporting (AIRS)
• Clinical Incidents

Management
• Sentinel Event Policy
• Risk Reduction 

Program
• Clinical Competence
• Clinical Ethics

• MICC

• Infectious Disease

• Contingency 
Planning

• Emergency COCs
- A&E
- ICU
- Trauma
- Poisoning

COCs
- Radiology
- Pathology

COCs
- Medicine
- Surgery
- ENT
- Anaesthesiology

COCs
- O&G
- Eye
- O&T
- Paediatrics



Dr. FC Pang   Dr. Libby Lee  Dr. WH Seto  Ms Pauline Wong   Dr. PY Leung          Dr.  SF Lui             Dr. HW Liu        Dr. MY Cheng 
Dep CM          Dep CM          CICO             SM             Director                   Cons (Q&RM)       CM    CM
Q&S                PS&RM                                PR&PE   CETM  

HAHOHAHO
Quality & Safety DivisionQuality & Safety Division



Central Committee Central Committee 
on Quality & Risk Managementon Quality & Risk Management

• Provide strategic advice on best practice thinking 
to drive quality improvement and risk management

• Lead and coordinate improvements in Q&S, 
including standards, quality assurance, accreditation 

• Monitor and report on Q&S

• Disseminate knowledge for sharing, learning 
and advocate for Q&S



Central Committee 
on Quality 

& Risk Management

Patient  Relationship 
& Engagement

Clinical Effectiveness
& Technology Assessment

Quality & Standards

Patient Safety 
& Risk Management

HKEC QRM Committee
HKWC QRM Committee
KCC QRM Committee
KEC QRM Committee
KWC QRM Committee
NTEC QRM Committee
NTWC QRM Committee

COCs
CCs

Hosp QRM

Hosp QRM

Hosp QRM

Hosp QRM

Hosp QRM

Hosp QRM

Hosp QRM

Dept QRM

Dept QRM

Dept QRM

Dept QRM

Working together Working together 
HAHO – Cluster – Hospital – Department – Staff
Staff – Department – Hospital – Cluster - HAHO



1. Structure
People

2. Process

3. Outcome

The approachThe approach



..... Meeting the needs of our patients (appropriately)

.....    Address the needs and concerns of our staff
Avoid adding (reduce) unnecessary workload for staff

…..    CULTURE: Safety and quality culture
…..    SYSTEM : Safe design, effective and efficient
….. ACCOUNTABILITY:  Governance

.....    An incremental approach of rapid transformation

..... From basic quality (FIRST DO NO HARM) to highest CQI

.....    Systematic, pragmatic, focused, prioritized

EveryoneEveryone’’s business and dutys business and duty
Senior leadership - Staff engagement - Patient engagement

PROCESS PROCESS 
to enhance / ensure a safer and higher quality healthcare …..
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• Reporting (Risk Data)

• Clinical Incidents Management

• Investigation (RCA)

• Risk Reduction Programs

• Sharing and Learning

Patient SafetyPatient Safety
& Risk Management& Risk Management



Safety cultureSafety culture
Patient and Staff Safety Patient and Staff Safety 
-- paramount importanceparamount importance

ProactiveProactive
culturecultureJustJust

cultureculture

ReportingReporting
cultureculture

LearningLearning
CultureCulture

Open cultureOpen culture



RISK DATARISK DATA

1a.  Risk Observatory 
(data source)

- Advance Incidents Reporting System (AIRS)
- Legal / public liability
- Coroner case report

- Complaints
- Safety Walkround

1b.  Risk registry



%

Miscellaneous

Information System & Technology

Medical Device, Equipment & Pharmaceutical 
Products

Food Safety & Hygiene

Environment

Infection Control

Staff Related Issues (other than OSH)

Staff (Occupational Safety & Health)

Visitor (injury/ Behaviours)

Patient (injury/ Behaviours)

Blood Transfusion

Medication

Communication and Consent

Treatment/ Care and Monitoring

Investigation

Examination & Assessment

Access, Admission, Transfer, Discharge

Total

Incidents reported

for 12 months 
Apr 06 - Mar 07

(N=13,219)



Medication

Fall

Suicide

SEVERITY

1

Insignificant

2

Minor

3

Moderate

4

Major

5,6

Extreme

Actual Outcome of Incidents reported by all clusters 
for 12 months Apr 06 - Mar 07 (n=13219)

* Not all reported incidents are medical incidents or errors, 
Reported incidents included general operation incidents



RISK REGISTER Page 1 of ?
Location/

Management unit
Dingley Dell Ambulance
Trust

Risk
Assessor

Bodmin Moore Date 14/10/99 Date of
Review

1/12/99

ADEQUACY OF RISK ASSESSMENT
Risk EXISTING CONTROLS Consequences Likelihood RISK RATING RISK

Ref. DESCRIPTION OF RISK A I U (C) (l) (Cxl) RANKING

1 Back injuries to ambulance staff 3 4 12 3
2 Patient falling out the back of an

ambulance
4 1 4 6

3 Damage (and possible personal
injury) to new ambulances with
power-assisted steering

3 5 15 2=

4 Dangerous exhaust fume build up
in main ambulance depot

5 2 10 4

5 Trust bankrupcy through policy of
not charging for providing cover at
local fairs

3 5 15 2=

6 Public outrage at charging for
providing local fair cover

1 5 5 5

7 'Putting people at risk' at fair
through inadequate ambulance
cover

5 4 20 1

Etc.
A = Adequate
I = Inadequate
U = Uncertain

Multiple fatalities  5
Single fatality 4

Major 3
Serious 2
Minor 1

Negligible 0

Certain 5
Likely 4

Possible 3
Unlikely 2

Rare 1
Impossible 0
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Error in laboratory 
results

Correct operation 
site

Safety of using 
infusion pump

Communication 
between staff/ 

patient /relative

WHO Acute 
Respiratory 
Diseases IC 
Guideline

chokingPatient transfer / 
transport

Patient 
documentation

Communication 
among health care 

professionals

Blood 
Transfusion

Establish a new 
clinical pathway on 

CA Rectum

Increasing case 
volume of unstable 

patients
ChokingSingle use medical 

device
Patient transfer / 

transportPressure sorePressure sore

Medication -
medication 

management in 
wards 

Delay of treatmentRestrainerIC-SSI, MRSASingle use medical 
devicePatient SuicidePatient SuicideEnhance patient 

assessment

Long waiting time 
for new casesPatient SuicideIOD-MHOFallInfection ControlFallInfection Control

Patient 
identification

Infectious Disease 
Outbreak

Patient 
identification 
(specimen)

Correct operation 
sitePatient MissingInfection ControlMedication - Drug 

reconciliation

Patient 
identification 
(specimen)

Patient 
identification

Patient transfer / 
transportInfection controlPatient 

identification
Staff 

CompetencyMedication - LASA

Fall
Patient 

identification 
(specimen)

FallPatient 
identificationNeedle Stick Injury

Handover 
Communication 

& Documentation
Fall

Infection control –
HAIMedication Medication - on 

dischargeRestrainerMedication incidentMedication incidentCorrect operation 
site

Medication FallMedication - High 
risk medMedication incidentFallPatient 

identification
Patient 

identification

NTWNTEKWKEKCHKEHKW

HA clinical risks 2007 HA clinical risks 2007 -- 20082008



HA HA -- Patient Care Related Risks Patient Care Related Risks 
20072007--2008 2008 

• Patient assessment (identify critical ill patient)
• Communication between caregivers
• Use of Restrainer

Patient Care process

• High risk drugs in wards
• Drug reconciliation on admission / discharge
• Drug Allergy

Medication

• Patient suicide
• Patient fall
• Pressure sore

Patient’s condition

• HAI- Surgical site infection
• HAI- MRSA
• Infectious disease outbreak

Infection

• Patient
• Specimen 
• Operation site

Misidentification



Sentinel Events Policy
嚴重醫療事件

(警戒事件)
1 October 2007

1. Objectives
2. Definition
3. Immediate management  
4. Reporting
5. Investigation
6. Learning and Sharing
7. Staff management



2.  Reportable Sentinel Events

1. Surgery / interventional procedure involving the wrong patient 
or body part.

2. Retained instruments or other material after surgery / interventional procedure 
requiring re-operation or further surgical procedure.

3. Haemolytic blood transfusion reaction resulting from ABO incompatibility.

4. Medication error resulting in major permanent loss of function 
or death of a patient.

5. Intravascular gas embolism resulting in death or neurological damage.

6. Death of an in-patient from suicide (including home leave). 

7. Maternal death or serious morbidity associated with labor or delivery.

8. Infant discharged to wrong family or infant abduction.

9. Unexpected death or serious disability reasonably believed 
to be preventable. Assessment should be based on clinical 
judgment, circumstances and context of the incident.

An “unexpected” occurrence involving death or serious physical or 
psychological injury, or the risk thereof. 



3.  Immediate management 
(Department / hospital team)

• Patient
- To minimise the harm to the patient

• Staff
- Appropriate support / counseling 

• Patient and relative
- Open disclosure policy

• Public relations / Media
- Protocol, standardisation



To be updated



RISK REDUCTIONRISK REDUCTION
PROGRAMSPROGRAMS

- Identification: Patient identification - UPI 
Correct site, procedure - Timeout
Information transfer – SBAR, Read back

- Medication: Concentrated electrolytes (KCl) 
Allergy
Medication reconciliation  [2008] 

- Patient care / procedures: Suicide
Fall
Restrainer
Missing patient
NG Tube
Patient transfer

- Consumables: single use devices

- Devices: infusion pump



Unique Patient Identification project
(2D Barcode scanning system)

(full implemented by Q1 2008 – except A&E)



Unique Patient Identification project phase 3 
- generating of labels for other investigations at bedside

– pilot at 3 hospitals 2008/2009

3 Label(s) will be generated
by the printer at bedside

Scan 2D barcode on patient  
wristband at bedside 

Scan 2D barcode(s) on job sheet
separate sheet for 
- blood sample 
- non-blood sample (for nursing staff) 
- special sample

- Repeat scanning (if more than one test)
- When finished scanning all the job barcodes
press [ENTER]

1

2

If IDs matched



RISK & QUALITYRISK & QUALITY
CIRCLECIRCLE

Knowledge Management
Sharing, Learning 

Communication

Skill and tools transfer
Tracer methodology, Root cause analysis (reactive), Failure Mode Effect & Analysis (proactive)

- Forum, seminar, meeting (HA / cluster / hospital / department)

- electronic platform (websites, eKG)

- Circulars, flyers, posters (Risk Alert, Q&S bulletin)
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RISK AL ERT  

A Risk Management Newsletter for Hospital Authority Healthcare Professionals 

   M essage from  CE 
 
Dear Colleagues,       
 
Ensuring our patients’ safety is our most fundamental responsibility. I’m pleased to 
introduce the first issue of HA Risk Alert (HARA), a periodic publication to keep 
everyone updated with local & overseas risks in healthcare settings.  
 
Sharing and learning are the cornerstones to improve patient safety. It is only by 
increasing our awareness and understanding of the potential risks that we can prevent 
medical errors from occurring. As part of the implementation of HA Sentinel Event 
policy, HARA serves as a communication channel for us to learn together from the 
sentinel events. Together we can bring in a positive change in patient safety.  
 
In this issue, the HARA covers some medical incidents that were previously reported to 
HAHO which would have been classified as Sentinel Event. We have also highlighted 
some “Near Misses” which have occurred locally, as well as risk alerts from overseas.  
 

We wish to provide a Safe and High Quality Healthcare Service – Let’s do it together! 
 

Shane Solomon, CE, HA 

 
 Message from CE      

  
 Sentinel Event sharing & learning 

   。Vincristine given in wrong route 
   。Retained gauze in patients   
 

 Local risk scanning   
 

 Global risk scanning    
 

 

EDITORIAL BOARD 
______________________________________-______________________________ 

Editors-in-chief 

Dr SF LUI, Consultant (Q&RM), HAHO 
Dr David LAU, CM (Q&RM), HAHO 

Board Members 
Dr Nelson WAT, CD (PR&CA), HKWC 
Ms Anna LEE, SP (P&CSD), HAHO 
Ms Bonnie WONG, CM (Q&RM), NTWC 
Ms Becky HO, SNO (Q&RM), HAHO 

LOCAL SENTINEL EVENT (1)  
Fatal error of Vincristine being given intra-thecally (wrong route) 

At a busy ambulatory oncology centre, it was already 3 pm in 
the afternoon but many patients were still waiting for their 
intravenous chemotherapy treatment. A 21-year-old patient 
was waiting for her maintenance dose of intrathecal 
chemotherapy drug (c-ARA). She was also to receive her 
other chemotherapy drug – vincristine to be given 
intravenously. After receiving one treatment procedure, she 
went home and was readmitted with headache. What had 
happened? 

MAJOR CONTRIBUTING FACTORS
 
 

1. “System factors” – 2 drugs (one for IV and one for IT 
administration) were delivered together by pharmacy to 
the clinical area, the administration of the 2 drugs were at 
the same time and in the same location, imperfect labeling 
of the drugs, inadequate checking of the medication and 
route of administration by the staff. 

2. “Education factors” - insufficient awareness that 
intrathecal administration of vincristine is fatal. 

3. “Human error” - failure to follow existing guidelines in 
drug administration.  
 

KEY RECOMMENDATIONS  
 
 

1. Only specially trained and designated oncology staff 
should prescribe, prepare, dispense and administer 
cytotoxic medication. 

2. Must use a formal checking procedure to ensure the 
“5 RIGHTS”, that is, right drug is given at the right 
dose, by the right route, at the right time and to the 
right patient. 

3. Intrathecal chemotherapy must only be administered in an 
area where no other cytotoxic drugs are available & at a 
different time from other systemically administered drugs. 

4. Vincristine should be prepared in a small-volume 
intravenous bag (minibag).  

 
 

LEARNING POINT
Vincristine can only be given intravenously 

HOW DID IT HAPPEN? 
 

Both IV vincristine and IT cytarabine were prescribed together for this 
patient on the same prescription sheet by Doctor A in the morning 

 
Both drugs were supplied together in the same bag 

 
Both drugs were put together on the same trolley prepared for the LP and 

IT chemotherapy administration 
(Nurse A was not aware of the different routes for the 2 drugs) 

 
 

In the afternoon, this patient (for IT & IV chemotherapy) was waiting 
with other patients who came for IV chemotherapy. Doctor B handled her 

first to meet the closing time for laboratory test half an hour later. 
 
 

Doctor B & nurse B checked the prescription but were not aware of the 
two different routes prescribed 

 
Doctor B reviewed previous prescription sheet and noted the same drugs 

had been given previously 
 

Both vincristine and cytarabine were given INTRATHECALLY    
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• Standards 

• Accreditation

Quality & Standards



Cluster X Hosp 1 Hosp 2 Hosp 3 Hosp 4 Hosp 5 Hosp 6 Hosp 7
Level L1 L2 L3 L1 L2 L3 L1 L2 L3 L1 L2 L3 L1 L2 L3 L1 L2 L3 L1 L2 L3

Standard 1 Accident and Emergency
Standard 2 Access
Standard 3 Patient assessment
Standard 4 Hospital bed utilization
Standard 5 Discharge and transfer
Standard 6 Patient rights and responsibilities
Standard 7
Standard 8
Standard 9 Informed consent
Standard 10
Standard 11 Media communication
Standard 12 Public and patient feedback
Standard 13 Assessment and documentation
Standard 14
Standard 15 Laboratory services
Standard 16 Point of care testing
Standard 17 Radiology services
Standard 18 Care delivery for all patients
Standard 19 Missing patients
Standard 20 Resuscitation
Standard 21 Blood and blood products
Standard 22 Dialysis
Standard 23 Physical restraint
Standard 24 Patient falls
Standard 25 Prevention of pressure sores
Standard 26 Anaesthesia care
Standard 27 Surgical care
Standard 28 Intensive care
Standard 29 Medication management
Standard 30 Food therapy and nutrition therapy
Standard 31 Risk management
Standard 32 Infection Control
Standard 33 Fire safety
Standard 34 Emergency preparedness
Standard 35 Clinical and radioactive waste management
Standard 36 Medical equipment management
Standard 37 Water and electricity supply
Standard 38 Security
Standard 39 Occupational safety and health
Standard 40 Food safety and hygiene
Standard 41 Procurement and materials management
Standard 42 Telecommunication
Standard 43 Patient transport (non-emergency)
Standard 44 Hospital Linen supply
Standard 45 Environmental management
Standard 46 Human resources
Standard 47
Standard 48
Standard 49
Standard 50
Standard 51 Patient clinical record
Standard 52 Information management
Standard 53 Information to suport continuous patient 

care
Standard 54 Management of information
Standard 55 Finance

Summary of Scores for all Standards

Yes Y
0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0

Partial P
0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0

No N
0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0

Not applicable NA
0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0

Total
0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0

(Y: yes, P: partial, N: no, or NA: not applicable)

STANDARDS REPORTS  2007-2008 (As of 31 Mar 2008)
Cluster

(Y: yes, P: partial, N: no, NA: not applicable)



International Standards / Accreditation



HAHO CCQRM
Standards & Accreditation Subcommittee

• Co-Chairpersons:  
Dr. Loretta Yam (accreditation), 
Dr. CC Luk (standards), 
Dr. SF Lui

• Members
Ms Kate Choi Clinical Audit Manager (CND) HKWC representative
Dr. Anne Kwan CC(3), UCH, KEC representative 
Ms. Eva Liu  CC(RM), KCC representative 
Dr. KL Chung SD(Q&RM), NTWC representative
Dr. HY So CC(QM), NTEC representative

Dr. Derrick Au KCC
Dr. Patrick Li KCC
Dr. Andrew Yip KCC
Dr. Joseph Lui KWC
Ms. Sylvia Fung KWC
Ms Mary Wan HKEC
Mr. Jimmy Wu

Consultancy Report on 
Quality at HA

& The way forward
Charles Shaw and Ms. Francis Smith

June 2007

To review, in an international context, 
existing policies, structures, methods and 

resources applied to improving quality 
and safety in HA

To make recommendations to strengthen 
coordination and development of Q&S



Key Milestones

Q3/4 
2008

Select an international accreditation agent as partner
Phase 1: pilot study (18-24 months)
Phase 2: To decide on long-term commitment to 
accreditation after evaluation of Phase 1

Nov 07 –
Mar 08

Invitation to 3 accrediting bodies to present to
Subcommittee and frontline staff

Sep 07Decision on options at Directors’ Meeting

Jun 07Consultancy study on Q&S coordination and development 
in HA

Apr 07Establishment of Subcommittee on Standards and 
Accreditation



Accreditation as a driver for 
healthcare quality improvement

OBJECTIVES

1.  To provide independent assurance
The government and HA are committed to healthcare quality

HK hospitals are achieving internationally recognized standards 

2.  To develop relevant and essential tools 
to measure the quality of healthcare organizations 

3.  To provide leverage to drive quality change through
a systematic & comprehensive approach

4.  To ensure sustainability of quality improvement efforts

5.  To (responsibly) respond to public expectations
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• Clinical Effectiveness
• Clinical Indicators
• Clinical Audit

• Technology Management &
Assessment

Clinical Effectiveness
& Technology Assessment



Define best practiceDefine best practice

GuidelinesGuidelines

Clinical Clinical 
PathwaysPathways

Treatment Treatment 
algorithmalgorithm

Adult patients 
with acute stroke
• Received treatment in an ASU 
• Received CT/MRI of brain ≤12 

hrs of A&E registration
• Not to give short acting 

antihypertensive  (nifedipine) 
≤3 days of admission

• 7-day case-fatality
• Screened for swallowing 

disorder ≤24 hrs of admission
• Received aspirin/plavix ≤48 

hrs of admission
• Received warfarin for AF
• Assessed by PT ≤ 3 days of 

admission
• Assessed by OT ≤ 7 days of 

admission
• Prescribed aspirin/plavix on 

discharged

Management Management 
checklistchecklist
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• Complaint Management 

• Patient engagement
Patient Satisfaction Survey

Patient Relationship 
& Engagement



Patient Engagement & PartnershipPatient Engagement & Partnership

Patient group
(communication)

Participation in health 
care governance

Facilitating patient 
care process

Health education

Health citizenship



Driving forces

(1) “Need to tap patient views, collate and analyze the 
results with a view for improvement of services 
and formulation of policies.”
HA Annual Plan Section 3 - Quality Improvement Standard No. 12

(2) Public accountability & clinical governance

(3) The growing trend / need of involving patients in the
delivery of health care (WHO’s paper August 2003)

Patient Satisfaction Survey (PSS)Patient Satisfaction Survey (PSS)
A Quality and Organization Improvement Project  
through structured collection and 
monitoring of patient feedback



NHS UK
Annual hospital survey using standard 
questions for national performance 
monitoring and benchmarking. Department 
of Health follow-up results at the National 
Performance Assessment Framework

Australia (Victoria) - Monitoring overall 
care index
- Access and admission including staff 
attitude
- General patient information giving
- Treatment information and help offered
- Complaints management
- Physical environment and food
- Discharge and follow-up arrangements

USA (Medicare and Mediaid)
Hospitals treating patients with  Medicare 
and Mediaid plans need to monitor 
patient experience and satisfaction 
using the standardized approach endorsed 
by The Center for Medicare and Medicaid 
Services (a dept in the Federal government)



Proposal - A Structured PSS in HA
1. Standardised tools and method
2. Centrally - coordinated and led
3. Measure patients’ experience (patients’ journey)

- Accessibility & convenience
- Physical environment
- Mechanism for handling dissatisfaction
- Interpersonal relationship
- Treatment co-ordination

PSS results →

• Identify areas for improvement
• Benchmark over time  
• Public accountability & clinical governance



1. Structure
People

2. Process

3. Outcome

The approach



QUALITY  
ASSURANCE 

Measurement / monitoring (data)

1. Key Performance Indicators
- Service performance indicators  

- Clinical outcome indicators

2. Audits 



Service Performance KPIs Service Performance KPIs –– HA wideHA wide

Access Access (23 KPIs)(23 KPIs) Quality Quality (12 KPIs)(12 KPIs) Efficiency Efficiency (16 KPIs)(16 KPIs)

1. Waiting TimesWaiting Times
• A&E WT

• WT for SOP New 
Case Booking

• WT for specific
investigation /
treatment

1. AppropriatenessAppropriateness
• Admission Rate for AED Pts

2. SafetySafety

• Unplanned readmission rate

• Infection rate

3. Service CoverageService Coverage

• HbA1c test

• VMO scheme

• New Psy drugs

4. Responsiveness Responsiveness 

• (being dev)

1. . CostCost

• Drug cost

2. Efficient Use of  Efficient Use of  
ResourcesResources

• Day Surgery Rate

• Bed occupancy rate

• Bed Management

• ALOS 

• New case ratio for SOP
service

• Utilization Rate of GOP
service



A&E waiting time

SOP New case 
waiting time



A&E Admission rate

VMO

Unplanned readmission rate

Infection rate

A1c test for DM

Bed occupancy rate

ALOS

New Case Ratio for SOP



Antibiotic expenditure
Per 1000 BDO



KEY PERFORMANCE INDICATORSKEY PERFORMANCE INDICATORS
(KPIs)

Clinical outcome indicators
(being developed)



HA GENERAL INTERNAL AUDITSHA GENERAL INTERNAL AUDITS



HAHA--wide Clinical Auditwide Clinical Audit

Mortality
Mortality and survival

Yes
Yes

Emergency colectomy
Thoracic surgery

2005

Mortality
Mortality and survival

Yes
No
No

Esophagectomy- second audit
Ca rectum
Pre-operative length of stay

2006-
2007

Morbidity & mortality
Service review

Service review

No
No

No

Very Low birth weight 
Management of adult in-patients with 
acute stroke
Management of adult diabetic patient in 
Specialist Out-patient Clinic

2007-
2008

Trend
Mortality

No
Yes

Laparoscopic surgery 
Whipple’s operation

2004
MortalityYesTotal cystectomy2003

MortalityNo
No
No

Hepatectomy
Esophagectomy
Liver Transplantation

2002
Focus of auditFocus of auditRiskRisk--adjustmentadjustmentTopicsTopicsYearYear



HA surgical performance can be improved 
with the implementation of 

Surgical Outcomes Monitoring System 
Conclusion from the two comparative audits on Esophagectomy

Yuen WC1, Kwan TL1, Andy Wai1, Florence Lai2, Deska Siu2     1Central Surgical Audit Unit, HAHO     2Statistics and Research Section, HAHO  
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Mortality rate dropped between 2002 - 2005

• One hospital was 
significantly better than 
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HK: 1 death in 16277 





• Next phase of surgical clinical audit is 30,000 operations, 
using web-based data form, 
and 30 day post-operation check, 
adjusting for patient risk

Trigger Form Pre-Operation Post-Operation Printout

Surgical Outcomes Monitoring and 
Improvement Program (SOMIP)



QUALITY  
IMPROVEMENT

1. CQI 

2. Technology Assessment



CONTINUOUS QUALITY IMPROVEMENTS

• Continuous improvement of basic operation
• Thrive for excellence
• Use of technology, including IT
• Explore / apply alternative CI methods



How to 
ensure Q?



Clinical GovernanceClinical Governance

• Can / need to be used as the operation mode at 
hospital / department level to ensure quality

Australian Council on Healthcare Standards                      
ACHS News 2004; 12:1-2

• Clinical Governance is the system 
by which the governing body manages and 
clinicians share responsibility and are held 
accountable for patient care, minimizing risks to 
consumers and for continuously monitoring and 
improving the quality of clinical care.



The Clinical Governance LoopThe Clinical Governance Loop

Monitoring 
systems

Define best
practice

Programmes 
and systems to 
improve quality

Quality 
diagnosis

Presentation by CE, Top Management’s needs and responsibilities for a Quality Program
2nd International Conference of the Asian Pacific Society for Healthcare Quality 2008



Monitor progress
Clear accountabilities 

Secretary for Food and HealthSecretary for Food and Health

HA BoardHA Board

HA Chief ExecutiveHA Chief Executive

Director, Quality and Safety (HA Head Office)Director, Quality and Safety (HA Head Office)

Cluster Chief ExecutiveCluster Chief Executive

Hospital Chief ExecutiveHospital Chief Executive

Hospital/Cluster chief clinical administratorHospital/Cluster chief clinical administrator

Peer review (Mortality and Morbidity Committees)Peer review (Mortality and Morbidity Committees)

Front-line clinical levelFront-line clinical level

Presentation by CE, Top Management’s needs and responsibilities for a Quality Program
2nd International Conference of the Asian Pacific Society for Healthcare Quality 2008



Does HA has 
a Q issues ?

Overall Quality 
Good value for money

(limited resource)

Sometimes / some areas
Not so good





ComplaintComplaint / / FeedbackFeedback / / AppreciationAppreciation
Hospital Authority 2006Hospital Authority 2006

2208

24821

9902
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20000

25000
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Key Message



(1) Structure / people

(2) Process: Culture / System
Safety culture (reporting and learning), Open culture, Just culture

Safe systems (design), effective and efficient systems

(3) Outcome
Monitoring & Quality Assurance

A new era of working together
for a safer and better healthcare system

for our patients and staff

Everyone’s business
Leadership commitment - All staff engagement

Patient engagement



World wide effort
working together

for a safer 
healthcare system


