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BACKGROUND

 Important to manage variation in clinical practice?
— Experience and skill mix of medical staff + evolving ED models of care
(e.g. Physio, NPs) introduces
 Variation in assessment
 Variation in tests ordered
 Variation in treatment
* Variation in referral pathways and plans2-13

— Measurement considered fundamental tool to identify and mitigate
variation?!

- Compliance with time-based performance measures do not
necessarily measure quality14-18



« What is a quality indicator?®

* Why do we need them?

* How do you use them?



- What is a quality indicator?
— A tool that provides quantitative information
about how care is delivered (i.e. the actions)

* Why do we need them?
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« What is a process gquality indicator?

— A tool that provides quantitative information
about how care is delivered (i.e. the actions)

* Why do we need them?

- Variations in care, identify areas for
improvement / areas of excellence, patient
safety, value-based healthcare (use of
resources etc.)

* How do you use them?



« What is a process gquality indicator?

— A tool that provides quantitative information
about how care is delivered (i.e. the actions)

* Why do we need them?

- Variations in care, identify areas for
improvement / areas of excellence, patient
safety, value-based healthcare (use of
resources etc.)

* How do you use them?

- Benchmarking, audits of interventions / SIA
/ models of care, reporting
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METHODS

Phase 1 Phase 2 Phase 3 Phase 4

EDMSKGI505c¢: Total count of adult patients witha losk injury ED Percentage of adult patients with a musculoskeletal injury
who had a validated clinical decision rule applied in the ED prior to who had a validated clinical decision rule applied in the ED prior to
a0 imaging imaging
(chart audit) 35 100% (chart audit)
35 0%
20 80%
= 70%
K 25 .
£ 2
220 E
= 2
E 15 E
2
10
5
0
2 3 A 2 3 5 x5 s 7 75
Site Number = Denominator Site Number

= Numerator

The proportion of adult patients with a fragility fracture, with evidence of risk
EDMSKGD502 factors for osteoporosis, who were referred to their GP for further osteoporosis
assessment and management.

1 0|0 |1 0|0 |3 2 4]8]16
Include as an indicator 1 2 3 4 5 6 7 8 9 + 4
Include as an indicator (Round 2): |:I<—- place vote here




THE STUDY SAMPLE (n = 633)

TREATING CLINICIAN

53% Y
ATS Cat 2 ATS Cat 3 ATS Cat 4 ATS Cat 5 O DpocTOR ﬁn

2% 18% 71% 9% 35% NURSE PRACTITIONER iei

G O O ¢y 0
12 O EMERGENCY PHYSIOTHERAPY PRACTITIONER == 9"

| 17% 13% 9%

ANKLE KNEE LUMBAR SPINE




QUALITY INDICATOR EXAMPLE (IMAGING)

The proportion of adults with a foot, ankle or knee
injury who had a validated clinical decision rule for
iImaging applied in the ED prior to x-ray

» Robust evidence supporting diagnostic accuracy, external validity and usability of
simple imaging clinical decision rules for the lower limb (Ottawa Foot & Ankle Rules,
Ottawa Knee Rules, Pittsburgh Decision Rules)

+ Standardize the approach to assessing these injuries
Decrease unnecessary imaging
Reduce LOS
Lower missed injury rates in the ED

« Variation reported between clinician type, level of experience, and training in the
application of the rules



QUALITY INDICATOR EXAMPLE (IMAGING)

Percentage of adult patients with a musculoskeletal
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QUALITY INDICATOR EXAMPLE (IMAGING)

* For the ankle injuries, 68% of ankle injuries (n = 63)
who had x-rays had a negative result; just over half of
these patients had no imaging rules applied prior to
imaging.

= area for improvement!



QUALITY INDICATOR EXAMPLE (MOBILITY)

The proportion of adults with a musculoskeletal injury
in the ED with impaired mobility or risk of falls, whose
mobility was assessed prior to discharge

MSK injuries commonly precipitate falls in the community.

Mobility Ax in the ED can provide interventions to reduce the risk of falls in the
community.

~43% of older people presenting to an ED after a fall are not admitted; 6% will
return to the ED after another fall within 24 hours of d/c



QUALITY INDICATOR EXAMPLE (MOBILITY)

The proportion of adults with a musculoskeletal injury
in the ED with impaired mobility or risk of falls, whose
mobility was assessed prior to discharge

Denominator =
« 265 years of age and an MSK injury secondary to fall
« LBP
« Lower limb injury +/- immobilized
Numerator = No. of patients who had their mobility assessed prior to discharge

Exclusions = admitted, transferred, DNW, left after treatment commenced



QUALITY INDICATOR EXAMPLE (MOBILITY)
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QUALITY INDICATOR EXAMPLE (MOBILITY)

» 1/3 of patients who reported =3 falls in the preceding 12 months did
not have a mobility assessment prior to d/c

* 7% of patients with impaired mobility or risk of falls had services in
place; only 65% of those patients had a mobility assessment prior
to d/c

» 1-week follow-up phone call post ED: 5% (n = 15) of contactable
patients had reported a fall at home since d/c; 3 of these patients
did not have a mobility assessment prior to d/c; 1 patient sustained
an injury requiring medical input.

= area for improvement!



QUALITY INDICATOR EXAMPLE (PAIN PLAN)

The proportion of adults with a musculoskeletal injury
who were discharged from the ED with an acute pain
management plan that was verbalised to the patient
AND documented in the GP letter

» A high-quality ED discharge includes informing and educating patients on their
diagnosis, prognosis, treatment plan and expected course of illness.

« ED OPIOID study (RBWH): most patients discharged on oxycodone had no mention
of an oxycodone prescription, or incomplete communication to their GP about a plan
for dosing, duration, follow-up, and de-escalation.



QUALITY INDICATOR EXAMPLE (PAIN PLAN)
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QUALITY INDICATOR EXAMPLE (PAIN PLAN)

1-week follow-up phone call:

*  43% of contactable patients (n = 195) reported pain was still
moderate, severe, or extreme; of these, 66% (n = 129) did not
receive verbal and GP communication on the acute pain
management plan

l.e. a large proportion of patients are still experiencing moderate (or
worse) pain in the weeks after the ED presentation

*  ?not effectively addressed in the ED or
«  ?plan for post-discharge pain management not effectively
communicated / poor linkages w GP

= area for improvement!



How will it change practice?

Other focus areas (e.g. safety with opioid prescribing, patient-
centered information, appropriate use of imaging)

Reduce provision of low-value care, improve patient safety, reward
staff

Allows the ED to conduct SIAs without having to develop a method
for measuring effectiveness

Utilise data from digital hospital (cheaper)




How will it change practice?

|dentify
what you /
the patients

value

Measure it

Quality
Indicators

Share
(successes Report it

and failure) ~




Acknowledgements

The research team

Kirsten Strudwick,2 A/Prof Anthony Bell,34 Dr Melinda Martin-Khan® & Prof Trevor Russell.?
1Physiotherapy and Emergency Departments, QEIl Jubilee Hospital, Metro South Hospital and Health Service, Brisbane.
2School of Health and Rehabilitation Sciences, The University of Queensland, Brisbane.
3The Wesley Hospital, Uniting Care Health.
4Faculty of Medicine, The University of Queensland, Brisbane.

5Centre for Health Services Research, Faculty of Medicine, The University of Queensland, Brisbane.

Funding The Expert Panel

Allied Health Professions Office of Queensland

E'V'F

In-kind support provided by the
QEIl Jubilee Hospital Physiotherapy Department




References

1. Agency for Healthcare Research and Quality. Improving Patient Flow and Reducing Emergency Department Crowding: A Guide for Hospitals;
Section 3 - Measuring Emergency Department Performance. Rockville, MD: U.S. Department of Health & Human Services, 2018.

2. Wylie K, Crilly J, Toloo GS, et al. Review article: Emergency department models of care in the context of care quality and cost: A systematic
review. Emerg Med Australas 2015;27(2):95-101.

3. Ball ST, Walton K, Hawes S. Do emergency department physiotherapy Practitioner’s, emergency nurse practitioners and doctors investigate, treat
and refer patients with closed musculoskeletal injuries differently? Emerg Med J 2007;24(3):185-88.

4. Hoskins R. Evaluating new roles within emergency care: A literature review. Int Emerg Nurs 2011;19(3):125-40.
5. Lefmann SA, Crane JL. Establishing the diverse value of the emergency department physiotherapist. J Physiother 2016;62(1):1-3.

6. Cooke M, Lamb S, Marsh J, et al. A survey of current consultant practice of treatment of severe ankle sprains in emergency departments in the
United Kingdom. Emerg Med J 2003;20(6):505-07.

7. Farrell SF. Can physiotherapists contribute to care in the emergency department? The Australasian medical journal 2014;7(7):315.
8. Ferreira GE, Traeger AC, Maher CG. A scoping review of physiotherapists in the adult emergency department. Emerg Med Australas 2018.

9. Mo-Yee Lau P, Hung-Kay Chow D, Henry Pope M. Early physiotherapy intervention in an Accident and Emergency Department reduces pain and
improves satisfaction for patients with acute low back pain: a randomised trial. Aust J Physiother 2008;54(4):243-49.

10. Kilner E. What evidence is there that a physiotherapy service in the emergency department improves health outcomes? A systematic review. J
Health Serv Res Policy 2011;16(1):51-58.

11. Gordon J, Sheppard LA, Anaf S. The patient experience in the emergency department: a systematic synthesis of qualitative research. Int Emerg
Nurs 2010;18(2):80-88.

12. McClellan C, Greenwood R, Benger J. Effect of an extended scope physiotherapy service on patient satisfaction and the outcome of soft tissue
injuries in an adult emergency department. Emerg Med J 2006;23(5):384-87.

13. McClellan CM, Cramp F, Powell J, et al. A randomised trial comparing the clinical effectiveness of different emergency department healthcare
professionals in soft tissue injury management. BMJ open 2012;2(6)



References

14. Sprivulis PC, Da Silva J, Jacobs IG, Frazer AR, Jelinek GA: The association between hospital overcrowding and mortality among patients
admitted via Western Australian emergency departments. Med J Aust 2006, 184(5):208

15. Richardson DB: Increase in patient mortality at 10 days associated with emergency department overcrowding. Med J Aust 2006, 184(5):213.
16. Bernstein SL, Aronsky D, Duseja R, Epstein S, Handel D, Hwang U, McCarthy M, John McConnell K, Pines JM, Rathlev N: The effect of
emergency department crowding on clinically oriented outcomes. Academic Emergency Medicine 2009, 16(1):1-10.

17. Jones P, Schimanski K: The four hour target to reduce emergency department ‘waiting time’: a systematic review of clinical outcomes.
Emergency Medicine Australasia 2010, 22(5):391-398.

18. Sgrup CM, Jacobsen P, Forberg JL: Evaluation of emergency department performance—a systematic review on recommended performance
and quality-in-care measures. Scand J Trauma Resusc Emerg Med 2013, 21(1):62.

19. Donabedian A. The quality of care. JAMA: the journal of the American Medical Association 1988;260(12):1743-48.



