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he December 1992 issue of the Public Health Bulletin introduced

the NSW Health Outcomes Program. The overall objective of the

program is to reorient the planning, implementation and evaluation

of health and related services towards optimal health outcomes

within available resources’. This article outlines the evolution of
other initiatives which aim to improve the quality of health services and
examines the relationship between the Health Outcomes Program and these
initiatives.

THE EVOLUTION OF QUALITY ASSURANCE IN HEALTH

The term quality assurance describes efforts designed to improve health
services by systematic monitoring and assessment of services, action based on
the results of this monitoring, and follow-up evaluation (the so-called ‘quality
cycle’).

Quality assurance systems seek to promote uniformity in the way things are
done. They are designed to detect variations in processes or practices, to
understand why variations occur and to discourage them unless there is a
very good reason for their existence.

Until two decades ago quality assurance activities in the health services
mainly comprised reviews and discussion of unusual instances of morbidity or
mortality by small groups of clinicians. In the 1970s more formal quality
assurance processes were promoted and in 1973 the Australian Council on
Healthcare Standards (ACHS) (then known as the Australian Council on
Hospital Standards) was established to provide a mechanism for ensuring the
adequacy of hospital care standards. The ACHS conducted its first survey of a
NSW hospital in 1977°,

In 1976 the Commonwealth Government invited the Australian Medical
Association (AMA) to develop peer review mechanisms addressing the quality
and effectiveness of medical care. Two years later the AMA’s 17th Federal
Assembly endorsed the progressive introduction of formal methods for
evaluating health care through peer review. This was followed by the
establishment of the AMA/ACHS Peer Review Resource Centre which was
funded by the Commonwealth Government to promote peer review programs'.

However, organised quality assurance programs did not become widespread
until the 1980s. An investigation of 90 short stay acute care hospitals in 1974
revealed none had a comprehensive or organised quality assurance program®.
The proliferation of formal hospital quality assurance programs in the late
1970s is often attributed in part to rising health care costs when there was
increasing concern among consumers and health care professionals about the
quality, cost, effectiveness and efficiency of health services®”.

Two significant landmarks in the developmentI of quality assurance occurred
in 1986. The ACHS introduced a requirement, for hospitals to have a quality
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assurance program in operation before they could be
accredited, and the NSW Government allocated more than
$2 million over three years to promote, establish and
develop quality assurance programs in hospitals.

This assisted in expanding the range and extent of quality
assurance activities in NSW. By 1987, 86 per cent of NSW
hospitals were involved in quality assurance activities and
more than 60 per cent of public hospitals employed a quality
assurance coordinator®.

TOTAL QUALITY MANAGEMENT

Since 1990 quality assurance methods known to be effective
in industry have been applied in health care institutions.

It is difficult to differentiate between the most rigorously
promoted of these methods, Total Quality Management
(TQM) and Continuous Quality Improvement (CQI). The
key characteristics of TQM in a health service context are
as follows:

[ | TQM focuses on processes, and assumes a
systematic review of how things are done will
identify those that should be changed, leading

to improved quality, less waste and lower costs.

| TQM is primarily concerned with understanding
how processes work, measuring them and
introducing a cycle of continuous improvements
and subsequent re-evaluation.

| TQM has a strong customer focus, linking the
needs of users of health services to the way in
which services are organised.

| TQM often requires a change in the way
organisations are managed. It requires a
participatory approach to management, with the
aim of engendering collective responsibility and
participation in the continual improvement of
services.

| The object of understanding and measuring
processes is to control and eliminate process
variation®, Process variation is categorised into two
groups: chance variation (known as ‘controlled’ or
‘common causes’ variation), and variation which can
be ascribed to definable causes (‘uncontrolled’,
‘assignable’, ‘special’ or ‘attributable’ variation).
Efforts to minimise variation concentrate on
‘uncontrolled’ variation®".

| In dealing with variation TQM differs from other
approaches in two ways. First, TQM asserts that
variation is due to the way processes and structures
are organised, rather than human behaviour.
Second, while most quality assurance systems are
based on comparisons against established standards
of practice, TQM asserts existing standards can
constrain continuous quality improvement,; it might
be possible to do better than any existing standard.
Instead, TQM embraces ‘benchmarking’, which
involves comparing current activities . . . against
the best of the competition, the idea being to develop
a product or process that is better than that of

the competition™'. A new benchmark is created
whenever performance exceeds an existing
benchmark.

| In TQM systems, staff members are provided with
tools to analyse processes and control variation.
Seven tools of data analysis and presentation are
advocated: cause and effect diagrams, Pareto charts,
histograms, scatter diagrams, flow charts, run or
trend charts and control charts. TQM also uses
several process techniques such as nominal groups,
brain storming, quality circles and quality teams'".

HEALTH OUTCOMES

Almost three decades ago Donabedian® suggested that
assessments of the quality of health care should examine
three components: structure (the adequacy of structural
elements of health services, equipment and facilities
available), process (defined as the interaction between
health personnel and patients receiving care), and outcome
(the effect of a health service on people’s health with regard
to indicators such as morbidity and mortality and measures
of satisfaction and quality of life). However, most quality
assurance initiatives concentrate on structure and process
and neglect outcomes. Perhaps this is not surprising
because health outcomes are difficult to measure.

In contrast, outcomes-oriented thinking begins with the
question: “What are we trying to achieve?” This leads to

a specification of markers of these outcomes that can be
quantified with sufficient reliability and precision to detect
change. Such markers are called health outcome indicators.
Information on health outcome indicators can be used to
understand the effects of altering the structure and
processes of services on health outcomes, with the aim of
finding the best way of organising services to optimise their
outcomes in relation to the available resources.

While it is not a new idea to think about health outcomes,
the NSW Health Outcomes Program is an innovation
because it represents the first comprehensive attempt

in NSW to use measures of the impact of health services
on people’s health in the planning, implementation and
evaluation of the health system.

While traditional quality assurance initiatives concentrate
on separate services (such as patient care, laboratory
quality control and hospital hotel services), health outcomes
thinking can be applied to:

| Populations, using a small number of health status
indicators, e.g. cause-specific mortality rates, the
population prevalence of important conditions such
as diabetes, or the prevalence of certain risk factors,
and assessing changes over time with repeated

measures.

| Services, by monitoring the outcomes of these
services in clients or patients.

| Treatments, by comparing health outcomes

following different forms of treatment or
management for certain conditions.
] Individual patients.

On any of these levels, the aim is to ensure that health
resources are used optimally, taking into account the
perspectives of clinicians, managers, consumers and public
health professionals.

COMMON ELEMENTS

Health system thinking about quality assurance and health
outcomes has intersected with other developments,
including casemix, customer focus, health goals and targets,
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between the intervention and long-term outcome!™*#*°.
Surrogates may suggest mortality will be reduced when the
opposite occurs®*. Qutcomes or their surrogates need to be
unambiguously interpretable as an effect of intervention. This
may occur if the effects are large, immediate, or rarely occur in
the absence of the intervention, for example post-operative
morbidity and mortality. Measuring immediate adverse events
such as post-operative mortality may be useful for weighing up
long-term benefits, estimated from randomised trials, against
the risks in your patients®.

In instances where outcomes will not be unambiguously
interpretable as an effect of the intervention, quality assurance
should be based on measuring the appropriateness and
performance of the intervention, and we will need to assume

it will have the benefit demonstrated in randomised trials.
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clinical indicators, clinical audit, peer review, utilisation
review, best practice and managed care. The health
outcomes approach and quality assurance initiatives
have several elements in common.

First, they have a common purpose: the continual
improvement of health services. They all involve a
reiterative cycle of evaluation, adjustment of services
(when necessary), and re-evaluation, leading to continual
improvement.

Second, their evaluative processes are based on specified
indicators — indicators of structure or process quality, or
indicators of outcome.

Third, they are designed to be integrated into the work
ethos and practices of all relevant personnel.

Fourth, they espouse an intention to promote improvements
through positive measures rather than recrimination. They
seek to respect the professional integrity of individual
providers, especially clinicians, and they involve service
providers in the evaluation and improvement of their own
services.

Finally, implicitly or explicitly they advance the notion of
customer focus. This involves identifying the customer, for
whom any given service is undertaken, and seeking to
provide optimal fulfilment of the customer’s requirements.
The customer may be external to the organisation or within it.

QUALITY, OUTCOMES, AND COSTS

Traditionally, quality assurance initiatives have been
concerned with the way services are provided without
systematic consideration of costs. However, it is now
recognised that quality of care cannot be improved without
regard for cost”. Information on both outcomes and costs
is needed to ensure optimal use of resources. The health
outcomes approach emphasises that decisions must be
based on the health outcomes of services as well as costs.
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