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Challenging 
behaviour

Challenging behaviour has the potential to, or does, stop, interrupt or limit the 
ability for a health service or care to be provided in a way that is safe for both 
consumer and staff; results in a person feeling unsafe or threatened, or feeling that 
intervention or withdrawal is warranted to avoid harm.

Code black Code black calls are made by staff who perceive that their safety, or that of the 
patient and/or other people, is at risk. The threatening behaviours can be exhibited 
by a patient or by other person(s). It is a request for urgent/emergency assistance

Contributing factors Any factor(s) which helped to bring about the incident or that influenced  
the occurrence.

Incident Any event or circumstance that resulted, or could have resulted, in unintended and/
or unnecessary harm to a person and/or a complaint, loss or damage.

ISBAR The mnemonic for a standardised approach to clinical handover (Identify, Situation, 
Background, Assessment, Recommendation).

Open disclosure The process of providing an open, consistent approach to communicating with 
consumers and their carer/support person following an incident.

Principal incident 
type

The incident type that caused the most harm to, or had the most significant effect 
on, the subject of the incident.

Root Cause Analysis 
(RCA)

A method of investigating an incident and ‘drilling down’ to assist in the 
identification of health care system deficiencies that may not be immediately 
apparent, but which may have contributed to the occurrence of the adverse 
incident or close call (root cause).

Safety Assessment 
Code score (SAC) 

A numerical score applied to an incident, based on the type of event, its prevalence 
and its consequence. The score is determined by the use of the SAC Matrix and 
guides the level of incident investigation or review that is undertaken.

Safety Learning 
System (SLS)

An electronic system for the reporting and management of incidents and  
consumer feedback across SA Health.

Sentinel event A small but significant number of adverse events that may lead to serious patient 
harm or signal a serious system failure.

TeamSTEPPS® An evidence-based teamwork training system developed by the US Department of 
Defense Patient Safety Program in collaboration with the Agency for Health Care 
Research and Quality (AHRQ). 

It has four teamwork competencies comprising of leadership, situation monitoring, 
mutual support and communication that characterises effective communication and 
teamwork.

Definitions
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Executive summary

This is the tenth Patient Safety Report to be released since 2004. It builds on last year’s report and has 
been structured around the ten National Safety and Quality Health Service (NSQHS) Standards1. The report 
demonstrates the continued systematic improvement across SA Health in a number of Safety and Quality 
programs. 

SA Health is committed to creating and maintaining a sustainable quality environment which provides services 
that are consumer centred, driven by information and organised by safety2, by ensuring that:

 > patients can get care when they need it

 > health care staff respect and respond to patient choices, needs and values

 > partnerships are formed between patients, their family, carers and health care providers

 > up to date knowledge and evidence is used to guide decisions about care

 > safety and quality data is collected, analysed and fed back for improvement

 > action is taken to improve patients’ experience

 > safety is made a central feature of how health care facilities are run, how staff work and how  
funding is organised.

Highlights include:

 > Reduction in overall harm (actual SAC 1 and SAC 2) from 2011-12 2.8%, 2012-13 1.6%, 1.4% in 2013-14 
to 1.0% in 2014-15 and 2015-16. 

 > In particular, improvement has been seen in incident types, that have shown the biggest reduction in harmful 
outcomes (rated as SAC 1 or SAC 2) during the three year period (2013-16) were:

 – restraint and seclusion - fell from 19 to 6 then to 0 this year

 – medical devices - fell from 20 to 11 then 10 this year

 – maternal incidents that rose from 43 to 62, but fell to 34 this year.

 > Other incident types showing reductions in harm over the last three years were clinical assessment and 
communication and teamwork.

 > Contrary to this, challenging behaviour incidents with serious outcomes are steadily increasing, and have 
risen from 94 in 2013-14 to 118, then to 124 in 2015-16.

 > 100% of public health services assessed against the National Safety and Quality Health Service Standards 
were awarded Accreditation.

 > 53380 online eLearning courses on various safety and quality topics, including aseptic technique, clinical 
handover, falls, challenging behaviour were completed in 2015-16. Courses released in 2015-16 include:

 – High Risk Anticoagulants

 – Infection Control

 – Minimising Restrictive Practices

 – Newborn Life Support

 – Partnering with Consumers and the Community

 – What is Safety and Quality?

1    National Safety and Quality Health Service Standards, Australian Commission on Safety and Quality in Health Care, 2011
2     Australian Commission on Safety and Quality for Health Care, Australian Safety and Quality Framework 2010.
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 > Measuring a consumer’s experience continued in 2015-16 with 2340 consumers being interviewed. More 
than 93% of patients felt that they were treated with respect and dignity during their stay. Nearly 90% of 
patients said they would recommend the hospital to a relative or friend. Almost 87% rated the overall quality 
of the hospital care as ‘very good’ or ‘good’.

 > Measuring Consumer Experience Survey identified the six domains of care that achieved greater than the 
state benchmark of 85.

 – Treated with respect and dignity – 93.7

 – Doctors – 87.9

 – Nurses – 90.2

 – Cleanliness – 90.0

 – Pain control – 90.9

 – Privacy – 90.8
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National Safety and Quality Health Services Standards

Standard 2  
Partnering with 
Consumers

Standard 1  
Governance for 

Safety and Quality 
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Healthcare 
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Infections

Standard 10 
Preventing Falls 
and Harm from 

Falls

Standard 5 
Patient 
Identification 
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Standard 8 
Preventing 

and Managing 
Pressure Injuries

Standard 6 
Clinical  
Handover

Standard 7 
Blood and Blood 

Products

Standard 4 
Medication  
Safety

Standard 9 
Recognising 

and Responding 
to Clinical 

Deterioration in 
Acute Health Care
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1. Governance for Safety and Quality in health  
service organisations

Health service organisation leaders are required to implement governance 
systems to set, monitor and improve the performance of the organisation and 
communicate the importance of the patient experience and quality healthcare 
management to all members of the workforce.3

NSQHS Standard 1 Governance for Safety and Quality in health service organisations outlines the broad criteria 
needed to achieve the integrated governance system which is essential in order to maintain and improve 
the reliability and quality of patient care and improves patient outcomes. Elements include governance and 
quality improvement systems, clinical practice, performance and skills management, incident and complaint 
management, patient rights and engagement.

1.1 Governance and quality improvement systems

1.1.1 Policy framework

In 2015-16 work has continued to ensure a robust policy framework is available to support the NSQHS 
Standards. The policies, guidelines and toolkits that form part of the framework are readily available on the 
Safety and Quality section of the SA Health website www.sahealth.sa.gov.au/safetyandquality.

Further information about policy development related to specific standards is available in the relevant sections of 
this report.

1.1.2 Safety and Quality governance structure

 
As at 30 June 2016

3   National Safety and Quality Health Service Standards (September 2011), Australian Commission on Safety and Quality in Health Care (ACSQHC)

Local Health Network Clinical Governance Committees:
>  Central Adelaide
 - BreastScreen SA
 - SA Dental Services (SADS)
 - SA Prison Health Service

>  Country Health SA
>  Northern Adelaide
>  Southern Adelaide
>  Women’s and Children’s
>  SA Ambulance Service (SAAS)
>  Statewide Clinical Support Services
 -  SA Medical Imaging (SAMI)
 - SA Pathology
 - SA Pharmacy

>  Drug & Alcohol Services SA (DASSA)
> DonateLife SA

Minister

Chief Executive

Health Portfolio Executive

Strategic Governance for 
Safety & Quality

Operational Governance for 
Safety & Quality

Local Health Network Chief Executive Officers

Partnering with Consumers 
and the Community Advisory 

Group

Medication Safety Advisory 
Group

SA Blood Sector  
Advisory Group

Health & Community Services  
Complaints Commissioner
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1.1.3 Accreditation

SA Health recognises accreditation as an important driver for safety and quality improvement. Through a 
process of regular assessment and review, accreditation tests that systems are in place and working effectively to 
promote and support safe patient care and continuous quality improvement.

From 1 January 2013 mandatory accreditation of health services fell under the Australian Health Service Safety 
and Quality Accreditation (AHSSQA) Scheme. Within this scheme services are accreditated against the NSQHS 
Standards.

Overarching standards:

 > NSQHS Standard 1 – Governance for Safety and Quality in Health Service Organisations

 > NSQHS Standard 2 – Partnering with Consumers

Clinical standards:

NSQHS Standards 3 to 10 are clinical standards selected because they address areas where:

 > the impact of poor safety and quality of care is across a large patient population

 > there is known gap between existing delivery of care and best practice

 > improvement strategies exist that are evidence based and achievable

 > expectation from the community that standards exist to protect the public.

1.1.3.1 Accreditation resource guides

The SA Health Accreditation resource guides were developed in 2013, and are designed to be used in addition 
to the Australian Commission on Safety and Quality in Health Care’s (ACSQHC) resources when implementing 
the NSQHS Standards. 

The ten accreditation resource guides provide a combination of resources (policies, guidelines and tools) and 
assist health services in identifying examples of evidence to demonstrate how to meet individual actions.

The resources are working documents that can be used by health services in their planning for assessment 
against the NSQHS Standards, and are available on the Safety and Quality section of the SA Health website 
National Safety and Quality Health Service Standards page at www.sahealth.sa.gov.au/safetyandquality

Item 1:  10 SA Health Accreditation resource guides

page 13Patient Safety Report  2015-2016

http://www.sahealth.sa.gov.au/wps/wcm/connect/public+content/sa+health+internet/clinical+resources/safety+and+quality/standards+and+accreditation+on+safety+and+quality/national+safety+and+quality+health+service+standards
http://www.sahealth.sa.gov.au/safetyandquality


1.   Governance for Safety and Quality in health service organisations

1.1.3.2 Accreditation outcomes

From July 2015 to June 2016, 67 public health services were assessed to the NSQHS Standards, including:

 > 41 hospitals 

 > 26 community services

All 67 public health services were assessed to Standards 1 to 10.

Approximately 45% of public health services met all 209 core actions at initial assessment, with no 
recommendations. The services that did not initially meet all core actions, underwent re-assessment after 90 
days and met all core actions at the final assessment.

1.1.3.3 National and state comparison against the NSQHS Standards

The external accrediting agencies use a three-point rating scale to assess a hospital against the NSQHS 
Standards. These ratings are:

 > Not met: The actions required have not been achieved.

 > Satisfactorily met: The actions have been achieved.

 > Met with merit: In addition to the actions required, measures of good quality and a higher level achievement 
are evident. There is a culture of safety, evaluation and improvement throughout the organisation in relation 
to the action or standard under review.

Graph 1 demonstrates the core actions where improvements were needed before accreditation was awarded by 
NSQHS Standard at a national level.

SA Health performed well in comparison to the national average on most actions, with all services at initial 
assessment meeting all core actions relating to Standards 2-3, 5-10. In relation to Standard 1, SA performed 
better than the national average.

Whilst all core actions were met in 2015-16, further work and improvement is required on Standard 4 – 
Medication Safety and this will be a focus in 2016-17.

Graph 1:  National and state (NSQHSS 4) level of core actions where improvements were needed 
before accreditation was awarded by NSQHS Standard

Source: Australian Commission on Safety and Quality in Health Care
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Whilst core actions are considered to be critical safety and quality requirements and 100% of core actions must 
be met in order to achieve accreditation, there are also 47 developmental actions. 

These developmental actions are focussed on future efforts and resources to improve patient safety and quality, 
but do not need to be fully met in order to achieve accreditation. Approximately 93% of developmental actions 
were met by all public health services. The developmental actions that were not met, and which will be an 
aspirational target to meet in future assessments, are summarised in table 1.

Table 1:  NSQHS Standard developmental actions that were not met

NSQHSS Actions required

2.1.1 Consumers and/or carers are involved in the governance of the health service organisation

2.6.2 Consumers and/or carers are involved in training the clinical workforce

2.8.1
Consumers and/or carers participate in the analysis of organisational safety and quality 
performance

2.8.2
Consumers and/or carers participate in the planning and implementation of quality 
improvements

2.9.1 Consumers and/or carers participate in the evaluation of patient feedback data

2.9.2
Consumers and/or carers participate in the implementation of quality activities relating to 
patient feedback data

3.19.2
Patient infection prevention and control information is evaluated to determine if it meets the 
needs of the target audience

4.8.1
Current medicines are documented and reconciled at admission and transfer of care between 
healthcare settings

4.14.1
An agreed medication management plan is documented and available in the patient’s clinical 
record

6.3.2
Local processes for clinical handover are reviewed in collaboration with clinicians, patients  
and carers

8.10.1 Pressure injury management plans are developed in partnership with patients and carers

9.9.3
The performance and effectiveness of the system for family escalation of care is periodically 
reviewed

9.9.4 Action is taken to improve the system performance for family escalation of care

10.10.1 Falls prevention plans are developed in partnership with patients and carers
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1.   Governance for Safety and Quality in health service organisations

1.1.4 Learning and development

In 2015-16, the Safety and Quality Unit, Department for Health and Ageing (DHA) continues to work 
collaboratively with the Learning and Development Directorate and other SA Health organisations to ensure 
learning and development is a means to improve safety and quality.

1.1.4.1 Perinatal Emergency Education Strategy

Governance of the Perinatal Emergency Education Strategy has now been taken over by the Maternal and 
Neonatal Community of Practice who continue to monitor compliance with the policy directive and will conduct 
ongoing evaluations of the programs to ensure that they continue to meet the needs of our clinical staff and 
those they provide care to. The numbers of staff taking the opportunity to engage with the education has 
increased in the last financial year.

1.1.4.1.1 Fetal Surveillance Education Program

The numbers of staff who have attended the Fetal Surveillance Program (FSEP) has increased in the last financial 
year with some staff having completed the program a second time in line with the biannual requirement to 
attend.  Total staff attending since the advent of the program is over 70% in all staff groups with one group 
reaching almost 100%.

Graph 2: Percentage of staff completing FSEP face to face training
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1.1.4.1.2  K2 Fetal Monitoring Online Program

In order to support the fetal surveillance education SA Health has also purchased an additional online fetal 
monitoring program from K2 Australia. A trial of this program across all Local Health Networks (LHNs) and staff 
groups provided positive feedback with staff finding the program education and interactive which positively 
influenced their learning experience.

The program was developed in the United Kingdom but has been introduced into Australia and adapted to 
meet Australian standards. The program allows all SA Health staff to access the course an unlimited number of 
times so providing them with multiple opportunities to refresh their learning. A certificate of completion is also 
provided.

Picture 1: K2 Australia fetal monitoring online program screen shot

1.1.4.1.3 Newborn Life Support (NLS) 

Approximately 6% of newborns born in Australian hospitals will require gentle assistance to make the transition 
from intra uterine to extra uterine life with about 1% requiring advanced resuscitation. It is important that any 
healthcare professional who would normally or may be present at a birth should understand the principles of 
transition to extra uterine life and the actions required in the first 30 seconds of life.

The South Australian Newborn Life Support (NLS) Program teaches participants about:

 > physiology of the first breath

 > primary and secondary apnoea

 > preparation for resuscitation

 > management of the first 30 seconds and beyond

 > ventilation

 > circulation.
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1.   Governance for Safety and Quality in health service organisations

Newborn Life Support was formerly the Neonatal Resuscitation Program (NRP) and has been renamed in line 
with International Liaison Committee on Resuscitation (ILCOR) guidelines. The online program has been updated 
and the structure of the workshops has been condensed to enable more staff to attend with the workshop, 
enabling staff to consolidate learning acquired through completion of the online program and practice their 
clinical skills. The numbers of trainers continues to grow. The program is accessible to all SA Health staff via the 
SA Health Safety and Quality online eLearning course intranet page. The Newborn Advance Life Support (NALS) 
Program is now under review.

1.1.4.1.4 Practical Obstetric Multi Professional Training (PROMPT)

Additional training has taken place in 2015-16 to increase the number of trainers across the state to deliver 
PROMPT. This year’s training was hosted at the University of Adelaide Simulation Centre with Lyell McEwin 
Hospital and various sites across Country Health SA Local Health Network sending staff to complete the training. 
PROMPT continues to receive positive feedback and we are now seeing improved management of obstetric 
emergencies and improved outcomes which can be directly attributable to the training. 

Quote from a metropolitan Obstetrician 

“I was involved in a retrieval from Murray Bridge yesterday. They had a woman with an amniotic fluid embolism 
who they managed fantastically well with help from Flinders Medical Centre and MedSTAR. This has a 70% 
mortality in major hospitals let alone a country hospital with limited resources. I’ve been communicating with the 
GP about the resolution of the issues for the patient. He commented how well it all went and attributed it to a 
significant extent to PROMPT training with regard to improved teamwork, more confidence in knowing what to 
do, having systems in place to deal with emergencies (like PPH boxes) etc.”

Further information can be accessed on the SA Health Perinatal Emergency Education Strategy website at  
www.sahealth.sa.gov.au .
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1.1.4.2 TeamSTEPPS®

Team Strategies and Tools to Enhance Performance and Patient Safety (TeamSTEPPS®) is an evidence-based 
program that provides a sustainable model and structure for continued improvement of teamwork and 
communication processes, thereby enhancing the progressive development and achievement of patient safety 
and quality improvement goals. Interventions are informed by local review of data including clinical process and 
outcome measures.

TeamSTEPPS® aligns with and supports the Australian Commission on Safety and Quality in Health Care NSQHS 
Standards.

Review of TeamSTEPPS® curriculum commenced in December 2015 following the appointment of a Nurse 
Management Facilitator – Team Effectiveness. Prior to broader consultation preliminary work has been done in 
the following areas:

 > review and mapping of current programs including Australian and USA models/content  to identify gaps and 
opportunities for increased interactivity and engagement

 > transitioning to a blended learning model aiming to:

 – increase efficiency and access to the program

 – allow participants to learn at their own pace 

 – standardise delivery of content

 – allow sites to tailor learning for the local environment

 – facilitate targeted activities and authentic and meaningful learning experiences at local ward/unit level

 – support ongoing safety and quality goals that are data driven and clinically led 

 – provide avenues for targeted learning to support emerging themes and trends at local level.

 > integration of increased consumer focus into content

 > development of an evaluation and measurement framework to facilitate measuring for improvement and 
inform future change goals

 > facilitation of self-assessment for potential sites to determine their own readiness for change

 > integrating with existing LHN executive and local safety and quality reporting processes

 > stream-lining of reporting processes to SA Health Safety and Quality Unit

 > review of TeamSTEPPS® language to promote consistency and clarity and to emphasise the transformative 
intention of the program

 > establishing processes to support local capacity building to support sustainment of TeamSTEPPS®

 > increasing emphasis on executive support and engagement in program outcomes

 > ongoing support for existing TeamSTEPPS® sites.
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1.1.4.3 Safety and Quality online eLearning courses

Online eLearning course development has continued to support a number of training actions within the ten 
NSQHS Standards, and providing access to this education and training is a core responsibility for all health care 
organisations. The Safety and Quality Unit continues to work collaboratively with Digital Media, and content 
experts to develop online courses. Courses released from July 2015 include:

 > What is Safety and Quality?

 > Partnering with Consumers and Community

 > High Risk Medicines: Anticoagulants

 > Minimising Restrictive Practices

 > Newborn Life Support

 > K2 Fetal Monitoring

 > Infection Control

Picture 2: Safety and Quality online eLearning courses screenshot
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1.1.4.3.1 What is Safety and Quality?

What is Safety and Quality? online eLearning course is an introduction to all staff on safety and quality and the 
role that we all have in providing safe, quality health care. It also introduces the Australian Safety and Quality 
Framework for Health Care, created by the ACSQHC.

Picture 3: What is Safety and Quality? online eLearning course screenshot

1.1.4.3.2  Partnering with Consumers and Community

Partnering with Consumers and Community online eLearning course ensures staff to engage with consumers in 
their care and treatment (see page 64 for further information).

Picture 4: Partnering with Consumers and Community online eLearning course screenshot
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1.1.4.3.3 High Risk – Anticoagulants

Insulin is highly effective when used appropriately but it is also recognised as being one of the top five medicines 
reported in global incident monitoring systems. The second in the series, this interactive course is designed 
to raise front line staff awareness of errors that commonly occur with insulin and support them in developing 
strategies to minimise opportunities for error.

Picture 5: High Risk - Anticoagulants online eLearning course screenshot

1.1.4.3.4 Minimising Restrictive Practices

Minimising Restrictive practices is an introduction to the range of issues that healthcare providers must reflect 
upon when faced with a situation where restraint or seclusion is being considered as an option in resolving a 
challenging interaction with a consumer. The course covers actions to take before, during and after. At the end 
of the course, participants will be able to:

 > describe what restrictive practices are, and the risks associated with them

 > identify the triggers and contributing factors leading to restrictive practices

 > discuss actions that can prevent the use of restraint and seclusion

 > explain the effect of restraint or seclusion on consumers and staff

 > describe safe systems of work for getting assistance and back up

 > identify actions that will optimise recovery for both the consumer and staff following an incident of restraint 
or seclusion.

page 22 Patient Safety Report  2015-2016



Picture 6: Minimising Restrictive Practices online eLearning course screenshot

1.1.4.3.5 Newborn Life Support

Newborn Life Support (NLS) course is intended for all doctors, nurses, midwives and those who may be required 
to offer neonatal support at the time of delivery. The course is a pre-requisite for face-to-face education 
programs, such as that offered via the SA Health Perinatal Emergency Education Strategy. The NLS course covers 
the basic steps in newborn resuscitation. Newborn Advanced Life Support (NALS) techniques are not covered in 
this course. The NALS eLearning course will be related later in 2016. Participants will:

 > have an understanding of the crucial role of initiating effective respiration (breathing) to achieve successful 
cardiopulmonary transition at birth

 > recognise that the first two to three minutes is the most important time to evaluate and act to ensure this 
transition

 > have an understanding of the concepts of primary and secondary apnoea

 > understand how and when to use the NLS algorithm, including:

 – anticipating problems before birth

 – recognising the compromised newborn

 – understanding and initiating effective use of the resuscitation equipment

 – knowing when to call for help.
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Picture 7: Newborn Life Support online eLearning course screenshot

1.1.4.3.6 K2 Fetal Monitoring

K2 Fetal monitoring training can be used as part of the minimum training requirements under the Perinatal 
Emergency Education Strategy to prepare for the Fetal Surveillance Education Program (FSEP) and as an 
alternative, or in addition to, Online Fetal Surveillance Education Program Plus (OFSEPLus). This training includes:

 > acid base and fetal physiology

 > cardioocography

 > errors and limitations in fetal monitoring

 > antenatal cardiotocography.
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1.1.4.3.7 Infection Control

Infection Control online eLearning course is interactive and provides staff with an overview of the principles and 
practices required to prevent the transmission of infection in all healthcare settings. The training is suitable for all 
staff involved in direct patient care and meets one of the requirements for staff training mandated in the NSQHS 
Standard 3.

Scenario-based topics include the principles of disease transmission, the application of standard and 
transmission-based precautions, safe management of sharps, equipment reprocessing, environmental  
hygiene, and staff health. There are separate courses that cover aseptic technique and the safe use of personal 
protective equipment.

Picture 8: Infection Control online eLearning course screenshot
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1.1.4.3.8 Course completions

During 2015-16, a total of 53380 Safety and Quality online eLearning courses were completed and in some 
cases earning the participant continuing professional development (CPD) points.

Table 2:  Existing Safety and Quality online eLearning course completions 2015-16

Safety and Quality online eLearning courses Completions

An introduction to preventing and responding to challenging behaviour 11981

Aseptic technique 6335

Clinical handover 5653

Falls prevention 5016

An introduction to high risk medicines # 2767

High risk medicines: Insulin # 2930

Labelling for safety # 4417

Safe use of Personal Protective Equipment (PPE) 4871

TeamSTEPPS – introduction – Why do we have training about teamwork? 886

TeamSTEPPS – skills to improve teamwork* 734

TeamSTEPPS – master trainer – observation * 275

TeamSTEPPS – refresher coaching* 364

Total 46229

Medication safety – separated out total # 10114

TeamSTEPPS – separated out total * 2259

A total of 7151 courses were completed on the Safety and Quality online eLearning courses which were  
released in 2015-16. (see table 3)

Table 3: Safety and Quality online eLearning course completions which were released in 2015-16

Safety and Quality online eLearning courses Completions

What is Safety and Quality? 1599

Partnering with Consumers and the Community 1588

High Risk Anticoagulants 1813

Minimising Restrictive Practices 1026

Newborn Life Support 565

Infection Control 560

Total 7151
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In 2016-17 online eLearning courses will be available on:

 > Patient incident management and open disclosure

 > Resuscitation Planning – 7 Step Pathway

 > Putting the Resuscitation Plan – 7 Step Pathway into practice

The Safety and Quality online eLearning courses are available for staff via the SA Health Safety and Quality 
intranet page.

1.1.5 Authorisations under Part 7 of the Health Care Act 2008 (SA)

As outlined in previous Patient Safety Reports, SA Health assess, evaluate and make recommendations about 
practices, procedures, systems, structures and processes of health services to achieve improvements to the safety 
and quality of health care.

This is done as openly and transparently as possible, however there are some circumstances where the best 
possible outcomes can only be achieved by restricting public access and public disclosure of information related 
to these activities.

To facilitate this process, there are provisions in Part 7 of the Health Care Act 2008 (SA) (the Act) that allow for 
the authorisation of activities (or committees):

(a) where the purpose of any such activity is wholly or predominately to improve the quality and safety 
of health services; and

(b) where the public disclosure of, or public access to information is restricted in order to achieve the 
best possible outcomes associated with the improvement of health care services.

The Safety and Quality Unit processes applications for authorisations from both the private and public sectors for 
consideration by the Minister for Health.

As at 30 June 2016, there were 40 activities/committees authorised under the Act.
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1.2 Clinical practice and engagement

New clinical engagement and advisory committee structures were developed in April 2015 to guide the 
implementation of Transforming Health.

The Clinical Senate and Clinical Networks were retired from 30 June 2015, with the Ministerial Clinical Advisory 
Group taking lead responsibility for clinical engagement from 1 July 2015. While the structures for clinical 
engagement have changed, the core objectives will remain. Committed clinicians, consumer engagement, 
a focus on quality, patient-centred values and evidence-based models of care will ensure that strong clinical 
engagement continues.

1.2.1 Ministerial Clinical Advisory Group (MCAG)

The Ministerial Clinical Advisory Group (MCAG) takes lead responsibility for clinical engagement across SA 
Health. The MCAG’s role was established to lead the clinical improvement work identified through Transforming 
Health by planning and recommending clinical models of care and guidelines in a clinician-led, quality-focused 
process, for implementation by the LHNs. This group of clinicians from across the LHNs is supported by Expert 
Working Groups which will recommend evidence-based models of care for specific elements of the health 
system. Consumers will also be an important part of this process as members of the Expert Working Groups.

A number of sub-committees/working groups have been established under the governance of MCAG ensuring a 
focus on specific priority areas for clinical engagement. Expert Working Groups comprising doctors, nurses and 
midwives, allied and scientific health professionals and consumers have been developing enhanced models of 
care so that health services meet the Clinical Standards of Care. Well over 600 clinicians, industry representatives 
and consumers participated in workshops and working groups to develop new models of care to deliver better 
care across our health system. 

Models of care have been developed for:

 > Stroke

 > Orthogeriatric: Acute Hip Fracture Management

 > Rehabilitation

 > Emergency Department Pathway for patients with suspected Acute Coronary Syndrome

 > Statewide Paediatric Surgical Governance

The Directors’ Forum ensures that clinical directors from across the SA public health system are aware of the 
work that is being undertaken as part of Transforming Health, including through MCAG. The Directors’ Forum 
provides an opportunity for key clinicians to understand and influence the clinical and service improvement 
projects being developed.

The Clinical Ambassador, Deputy Clinical Ambassadors and Nursing and Midwifery Deputy Clinical  
Ambassadors provide staff with direct access to leading clinicians who support and keep staff well informed 
about Transforming Health. The Deputy Chief Executive, Transforming Health and Clinical Ambassador are 
actively engaged with staff in areas where Transforming Health changes are occurring, attending staff meetings 
and briefings, ward walks and all staff forums to discuss changes with staff and answer any questions they  
may have. 
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1.2.2 Transforming Health

SA Health has continued its whole of system transformation initiative to ensure we can meet the 284 clinical 
standards our clinicians told us were necessary for a sustainable world-class health system.

To improve quality patient outcomes, the Transforming Health program includes changes to:

 > hospital profiles

 > service delivery models and models of care

 > hospital infrastructure 

 > workforce models and cultural change

 > operational enablers such as policy, clinical data and statewide services.

During 2015-16 our staff, community and industry partners have been involved in achieving:

 > the development of statewide models of care by expert working groups under the auspices of the MCAG, to 
improve consistency in patient care across the system

 > the completion of service moves from Modbury Hospital to Lyell McEwin Hospital, establishing Modbury 
Hospital as the rehabilitation and elective surgery centre for the north and north eastern area and focusing 
emergency and complex surgery at Lyell McEwin Hospital, including a comprehensive 24/7 orthopaedic 
trauma surgery service providing faster access to orthopaedic surgery

 > the commencement of an expanded one-stop breast cancer service at Modbury Hospital, giving women 
access to a breast surgeon, radiologist and breast care nurse in the same location

 > the opening of a new purpose-built renal dialysis unit at Noarlunga Hospital

 > extensive planning and preparation to move Northern Adelaide Local Health Network (NALHN) activity 
currently undertaken in Central Adelaide Local Health Network (CALHN) to NALHN and ensure northern 
residents access to services in their local catchment area where possible

 > the commencement of a range of capital works including:

 – new multi-deck car park at Flinders Medical Centre

 – new ambulance station at Noarlunga Hospital

 – new day surgery unit and two new operating theatres including respective recovery areas at  
Noarlunga Hospital

 – rehabilitation building at Modbury Hospital

 > the selection of the Returned and Services League (RSL) Repat Park as the successful proposal for the future 
use of the Repatriation General Hospital, following a Registration of Interest process in May 2015, Veteran 
and community consultation in July 2015 and an Expression of Interest from private sector and not for profit 
organisations in November 2015

 > the finalisation of concept plans for the new $15 million Veterans’ mental health facility at Glenside Health 
Service Campus

 > extensive planning for the decommissioning of the Repatriation General Hospital

 > clinician engagement and consultation on planning for rehabilitation services moving from Hampstead 
Rehabilitation Centre to The Queen Elizabeth Hospital.

In implementing Transforming Health we have continued to engage and involve our stakeholders and industry 
partners via a range of governance groups, including the Peak Consumer and Community Advisory Forum, Peak 
Union Forum and Advanced Health Research and the Translation Centre Executive Group.
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1.2.3 Clinical directives and guidelines

Clinical policy directive and guidelines establish best clinical practice across SA Health and assists health 
practitioners and patients to determine appropriate health care for specific clinical circumstances.

Clinical policy directives are mandatory requirements implemented across SA Health as ongoing operational 
practice where it is a short term or permanent direction and must be complied with.

A clinical guideline has flexible requirements and implementation may be developmental or staged according to 
local circumstances.

All statewide clinical guidelines promote and facilitate standardisation of consistency of clinical practice, using a 
multidisciplinary approach. The statewide clinical guidelines are based on a review of published evidence based 
and expert opinion.

New clinical guidelines:

Neonatal Medication Guidelines

Paediatric Clinical Practice Guidelines

SA Maternal and Neonatal Community of Practice

SA Perinatal Practice Guidelines

Blood Supply Stewardship Policy Directive

Infection Control Service

Revised clinical guidelines:

SA Perinatal Practice Guidelines

Paediatric Clinical Practice Guidelines

South Australian Haemodialysis Guidelines: Routine Water Testing and Reverse Osmosis Monitoring  
Clinical Guideline

For a full list of the new and revised clinical guidelines, refer to appendix 1, on page 172.
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1.2.4 Improvement of surgical care through audit of surgically related deaths

The South Australian Audit of Perioperative Mortality (SAAPM) is an external, independent peer review audit 
of the process of care associated with surgically-related deaths in South Australia. The SAAPM is an initiative 
of the Royal Australasian College of Surgeons (RACS) and the South Australian Department for Health and 
Ageing, in collaboration with the Royal Australian and New Zealand College of Obstetricians and Gynaecologists 
(RANZCOG) and the Australian and New Zealand College of Anaesthetists (ANZCA).

The SAAPM has protection under both state and federal legislation. The SAAPM Management Committee is 
authorised under the Health Care Act 2008 (SA) to conduct quality improvement activities (re-gazetted 15 June 
2014). The SAAPM also has protection under the Commonwealth Qualified Privilege Scheme, under Part VC of 
the Health Insurance Act 1973 (gazetted 23 August 2011).

1.2.4.1 Methodology

The audit process begins when the SAAPM office is notified of the death of a patient who was under the care 
of a surgeon in a participating hospital. All cases in which a surgeon was involved in the care of the patient are 
included in the audit whether or not the patient underwent a surgical procedure.

When the consultant surgeon provides a completed surgical case form (SCF) to the SAAPM office, it is de-
identified and then assessed by a first-line assessor. The first-line assessor will either provide feedback and close 
the case or advise that the case undergo further analysis, ie a ‘second-line assessment’ (case note review).

Cases may be referred for a second-line assessment if:

 > areas of concern or adverse events are thought to have occurred during the clinical care of the patient that 
warrant further investigation

 > a report could usefully draw attention to lessons to be learnt, either for clinicians involved in the case or as 
part of a collated publication (case note review booklet) for wider distribution

 > the SCF lacks sufficient information to make an informed judgement.

1.2.4.2 Reduction in surgical death notifications

While it is acknowledged that a large proportion of surgical deaths are unavoidable, the number of surgical 
deaths is nevertheless an important indicator of surgical safety. The number of deaths reported to SAAPM has 
declined steadily since 2011-12, from 638 to 564 in 2014-15 (Graph 3). 

Graph 3: Surgical deaths reported to SAAPM 2011-15
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As well as improved surgical safety, a reduction in futile surgery may have contributed. Although the SAAPM 
only collect data on the number of deaths, not the rate, the finding is consistent with a recent report of a 15.4% 
reduction in perioperative mortality rate in Australian public hospitals over a four year period.

Further information is available in the Perioperative Mortality Rates in Australian Public Hospitals: The Influence 
of Age, Gender and Urgency article, which is available on the Springer Link website at  
http://link.springer.com/article/10.1007/s00268-016-3587-x

1.2.4.3 Lessons from avoidable clinical management issues

In the latest SAAPM report for 2014-15, 9% of surgical deaths reported to SAAPM had an avoidable clinical 
management issue (CMI) identified by the assessor. The detailed information collected for each CMI is a valuable 
quality improvement resource. The SAAPM aims to highlight lessons that can be learnt from these assessments 
through seminars, articles in peer review journals and other surgical publications, and ‘case note review’ 
booklets (and an associated ‘App’).

1.2.4.4 South Australian Audit of Perioperative Morality (SAAPM) seminar: ‘End of Life Matters’

Following the success of SAAPM’s previous seminars held in 2012 (Recognising the deteriorating patient) 
and 2015 (The decision to operate – or not), a third seminar will be held in October 2016 entitled ‘End of life 
matters’. This seminar will expand on end of life issues raised in the previous seminar. Through the analysis of 
audit data, end of life care has been identified as an important topic, with surgeons (and other clinicians) often 
reflecting on the difficulty of end of life decisions. One of the aims of the seminar is to give attendees a better 
understanding of the Advanced Care Directive legislation and to discuss the 7 step pathway aiming to provide 
clearer ‘not for resuscitation’ orders. The seminar will also include surgeons from a range of specialties, as well 
as other clinicians reflecting on their experiences and what they have learnt.

1.2.4.5 Research on potentially avoidable issues in surgical deaths

The SAAPM’s first journal article was recently published in the ANZ Journal of Surgery, a thematic analysis of 
potentially avoidable issues in neurosurgical mortality cases in Australia (excluding New South Wales) from 2009 
to 2014: The article is available online at http://onlinelibrary.wiley.com/doi/10.1111/ans.13542/full

While limited to neurosurgical deaths, the basic findings apply to other specialties. Work is underway to publish 
a series of similar papers analysing CMIs in other surgical specialties. The key findings in neurosurgery are listed 
below:

 > Avoidable contributors to mortality occurred most frequently at the preoperative stage, most commonly 
relating to inadequate assessment and delays.

 > Specific issues included delay in diagnosis, misdiagnosis, inappropriate treatment and inappropriate 
inter-hospital transfers.

 > There were 35 cases identified in which assessors raised concerns about delay in diagnosis. The majority of 
these delays were attributed not to neurosurgeons but to other hospital departments or clinicians, hospital 
management or general practitioners.

 > Most commonly among the cases with delay in diagnosis, emergency departments were identified as 
having failed to recognise symptoms and undertake appropriate investigations and/or transfer the patient to 
neurosurgical care.

 > Failure of communication was the second most frequently occurring avoidable issue, identified across the 
spectrum of neurosurgical care, most commonly at the points of documentation, communication between 
teams and handover. 
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1.2.4.6 National Case Note Review booklets

Compiled by the Australian and New Zealand Audit of Surgical Mortality (ANZASM), these national booklets 
describe selected cases drawn from regional surgical mortality audits (including SAAPM) across a range of 
specialties, with a focus on the clinical lessons that can be learnt. Feedback from surgeons on the value of 
this publication has been positive; a survey of surgeons conducted by SAAPM found that 93% of respondents 
read the booklets and 98% of the readers found them to be a valuable educational tool. Each booklet is 
now themed, often relating to the NSQHS Standards. The most recent edition describes examples of, and 
recommendations relating to, communication failure is available online at  
https://issuu.com/entegy/docs/racs-cnr-vol9-emag

Due to the large national dataset now available, an App format has been introduced (Picture 9). As with the 
hard copy version, the App contains an in-depth examination of avoidable aspects of surgical deaths. The App 
will increase the number of cases available, in a more accessible format. It allows users to search for cases (by 
specialty, key word or NSQHS hospital standards); view the latest cases uploaded (by signing up for notifications); 
and to provide feedback on the App.

Picture 9: RACS National Case Note Review App

 > Further information is available in the South Australian Audit of Perioperative Mortality 2015 report and 
National Case Note Review booklets, which can be accessed on the Royal Australasian College of Surgeons 
website at www.surgeons.org.

 > A copy of the South Australian Audit of Perioperative Mortality 2015 Report is available online at  
http://issuu.com/entegy/docs/saapm_annual_report_2015 and the National Case Note Review booklets are 
available at http://www.surgeons.org/for-health-professionals/audits-and-surgical-research/anzasm/
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1.2.5 Mental health

1.2.5.1 Strategic Mental Health Quality Improvement Committee 

The Strategic Mental Health Quality Improvement Committee is responsible for the monitoring and improvement 
of safety and quality in mental health services across the state. The Committee reviews a monthly Performance 
Indicator Report and specific events to identify current and future issues, and coordinates actions at the local and 
statewide level to address those issues. 

1.2.5.2 Safety Strategic Planning Workshop

The Office of the Chief Psychiatrist (OCP) convened a workshop with the broader mental health services across 
South Australia to commence the process of developing a Mental Health Safety Plan for South Australia. The 
workshop considered the national and state context for safety in mental health together with the existing work 
being undertaken by Local Health Networks in SA. 
The workshop identified eight major priority areas:

 > Improve consumer and carer participation at all levels.

 > Move forward the elimination of restraint and seclusion.

 > Reduce self-harm as much as possible.

 > Reduce adverse medication errors.

 > Improve the physical health of people living with a mental illness.

 > Ensure new treatment orders comply with the Mental Health Act 2009.

 > Work toward a greater proportion of care plans being current and meaningful.

 > Improve the safe transport of people experiencing a mental illness.

A Safety Action Plan will now be developed to set out a clear roadmap for improving the safety of mental health 
consumers and will acknowledge that collaborative relationships with consumers and carers using effective 
leadership and governance processes will lead to improved outcomes.

1.2.5.3 Incidents of restraint and seclusion in mental health services

Reports of the use of restraint continue with increasing awareness of Safety Learning System (SLS) reporting 
requirements.

Table 4: Restraint and seclusion in Mental Health Services 2013-16

Restraint and seclusion in Mental Health Services 2013-14 2014-15 2015-16

Restraint 1054 3925 2934

Seclusion 531 580 663

Total 1585 4505 3597

Source: Safety Learning System

There were 3597 incidents of restraint/seclusion involving 924 consumers in 2015-16, with 68% mechanical 
(82% PYTD) and 18% seclusion (13% PYTD). The incidence of chemical restraint has increased significantly in 
2015-16. 
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Table 5: Type and duration of restraint in Mental Health Services where duration known  
2015-16

Type
Less than 
4 hours

Between  
4-8 hours

Between 
8-12 hours

Greater than 
12 hours

Total

Restraint 1198 1307 232 13 2750

Seclusion 454 101 23 15 593

Total 1652 1408 255 28 3343

Total % 49.4% 42.1% 7.6% 0.8% 100%

Source: Safety Learning System

Duration data is not provided for every incident and subsequently there is a difference in the number of restraint 
and seclusion incidents and the total number of incidents with a defined duration.

1.2.5.4 Restraint and seclusion reduction initiatives 

The Office of the Chief Psychiatrist takes the lead role in the reduction of the use of restraint and seclusion of 
consumers in mental health settings. This included:

 > facilitating the State wide Trauma Informed Practice Working Group which has replaced the Restraint and 
Seclusion Minimisation Working Group following the Trauma Informed Care Train the Trainer Workshop

 > working with SA Health Safety and Quality Unit to complete the challenging behaviour policy, guideline, 
toolkit and online eLearning courses

 > supporting and improving data collection and analysis across the state

 > assisting individual units with service improvement and incident reviews

 > participation in the National Restrictive Practices Committee.

South Australia provides data for national reporting and currently has the second lowest rate of seclusion per 
1000 bed days across Australia. Where seclusion is used, 71% have a reported duration of less than four hours.

SA will be contributing to a national project through the National Safety and Quality Partnerships Subcommittee 
(SQPS) on the use of Acute Injectable Medications (AIM) and the Office of the Chief Psychiatrist is collaborating 
with Flinders University on a review of the use of chemical restraint.

SA continues to provide restraint and seclusion data nationally. The 2014-15 rate of seclusion for SA was 5.0 per 
1000 bed days compared to the national average of 7.7 per 1000 bed days. This is an increase from the rate of 
4.5 incidents of seclusion per 1000 bed days in 2013-14 and it is expected to rise again in 2015-16.
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Graph 4: Rate of seclusion events/1000 bed days, Public Sector Acute Mental Health Hospital Services 
2013-15

Source:  Australian Institute of Health and Welfare – Admitted patient mental health-related care Table AD.16 
Note: Data is the most recent available at the time of publication.

1.2.5.5 South Australian Suicide Prevention Strategy 

The South Australian Suicide Prevention Strategy 2012-2016: Every life is worth living (the strategy) has 
progressed in its implementation with much local activity occurring about the state in 2015-16.

The strategy calls for an all of community response to suicide prevention and Suicide Prevention Networks linked 
to local government have been established in Mount Gambier, Gawler, Murray Bridge, Clare and Gilbert Valley, 
Playford, Whyalla, Naracoorte, Yorke Peninsula, Mid Murray, Cleve, Riverland, Kimba, Salisbury and the Coorong. 
Further networks established by Wesley Lifeforce are active in Strathalbyn, Port Adelaide, West Adelaide and 
Port Augusta. An Aboriginal specific Suicide Prevention Networks have also been established in Mount Gambier 
for the South East.

SA Health has supported the introduction of Connecting with People with ten clinicians trained in April 2016 to 
commence training clinicians in Mental Health Services and the Primary Health Networks.

1.2.5.6 Safety and Quality initiatives 
Initiatives completed during 2015-16 include the: 

 > Trauma Informed Care Train the Trainer Workshop

 > Connecting with People Train the Trainer Workshop

 > Your Experience of Service ‘YES’ consumer survey pilot

 > development of a clozapine prescribing online eLearning course

 > review of existing clozapine program to ensure alignment with Commonwealth changes to the way clozapine 
is prescribed, dispensed and accessed under the PBS Highly Specialised Drugs Program

 > review of extreme heat policy and guidelines for vulnerable mental health consumers

 > review of legal order administrative process

 > review of SA Health mental health committee structure

 > review of mental health safety key performance indicators.
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CASE STUDY:  

Mental Health Consumer Carer Advisory Group Showcase
In March 2016, the Office of the Chief Psychiatrist (OCP) invited participants to attend the Consumer 
Carer Advisory Group/Lived Experience Liaison Group (CCAG/LELG) Showcase at the Adelaide Pavilion. The 
showcase was a free event, with a fantastic opportunity for members to share, learn and network with 
each other about their CCAG/LELG’s experiences in ensuring their voices of people with lived experience is 
being heard in government and non-government (NGO) mental health services.

The Consumer and Carer Consultants employed by the OCP decided to hold a ‘CCAG Showcase’ so that 
thriving CCAGs could showcase their process, past and current projects to “plant the seed” for other LHNs 
– a ‘brag and steal’ opportunity which was suggested by the Chief Psychiatrist, Dr Aaron Groves.

37 participants were involved in the showcase including Consumer and Carer Consultants, CCAG/LELG 
members from the Local Health Networks, NGO’s and government mental health sectors, Dr Stephen 
Christley, Acting Mental Health Commissioner and Dr Aaron Groves, Chief Psychiatrist.  

Showcase presenters included members from the Central Adelaide LHN Lived Experience Liaison Group, 
Marion Consumer Carer Advisory Group, Uniting Care Wesley Port Adelaide, Neami and the Open Minds 
radio show.

 Picture 10: Shane, lived experience representative, Eastern Lived Experience Liaison Group

General feedback from participants included:

“The day was a huge success. Soooo well done!” 

“Spectacular! Well done to everyone involved.” 

“A great afternoon, lots of potential for it to grow.” 

“It was a good and productive afternoon with lots of valuable 
information and a good mix of presentations.”  
“Thanks for organising a good and successful day. It was good to 
share others’ experiences and find out things that others are doing in 

the state. I also felt it was a good experience preparing and giving the presentation. I enjoyed the day and 
got a lot out of it.”

An evaluation survey was completed by participants, and feedback to the question – please tell us what 
you thought were the best things about the showcase included:

“That you had bona fide consumers speak.”

“I enjoyed hearing the Chief Psychiatrist introduce the day and explain the reasons for bringing the 
showcase together. The event was well organised and it ran on time, which was a credit to Julia and Jane 
and their foresight to allow enough space for the Chief Psychiatrist to speak.”

“For speakers to share direct experience of being involved with CAGs. For others stakeholders to have a 
chance to network directly with CAGS. To learn what is happening in the Private sector with what they  
do instead of CAGS. Grt to hear about the Adelaide Uni Radio show. Overall a grt info sharing session.  
Grt expose about the work Lived Experience people do as allied to CAGs.”

“The positive nature of the presentations.”

“Diversity of information, experiences, the creativity of other organisations”

“Chel Maiker-Watson’s [Open Minds radio show] enthusiasm to get the message out about the importance 
of including lived experience, and making sure the views and opinions of consumers and carers have an 
audience and places to take their messages.” 
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1.3 Credentialling

1.3.1 Implementing a credentialling and scope of practice system

Credentialling is the process of verifying qualifications, experience and other relevant professional attributes 
for the purpose of forming a view about a health practitioner’s competence to deliver health care. This process 
assists LHNs to meet NSQHS Standard 1, criteria 1.10 - ‘implementing a system that determines and regularly 
reviews the roles, responsibilities, accountabilities and scope of practice for the clinical workforce’. 

1.3.2 Credentialling and scope of practice

SA Health is committed to providing safe health care by credentialling health practitioners and defining the 
scope of clinical services to be delivered in a specific health care setting. To meet the NSQHS Standards, the 
Safety and Quality Unit provides system administration of the Credentialling and Scope of Clinical Practice 
System (CSCPS) database. The Office for Professional Leadership provides policy direction and communicates 
with the directors of each professional stream that needs to be credentialled. Clinical governance in each LHN  
is overseen by credentialling committees and key contacts. Once a credentialling committee has approved a 
health practitioner’s credentials, they are mutually recognised across SA Health. A scope of clinical practice 
needs to be defined and approved by each credentialling committee for each LHN facility in which the health 
practitioner works. 

Credentialling information is recorded in the CSCPS database for all medical, dental, allied and scientific health, 
nurse practitioners/advanced scope nurses and independent midwives working in SA Health facilities. The CSCPS 
database is web accessible and available from all SA Health work stations 24 hours/seven days a week. 

Table 6: Number of credentialled health practitioners, by professions as at July 2016

Profession Number

Medical practitioners 5423

Dental practitioners 512

Allied and scientific health practitioners 2962

Nurse practitioners/advanced scope nurses and independent midwives 85

Total 8982

Source: CSCPS

SA Health staff can log on to CSCPS to see if a health practitioner has current credentials and a scope of clinical 
practice. Each credentialling committee has nominated users, with an additional level of access to CSCPS, who 
can view more detailed information for the purposes of auditing and preparing for accreditation. 

Table 7: Number of SA Health users in each CSCPS access category as at July 2016

Access Level Description Number

Limited view View credentialling duration and scope of clinical practice 224

Head of unit
Enter and edit records for allocated professions and committees. 
Access is to specific health units within an LHN. 

42

Credentialling officer
Enter and edit records for allocated professions and committees. 
Access is across the LHN.  

207

Total 473

Source: CSCPS
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1.3.3 Future improvements to the credentialling system

Feedback from credentialling officers and credentialling committees across the LHNs indicated that the 
CSCPS was becoming less efficient and reliable in managing the increased credentialling workload, requiring 
duplicate administration. To address this, a replacement credentialling system has been chosen and is due for 
implementation in the latter half of 2016. The new system will improve how a health practitioner’s information 
is submitted and assessed for scope of practical approval. The process of implementing the new system will be 
done in collaboration and with the support of the LHN clinical leads, LHN credentialling committees and the 
Office for Professional Leadership. 

The replacement system has been selected for its capacity to provide self-service access for health practitioners 
to upload their information, and a workflow design that replicates the real-life administration of credentialling 
and scope of practice approval, including alerts about when credentials expire. The replacement system can 
directly match health practitioner registration data from the Australian Health Practitioner Regulation Agency 
(AHPRA) and other relevant agencies. The replacement system also meets the privacy requirements for state and 
commonwealth legislation. Information provided by the health practitioner is only shared with their consent, and 
only for the purpose of credentialling and scope of practice approval. 

Current information about credentialling is available on the Credentialling and scope of clinical practice page on 
the SA Health Safety and Quality section of the SA Health website at www.sahealth.sa.gov.au/safetyandquality.

Additional information about credentialling and scope of practice is also available on the Australian Commission 
on Safety and Quality in Health Care website Credentialling for Health Professionals page at  
www.safetyandquality.gov.au/our-work/credentialling.

1.4 Incidents and feedback (complaints) management

1.4.1 Governance and policy for patient incidents and open disclosure

The SA Health Patient Incident Management and Open Disclosure Policy Directive was drafted this year, and is in 
final stages of approval. It integrates the existing: 

 > Incident management policy

 > Open Disclosure policy 

 > Incident Management Policy Guideline Incorporating Open Disclosure Response.

The consolidation of the three documents, and addition of tools to assist implementation, simplifies and serves 
to reinforce to health services that incident management and open disclosure are interlinked processes (diagram 
1), and that review and taking action to prevent recurrence are required. Open disclosure with the affected 
patient/consumer is required for all incidents.

The tools and resources will support health services in implementation and also support patients/consumers 
to understand the processes, and participate as appropriate. An online eLearning course for all staff is under 
development.

This policy directive is supported by two related policies that describe the conduct of Root Cause Analysis (RCA) 
when required for more serious incidents, and Lookback reviews for cluster incidents that affect a number of 
patients/consumers. 

The revised policy directive reinforces that all staff who provides services on behalf of SA Health will be required 
to report patient related incidents, including near misses, into the Safety Learning System (SLS). 

All incidents reported into the SLS are reviewed and investigated. The findings of the review or investigation are 
used to undertake practice improvements in an attempt to reduce the recurrence of similar incidents. Actions 
arising to prevent recurrence are recorded in the SLS. Serious events (those rated as Safety Assessment Code 
(SAC) 1 or 2) undergo a more detailed investigation. Data extracted from the SLS is also used to review trends in 
reported incidents and identify areas for improvement. 
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1.   Governance for Safety and Quality in health service organisations

Diagram 1:  Summary of patient incident management and open disclosure
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Safety and Quality
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  ACKNOWLEDGE
Immediate care of patient 

including a conversation about 
what happened (open disclosure)

  FEEDBACK
Feedback to staff member 
(notifier) and clinical team

Feedback to patient on actions 
taken to minimise recurrence

Report incident into 
Safety Learning System 

and document in the 
medical record

Patient incident identified

  REVIEW
Manager reviews incident within 2 

working days and determines severity 
including a conversation with the patient

In
fo

rm

at
ion Support

Empat
hyCare

PATIENT
FAMILY
CARER

Manager finalises review, 
develops actions for 

improvement and completes 
incident within 30 days

page 40 Patient Safety Report  2015-2016



1.4.2 Safety Learning System

The Safety Learning System (SLS) is used for the reporting and management of consumer feedback and patient 
and worker incidents. 

The Security incident module was added in September 2015 to record incidents where a security response was 
required for emergency and non-emergency situations. The most common is Code Black. This data will assist in 
monitoring patient and worker incidents related to challenging behaviour and planning actions to improve safety 
(refer to Section 11 – Preventing and responding to challenging behaviour).

Item 2:  SLS key modules

Safety Learning System (SLS) 

KEY MODULES
SLS Module Purpose/aim Governance and reporting requirements Meets the requirements of relevant Acts,  

standards, codes and regulations

Patient incidents >  To improve patient safety and quality. 
>   To support timely open disclosure and privacy respect.
>  To minimise recurrence of preventable incidents. 
>  To document processes and actions.

>  Ward/unit and division/directorate 
>  Safety and Quality managers
>  Committees, such as: 
     • falls prevention 
     • medication safety 
     • challenging behaviour. 

>  Health Care Act–Parts 7 and 8
>  Mental Health Act
>  Civil Liability Act
>  Advance Care Directives Act
>  Consent to Medical Treatment and Palliative Care Act
>  Guardianship and Administration Act
>  NSQHS Standards

Worker  
incidents

>  To improve worker safety.
>  To reduce recurrence of preventable incidents.
>  To document processes and actions.

>  Ward/unit and division/directorate 
>  WHS managers
>  WHS committees

>  Work Health and Safety Act  
>  Workers Rehabilitation and Compensation Act

Security 
incidents

>   To record, analyse and act to improve the security service 
and the security response. 

>   To maintain public order and the operation of health 
services, and minimise disruption of services.

>  Ward / unit and division / directorate 
>  Security managers 
>  Corporate managers
>   Committees, such as Code Black, and 

restraint minimisation. 

>  Health Care Act - By-laws for Incorporated Hospitals
>  Criminal Law Consolidation Act
>  Summary Offences Act
>  Public Health Act
>  Public Intoxication Act

Consumer 
feedback

>   To record and act on consumer, carer, client, patient 
feedback – complaints and commendations. 

>   To analyse and act on aggregated feedback data.

>   Ward / unit and division / directorate. 
>   Senior management.
>   Safety and Quality Managers. 
>   Consumer Advisors and Consumer 

Advisory Groups.
>   Risk Managers.

>   Health and Community Services Complaints Act 
>   Charter of Rights
>   NSQHS Standards

Notifications >   To ensure that SA Health has just, fair processes and meets 
its obligations. 

>   To enable nominated senior managers to record internal 
processes and engagement with external agencies such 
as the SA Coroner’s Office and SA Police and others as 
relevant: 

    • Medical malpractice
    • Complaint against a health practitioner (planned)
    • Coronial notifications
    • Alleged sexual assault or sexual misconduct
    • Alleged criminal activity.

>   CEO and senior management, including 
Workforce, Safety and Quality and Risk 
Managers as required.

>  Coroners Act
>  Criminal Law Consolidation Act
>  National Health Practitioners Regulation Act
>  Privacy Act
>  Whistleblowers Protection Act 
>  Independent Commissioner Against Corruption Act 
>  AHPRA and health professionals Codes of Conduct 
>  Code of Ethics for the South Australian Public Sector

For the purpose of this report all references to incidents exclude worker incidents, and include only the code 
black and non-emergency security incidents.
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The SLS has been in use in SA since 2010-11. Since that time there has been ongoing review and development. 
In 2015-16, development and review activity included:

 > establishment of a new suite of webpages for the SLS, and a range of new resources, training materials, 
guides, topic guides, classification diagrams and notices

 > establishment of formal process for requests and approval of 

 – location tree changes

 – incident classification changes

 – changes to fields and data captured

 – statewide data extraction and access

 – administrators access 

 > patient incident classification reviews

 – new Maternal and Neonatal classifications introduced in late 2015

 – review of patient incident classification of: 

• biomedical devices

• infection prevention and control 

• pressure injury

• adding classifications for incidents related to Advanced Care Directive (ACD) and Resuscitation  
plans - 7 Step Pathway.

 > inclusion of the recording of consumer feedback received by the Department for Health and Ageing 

 > review of the managers page to improve flow, and improve the ability to report the investigations conducted 
and actions implemented

 > review of email templates and other communication functions

 > development of a naming convention for locations

 > increased use of webinars in addition to face-to face training.

Further information is available on the SA Health website www.sahealth.sa.gov.au/SafetyLearningSystem. 

1.4.3 Incident management

Between 1 July 2015 and 30 June 2016, 55043 incidents were reported into the Safety Learning System (SLS), a 
2.3% increase from 2014-15 (n=1280) and a 19.9% (n=10937) increase from 2013-14. 

Increasing incidents reported and decreasing harm can be interpreted as a good reporting culture with the 
successful implementation of strategies. The proportion of near-miss incidents reported has decreased during the 
last three years (16.2% in 2013-14, 14.6% in 2014-15 and 14.1% in 2015-16).

The four most common types of incidents (by Primary (level 1) Incident Classification) has been consistent over 
the three year period (table 8):

1. patient falls and other injuries

2. medication

3. challenging behaviour

4. implementation of care

page 42 Patient Safety Report  2015-2016

http://www.sahealth.sa.gov.au/SafetyLearningSystem


Table 8: Number of incidents reported by year by Level 1 Classifications 2013-16

Primary incident classification 2013-14 2014-15 2015-16

Patient falls and other injuries 11527 12266 12755

Medication 9580 12084 12033

Challenging behaviour 2908 3911 4707

Implementation of care 3779 3789 3443

Treatment, procedure 2705 2535 2735

Access, appointment, admission, transfer, discharge 2416 2965 2944

Clinical assessment 2203 2239 2127

Patient information 1522 1787 2016

Communication and teamwork 1902 2215 2644

Medical device/equipment 1233 1479 1360

Staffing, facilities, environment 1074 1182 1137

Pressure injury/ulcer/sore 1332 2377 3035

Restraint/seclusion 1846 4790 3843

Maternal 67 117 114

Neonate 12 27 150

Total 44106 53763 55043

Source: Safety Learning System

Additional data relating to falls, medication, pressure injury, clinical deterioration and challenging behaviour is 
included in the relevant sections in this report.

The Safety Assessment Code (SAC) rating is derived from a matrix that matches consequence of the incident for 
the patient with the likelihood or probability of recurrence. The incident managers SAC rating guides the level of 
investigation and management that is undertaken for each incident. The number of incidents reported for each 
SAC score is shown as a percentage of the total number of incidents reported in table 9.

Table 9: Actual SAC rating as a percentage of the total incidents reported 2012-16

SAC rating
% of total incidents reported

2012-13 2013-14 2014-15 2015-16

SAC 1 0.3% 0.2% 0.2% 0.3%

SAC 2 1.3% 1.1% 0.8% 0.8%

SAC 3 43.6% 43.4% 45.0% 43.5%

SAC 4 52.2% 52.6% 51.6% 53.3%

Uncoded incidents 2.7% 2.7% 2.3% 2.2%
 
Source: Safety Learning System 
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SAC 1 and 2 are considered to represent harmful incidents. The overall proportion of these harmful incidents has 
decreased since 2012 from 1.6% to 1.0% in 2015-16. 

Despite the increase of incidents, the proportion and number of incidents (SAC 1 and 2) resulting in harm is 
reducing.

Graph 5: Total of incidents in proportion to SAC 1 and 2
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1.4.4 Sentinel events

Sentinel events are particular types of serious events nominated nationally. These events must be notified to the 
Safety and Quality Unit. In 2015-16, the total number of sentinel event notifications increased from 2014-15 by 
three. Table 10 shows the sentinel events that have occurred in the last three years.

Table 10: Number of sentinel events reported by year by category 2013-16

National sentinel event categories 2013-14 2014-15 2015-16

Procedures involving the wrong patient or body part resulting in 
death or major permanent loss of function 0 0 1

Suicide of a patient in an in-patient unit 3 2 4

Retained instruments/other material after surgery requiring re-
operation or further surgical procedure 1 5 3

Intravascular gas embolism resulting in death or neurological damage 1 0 0

Haemolytic blood transfusion reaction resulting from ABO (blood 
type) incompatibility 0 0 1

Medication error leading to the death of a patient as a result of 
incorrect administration of drugs 1 1 0

Maternal death associated with pregnancy, birth and the puerperium 0 0 2

Infant discharged to the wrong family 0 0 0

Total 6 8 11

Source: Safety Learning System
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1.4.4.1 Procedures involving the wrong patient or body part resulting in death or major permanent  
loss of function

There was one event reported that resulted in a major permanent loss of function. The last event reported in this 
category was in 2007-08.

1.4.4.2 Suicide of a patient in an in-patient unit

The suicide of a patient in an in-patient unit includes patients who were on leave from the in-patient unit and 
those who had absconded. Of the sentinel events reported in 2015-16, 36.36% (n=4) were suicides of patients 
in an in-patient unit. This is an increase of two from 2014-15.

1.4.4.3  Retained instruments or other material after surgery requiring re-operation or further  
surgical procedure

If any instrument or other material is unintentionally left in the patient at the time of closing, the first layer of 
the incision or at the completion of a procedure that does not require closing (for example an angiogram), this 
event falls into the classification of a retained instrument or other material.

During 2015-16, 27.72% (n=3) of all sentinel events reported were in this category. This is a decrease of two 
from 2014-15 but an increase of one from 2013-14. One of the three events was attributable to the failure of a 
medical device.

The medical devices involved:

 > part of an abdominal drain was located in the abdominal cavity a few weeks after a drain had been removed. 
The retained proportion of the drain was surgically removed

 > a guidewire from a Central Venous line was not removed at the time of the procedure. A further surgical 
procedure was needed to facilitate its removal

 > a drill guide was not removed at the time of operation, requiring an additional operation to be performed to 
remove the guide. A clinical practice improvement project has been commenced to address the issues that 
were identified during the investigation of this incident.

1.4.4.4 Haemolytic blood transfusion reaction resulting from ABO (blood type) incompatibility

There was one event that resulted in a mild haemolytic reaction after the transfusion of ABO incompatible 
plasma. Relevant forms have been reviewed and updated to include the universal blood type for all products. 
The last event in this category occurred in 2012-13.

1.4.4.5 Maternal death associated with pregnancy, birth and the puerperium

There were two sentinel events reported in the category of maternal death associated with pregnancy, birth  
and the puerperium during 2015-16. The last event reported in this category was in 2012-13, when two  
events occurred.

1.4.5 Open disclosure

Open disclosure is the process of providing an open, consistent approach to communicating with patients/
consumers, their family, carer and/or support person following a patient incident. This process includes 
expressing regret or saying sorry.

The SA Health Open Disclosure Policy Directive was originally released in October 2011 to establish a consistent 
approach across the public health sector that aligns with the National Open Disclosure Framework. It is currently 
being updated and will be included into the Patient incident management and open disclosure policy directive.

Questions are included in the Safety Learning System for the notifier and the patient incident manager to record 
when open disclosure occurs.
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In 2015-16, open disclosure was reported for 56.7% of all incidents reported. In 2013-14 this was 58.1% and in 
2014-15, 59.5%. 

Table 11: Number and percentage of open disclosures made by primary incident classification 2014-16

Primary Incident Classification
% of incidents disclosed

2014-15 2015-16

Maternal 98.3% 93.9%

Restraint/seclusion 78.2% 82.3%

Patient falls and other injuries 77.6% 78.8%

Pressure injury/ulcer/sore 77.6% 78.6%

Neonate 96.6% 72.0%

Challenging behaviour 62.6% 64.8%

Treatment, procedure 57.6% 59.3%

Implementation of care 51.5% 54.1%

Access, appointment, admission, transfer, discharge 55.8% 48.6%

Clinical assessment 37.7% 43.7%

Medication 41.8% 43.5%

Staffing, facilities, environment 42.9% 42.7%

Communication and teamwork 42.8% 41.8%

Medical device/equipment 37.3% 41.3%

Patient information 35.3% 38.8%

Source: Safety Learning System

The rate of open disclosure varies with the primary incident classification type (table 11). The incident types 
most commonly disclosed to consumers are maternal, neonatal, restraint/seclusion, falls and other injuries, and 
pressure injuries. 

Further information is available on the Safety and Quality section of the SA Health website Open Disclosure page 
at www.sahealth.sa.gov.au/safetyandquality.

1.4.6 Major State Reviews

1.4.6.1  Independent review into the Incorrect dosing of Cytarabine to ten patients with Acute 
Myeloid Leukaemia at Royal Adelaide Hospital and Flinders Medical Centre

An independent review, led by Professor Villis Marshall Chair of the Board of the Australian Commission on 
Safety and Quality in Health Care (ACSQHC), was conducted into the incorrect dosing of cytarabine to ten 
patients with Acute Myeloid Leukaemia (AML). The Royal Adelaide Hospital (RAH) AML protocol contained an 
incorrect dose and as a result five patients at the RAH and five patients at Flinders Medical Centre (FMC) received 
a daily dose of Cytarabine instead of a dose twice a day, during the consolidation phase of treatment for AML. 
The incorrect dosing occurred between the end of July 2014 and the end of January 2015.
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The review panel:

 > found that the under dosing of Cytarabine was caused by a series of significant clinical governance failures at 
the RAH Haematology unit, including:

 > failure to follow routine clinical processes and procedures for the development, review and publishing of 
patient chemotherapy protocols 

 > failure to advise patients that the chemotherapy protocol was a non-standard protocol which required 
approval from the relevant committee and informed patient consent

 > failure to provide adequate clinical supervision to nursing staff administering Cytarabine

 > found that certain clinical staff did not comply with SA Health incident management and open disclosure 
policies by failing to: 

 – report and lodge the incidents in the SA Health incident management system

 – conduct timely and appropriate open disclosure with patients

 – provide an immediate clinical response to patients who had been under dosed.

 > formed the view that the clinical conduct of certain clinicians demonstrated a lack of adequate knowledge, 
skill, care and judgment.

 > made four recommendations, which included:

 – The Chief Executive Officer (CEO) of the Central Adelaide Local Health Network (CALHN) give 
consideration to referring relevant clinicians to the Australian Health Practitioner Regulation Agency 
(AHPRA) for review.

 – Staff fully understand their responsibility to act in accordance with SA Health policies, particularly incident 
management and open disclosure policies.

 – A rectification plan is implemented to ensure that the appropriate governance frameworks are in place 
within SA Pathology and, in particular, the Haematology service provided to the RAH.

 – Appropriate processes and procedures for the development, review and publication, and, where indicated, 
revision of the chemotherapy protocols are developed and implemented that are consistent with current 
evidence base.

Key actions taken in response to the recommendations included:

 > The CEO CALHN referred eight clinicians to AHPRA. AHPRA has sweeping powers, embedded in legislation, 
to investigate concerns about health practitioner’s conduct and practice on behalf of national registration 
boards.

 > A significant revision of the Incident Management and Open Disclosure policy directives has been 
undertaken. There is now one comprehensive policy and a range of tools are being developed to support 
implementation. A draft version was put out for consultation in April, 2016. The updated policy will include 
a set of measures and key performance indicators to audit and evaluate compliance and rates of staff 
completion of training will be actively monitored.

 > The Cognitive Institute has been engaged to provide open disclosure training. A number of sessions have 
already occurred and several more will be provided during 2016-17. These sessions are being made available 
across SA Health and local Safety and Quality Units are coordinating attendance by the appropriate staff in 
their health service.

 > In addition, a Patient Incident Management and Open Disclosure eLearning course is being developed by the 
Safety and Quality Unit. The content of the online eLearning course is currently being finalised, it is expected 
it will be available online by December 2016. Completion of the course will be mandatory for all staff.

 > A rectification plan to ensure that appropriate governance frameworks are in place within SA Pathology and 
the Haematology services provided to the RAH. In addition, a review of the clinical governance structure 
across CALHN is being undertaken to ensure a robust framework is in place across the Local Health Network 
(LHN).
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 > Professor Ian Olver, a University of South Australia professor and former RAH Head of Oncology, has been 
engaged to drive actions to ensure appropriate processes and procedures for the development, approval and 
maintenance of chemotherapy protocols.

 > Whilst the four recommendations made relate specifically to CALHN, the issues identified in terms of 
compliance with SA Health policies, staff training and governance arrangements are relevant to all LHNs and 
health care units within SA Health. All LHNs and health care units including SA Pharmacy, SA Pathology, SA 
Medical Imaging and SA Ambulance Service have therefore undertaken local reviews of these key issues to 
ensure that they have an appropriate process in place.

 > In addition, the ACSQHC has been requested to lead an additional review addressing the circumstances 
surrounding the notification, management and analysis of the incidents relating to the incorrect dosing at the 
FMC and the RAH. The report will be delivered late 2016. 

1.4.7 Coronial findings

Under the Coroners Act 2003 (SA) the Coroner can, and in some circumstances is required to, hold an inquest 
to determine the cause or circumstances of the death of a person. SA Health uses the coronial findings 
and recommendations to assist in the identification of themes and trends that inform the development and 
implementation of systemic changes to improve patient safety.

During 2015-16, the Coroner held six inquests relevant to the health portfolio that resulted in 27 
recommendations. A report to the Coroner on actions taken is provided within six months from the date of 
recommendations. The following provides an overview of the key themes and actions reported to the Coroner 
during 2015-16.

1.4.7.1 Subdural haematoma with contributing excessive warfarin anticoagulation

An inquest was held into the death of a person as a result of right subdural haematoma due to blunt head 
trauma with contributing excessive warfarin anticoagulation. The Coroner concluded that had the patient’s 
International Normalised Ration (INR) levels been monitored in accordance with usual clinical requirements 
for the monitoring of warfarin administration, the warfarin dosages would have been adjusted with a view to 
establishing and maintaining the INR level within the therapeutic range, and the death would have therefore 
been prevented.

The inquest resulted in eight recommendations, which included:

 > Medical specialists be advised not to place undue reliance on the patient him or herself advising the general 
practitioner that warfarin therapy has been initiated by the specialist.

 > Medical specialists initiating warfarin therapy and who also initiate INR testing ensure that the patient’s 
general practitioner is copied into the results of any INR test.

 > General practitioners be reminded that were patients who are undergoing warfarin therapy display 
unexpected bleeding, there is a need to consider whether the patient should undergo reversal of 
anticoagulation.

Key actions taken in response to the recommendations included:

 > All LHNs have warfarin initiation protocols in place that require handover of care between prescribers to be 
both verbal and in writing. This must be documented in patient case notes and the initial prescriber retains 
the onus for monitoring until the transition of care from the acute setting to the general practitioner is 
complete.
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 > The OACIS clinical information system enables medical officers to include general practitioners within an 
electronic order for pathology testing to ensure that they get a copy of any INR results. Regular monitoring of 
compliance with completion of discharge summaries is carried out. 

 > The recommendations were brought to the attention of the Royal Australian College of General Practitioners, 
Royal Australian College of Physicians, Australian Medical Association, Adelaide Primary Health Network and 
Country SA Primary Health Network for dissemination for the purpose of the education of their members. 

1.4.7.2 Child protection

An inquest was held into the death of a baby as a result of blunt head trauma. Whilst the majority of the 
recommendations were directed to Families SA, the entity responsible for child protection matters under the 
Children’s Protection Act 1993 (SA), several SA Health service providers were involved in the case.

The inquest resulted in four recommendations relevant to the health portfolio, which included:

 > A full reassessment be undertaken of the manner in which health services, including the Women’s and 
Children’s Hospital (WCH), Children, Youth and Women’s Health Service (CYWHS), Child and Family Health 
Services (CaFHS) and Families SA interact in cases involving child protection matters. 

 > Regular formal inter-agency liaison meetings occur between various service providers and Families SA to 
discuss families at risk.

Key actions taken in response to the Coronial recommendations included:

 > A number of improvements to multi-agency communication in the management of children and infants at 
risk has been made since this case. These include the implementation of the SA Health At Risk in Birthing 
Hospitals policy directive and guidelines, changes to the documentation of Child Abuse Report Line (CARL) 
notifications to Families SA, and the development of the WCH Child Protection Services (CPS) Forensic 
Medical Assessment process.

 > All SA Health Local Health Networks and services providers including CPS, CYWHS and CaFHS participate 
in formal inter-agency meetings with Families SA to collaboratively case manage families at risk. There are a 
number of forums or mechanisms through which this occurs, including the Family Safety Framework, Inter-
Agency Code of Practice: Investigation of Suspected Child Abuse or Neglect, Forensic Medical Assessment, 
Strengthening Links Program and Information Sharing Guidelines.

1.4.7.3 Death in custody

An inquest was held into the death of a person in custody at Yatala Labour Prison as a result of acute neck 
compression due to hanging. Although the majority of the recommendations were directed to the Department 
for Corrections Services (DCS), the Coroner was critical of the inadequate liaison and information sharing 
between DCS and the South Australian Prison Health Service (SAPHS).

The inquest resulted in four recommendations relevant to the health portfolio, which included:

 > An electronic database be established that enables SAPHS staff to view entire health records of a prisoner, 
regardless of the type of accommodation (adult of juvenile justice institution).

 > Procedures be established whereby SAPHS staff have access to the Justice Information System (JIS), 
particularly in relation to information regarding the risk of self-harm of a particular prisoner.

 > Procedures be established to ensure that the information recorded on the DCS Prisoner Stress Screening Form 
is consistent with information given by the prisoner to SAPHS staff.
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Key actions taken in response to the Coronial recommendations include:

 > SA Health is committed to investing in the new Enterprise Patient Administration System (EPAS) to deliver an 
electronic health record providing access to health information irrespective of juvenile or adult institutional 
setting. In the interim, work has commenced on creating a Prison Health Service episode within the 
Community Based Information System (CBIS) electronic system, the SA Health supported system for mental 
health care planning. A pilot to test this commenced in April 2016 at the Adelaide Women’s Prison ahead of 
the planned roll out to all sites.

 > A Memorandum of Understanding between SA Health and DCS on information sharing protocols was 
approved in December 2015. This includes the development of an interface between JIS and CBIS to ensure 
the accurate sharing of prisoner information between SA Health and DCS staff. 

 > SAPHS collaborated with DCS on the development and implementation of new procedures for the 
management of prisoners identified at risk of suicide and self-harm. The SAPHS ‘Stage 1 and Stage 2 
assessment’ document has improved the identification of health risks upon admission, including the risk of 
suicide and self-harm. The assessment tool ensures that the DCS Prisoner Stress Screening score is recorded, 
that the CBIS and OACIS clinical information systems are checked, and that all relevant South Australian 
Police (SAPOL) paperwork is received and documented.
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1.5 Consumer feedback (complaint management)

SA Health encourages patients, consumers, families, carers and the community to provide feedback. 

Feedback provides an opportunity for health services to observe the quality of health care from the perspective 
of patients, consumers, families, carers and the community. It also assists in directing improvement in the quality 
of these services. 

Consumers can provide feedback and express their concerns or compliments in person with the relevant health 
care service, via telephone, by writing, via the health care service website or with the Consumer/Patient Adviser. 
Issues that cannot be resolved at the health care service may be forwarded to the Health and Community 
Services Complaints Commissioner (HCSCC).

The Safety Learning System (SLS) is used to record complaints and compliments in South Australia. The 
complaints received are categorised against the HCSCC Charter of Rights and national health complaints 
categories and sub-category definitions.

The data provided below is comprised of all SA Health consumer feedback received (inclusive of LHNs and SA 
Ambulance Service consumer feedback).

1.5.1 Type of feedback

Between 1 July 2015 and 30 June 2016, 10995 records of consumer feedback were reported into the SLS, a 
1.7% decrease from 2014-15 (n=11049).

Graph 6: SA Health consumer feedback received by type and method of feedback 2015-16
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1.5.2 Classification of complaints by national health complaints categories

Complaints are classified against the national health complaints categories and sub categories.

Between 2015-16 and 2014-15, there has been a 1.3% increase in the number of complaints in relation to 
communication, an 18.9% increase in complaints received on treatment, and a 16.9% increase in relation  
to access.

Graph 7: SA Health classification of complaints by national health complaints categories 2014-16
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Further information is available on the Safety and Quality section of the SA Health website Consumer feedback 
and complaints management page at www.sahealth.sa.gov.au/safetyandquality.

1.5.3 Consumer feedback in Measuring Consumer Experience Report

The fifth Measuring Consumer Experience Report includes data gathered through SA Consumer Experience 
Surveillance System (SACESS) between 1 January to 31 December 2015 (n=2340).

SA Health gathers feedback by surveying South Australians who have stayed overnight in a metropolitan 
or country public hospital. The telephone survey collects information on all aspects of their stay, from their 
involvement in care and treatment, and decision-making, privacy, respect and dignity, pain control to hospital 
cleanliness, food quality and discharge information.

Questions are also asked and analysed across additional areas of care including; consumer feedback, patient 
rights and engagement, hospital environment, open disclosure, emergency department, workforce, hand 
hygiene and cleanliness – facilities.

Consumer feedback with a low average score of 59.6, is well below the SA benchmark of 85, with all areas 
below the benchmark requiring immediate action. Scores were derived from responses following survey 
questions in relation to consumer feedback.
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The 2015 SACESS questionnaire was reviewed and questions were amended for consumer feedback (table 12) 
and patient rights and engagement (table 13).

An analysis of the consumer feedback results indicates that during their stay in hospital, patients were asked 
about how comfortable they felt about making a complaint or raising a concern, whether they were given any 
information, and if they found staff to talk about their concerns.

Table 12: Consumer feedback questions, SA overall, SACESS 2015

Consumer feedback actual questions
Mean score 

59.6

How comfortable did you feel that you could make a complaint or a suggestion, or raise a 
concern with staff?

76.7

Did you see or were you given any information explaining how to complain to the hospital 
about the care you received?

28.5

During this hospital stay, how often was it easy for you to find someone on the hospital 
staff to talk to about your concerns?

76.9

Source: Measuring Consumer Experience Report 2016

More than 70% of respondents reported that they did not see or were not given any information regarding how 
to make a complaint about their hospital care.

1.5.4 Consumer feedback awareness program

As part of the consumer feedback awareness program, Safety and Quality Unit developed the SA Health 
Partnering with Consumers and Community online eLearning course in 2015-16. Further information is available 
is page 64 of this report.

Consumers in the videos talk about respect and dignity, receiving information, communication with health care 
professionals, partnership in deciding on their care. These are all important aspects of partnering with consumers 
to work with them, enabling patient and consumer centred care approaches, which includes the consumer’s 
right to provide feedback, and to comment or complain about the health care they are receiving.

Picture 11: Partnering with Consumers and Community eLearning course screen shot

page 53Patient Safety Report  2015-2016



1.   Governance for Safety and Quality in health service organisations

As a consequence of the Cultrally and Linguistically Diverse (CALD) community experience forums in 2015-16, 
it was identified that consumers and the community were not aware of the process for providing consumer 
feedback.

Following consultation with CALD community members, the Consumer feedback process and contacts for health 
sites information sheet was developed.

The information sheet provides consumers and the community with a step-by-step process for providing 
feedback, and also provides a list of contacts for the individual health sites. The information sheet is  
available on the Health and community services feedback and complaints page on the SA Health website  
www.sahealth.sa.gov.au.

Item 3:  Consumer feedback process and contacts for health sites information sheet

page 54 Patient Safety Report  2015-2016

http://www.sahealth.sa.gov.au/wps/wcm/connect/public+content/sa+health+internet/about+us/about+sa+health/consumer+engagement+and+participation/health+and+community+services+feedback+and+complaints
http://www.sahealth.sa.gov.au/wps/wcm/connect/public+content/sa+health+internet/about+us/about+sa+health/consumer+engagement+and+participation/health+and+community+services+feedback+and+complaints
http://www.sahealth.sa.gov.au


1.6 Patient rights and engagement

1.6.1 Charter of Health and Community Services Rights Policy

The SA Health Charter of Health and Community Services Rights Policy Directive implements the Charter of 
Health and Community Services Rights (the HCSCC Charter), to ensure that services are safeguarding patient 
rights and complying with legislation as Part 3 of the Health and Community Services Complaints Act 2004. The 
policy aims to increase the awareness of all staff, consumers, families, carers and the community about their 
rights as set out in the HCSCC Charter.

1.6.2 Complaints aligned to HCSCC Charter of Rights

The HCSCC Charter of Rights are aligned to the national health complaint category and sub category in the SLS 
Consumer Feedback module.

Graph 8 highlights that quality of care, access, information and respect are areas where complaints mostly arise, 
but the SA Health receive few complaints about privacy, participation, comment and safety, and is consistent 
when reported in 2014-15.

Between 2015-16 and 2014-15, there has been a 4.8% increase in the number of complaints reported which 
align to the Charter of Rights in relation to quality. Complaints in relation to access have increased 15.5%, and 
there has been a 21.1% increase in relation to information.

Graph 8:  SA Health complaints aligned to HCSCC Charter of Rights 2014-16
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Further information is available on the Safety and Quality section of the SA Health website HCSCC Charter of 
Healthcare Rights page at www.sahealth.sa.gov.au/safetyandquality
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1.6.3 Patient rights and engagement in Measuring Consumer Experience Report

The Measuring Consumer Experience Report includes data gathered through SA Consumer Experience 
Surveillance System (SACESS) between 1 January to 31 December 2015 (n=2340).

In 2015, SACESS questions on patient rights and engagement reported a low mean score of 53.1.  This score 
is well below the SA benchmark of 85, with all areas below the benchmark requiring immediate action. Scores 
were derived from responses following survey questions in relation to patient rights and engagement.

Table 13: Patient rights and engagement, SA overall, SACESS 2015

Patient rights and engagement actual question Mean score 53.1

Do you know your rights as a patient? 66.4

Were you provided information on your rights as a patient? 56.0

Did staff explain your rights as a patient to you? 36.4

If yes to rights being explained, Could you understand the patient rights that had 
been explained to you?

97.6

Source: Measuring Consumer Experience Report 2016

Nearly one-third of respondents (33.6%) reported not knowing their rights as a patient, and just over 38% 
reported not being provided with information about rights. Almost two-thirds of respondents (63.6%) reported 
that staff had not explained their rights as a patient to them.

1.6.4 Staff awareness on patient rights and engagement

The principles of patient rights and engagement have been embedded in the SA Health Partnering with 
Consumers and Community online eLearning course. The course outlines patient and consumer centred care 
approach, which includes consumer’s right to comment and have a say in their health care decisions. This also 
has a sense of ownership over those decisions, and is more likely to have positive outcomes.

The online eLearning course ensures staff know what rights a patient has when accessing health care in South 
Australia, and to know how patient rights impact on their role to be able to partner with consumers to uphold 
their patient rights.

Picture 12: Partnering with Consumers online eLearning course screenshot
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2. Partnering with consumers

SA Health values the positive contributions consumers and the community 
are making to improve health service quality, equity and management. The 
importance of developing health systems and health services that are based on 
partnerships with patients, families, carers and consumers is reflected in national 
quality and accreditation frameworks4.

NSQHS Standard 2 Partnering with Consumers includes consumer partnership in service planning, designing 
care, service measurement and evaluation.

2.1 Consumer partnerships in service planning

The SA Health Partnering with Consumers and Community Advisory Group (PwC&CAG) was established in 
2013, and continues to work as the strategic committee for partnering with consumers. Work is underpinned by 
the:

 > Australian Safety and Quality Framework in Health Care

 > NSQHS Standard 1 – Governance for Safety and Quality in health service organisations in relation to 
complaints management (consumer feedback), patient rights and engagement and open disclosure

 > NSQHS Standard 2 – Partnering with Consumers

 > Australian Safety and Quality Goals for Health Care Goal 3 – Partnering with Consumers.

Representation on the PwC&CAG includes Health Consumers Alliance SA, Health and Community Services 
Complaints Commissioner, Consumers, Local Health Network (LHN) representatives, Drug and Alcohol Service 
(DASSA), SA Ambulance Service (SAAS) and SA Health representatives from Mental Health and Substance 
Abuse, Nursing and Midwifery Office, Service Development and Safety and Quality Unit.

Picture 13: SA Health Partnering with Consumers and Community Advisory Group

4     National Safety and Quality Health Service Standards (September 2011), Australian Commission on Safety and Quality in Health Care
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The role of the advisory group is to oversee the statewide coordination and monitoring of the whole of health 
strategy aim at standardisation across SA Health in relation to partnering with consumers, as described in the 
SA Health Framework for Active Partnership with Consumers and Community (the Framework) and Guide for 
engaging with consumers and the community which were released in 2013 (the Guide).

The Partnering with Consumers and Community Strategic Action Plan continues to work on:

 > measuring consumer experience

 > partnering with consumers and community online eLearning course

 > partnering with carers

 > consumer feedback

 > patient rights and engagement.

A ‘spotlight’ schedule continued in 2015-16 with presentations from LHN representatives showcasing how they 
engage with their local consumers and community in addressing Standard 2 Partnering with Consumers.

2.1.1  SA Consumer and Community Engagement Governance Model – Consumer and 
Community Advisory Groups

In 2015-16, the SA Health Consumer and Community Engagement Governance Model (see page 64) was 
developed as the governance model outlining the consumer and community advisory groups involved in  
service planning, designing care, measuring and evaluating health care services.  Groups include the:

 > Transforming Health Consumer and Community Engagement Committee

 > Health Advisory Councils (HACs)

 > Veteran’s Health Advisory Council (VHAC)

 > Partnering with Consumers and Community Advisory Group (PwC&CAG)

 > Mental Health Services Consumer/Carer Groups

 > Drug and Alcohol Service SA Community Advisory Council

 > SA Ambulance Service Community Advisory Committee

 > Local Health Networks Consumer and Community Advisory Committee/Groups.

In 2015-16, the Consumer Engagement Contacts for health sites information sheet was developed, outlining 
how consumers can be involved in a consumer group in their local area. The information sheet is available  
on the SA Health Consumer engagement and participation page on the SA Health website at  
www.sahealth.sa.gov.au.
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Diagram 2: Consumer and Community Engagement Governance Model – Consumer and Community 
Advisory Groups
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Picture 14: Central Adelaide LHN Consumer Advisory Council

Picture 15: Northern Adelaide LHN Consumer Advisory Group
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2.   Partnering with consumers

Picture 16: Southern Adelaide LHN Partnering with Consumers Advisory Group co-chair and two members

Picture 17: Women’s and Children’s Health Network (WCHN) Consumer and Community  
Partnering Council
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Picture 18: WCHN Youth Advisory Group

Picture 19: Mental Health Service Lived Experience Group
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2.   Partnering with consumers

2.1.2 Consumer and Community Advisory Committee/Group Guideline and Toolkit

In October 2015, the SA Health Consumer and Community Advisory Committee/Group Committee Guideline 
and Toolkit were released.

The guideline and toolkit is a practical tool to assist health care services to implement the SA Health A 
Framework for Active Partnership with Consumers and the Community and Guide for engaging with Consumers 
and the Community.

The guide is used across SA Health by staff to strengthen and improve the practice of consumer and community 
engagement processes. The accompanying tools assist staff who are responsible for the facilitation and 
management of health care services Consumer and Community Advisory Committee/Group (CACAC/CAG).

The guide outlines the principles for consumer engagement including partnership and engagement based on the 
International Association for Public Participation, IAP2 Spectrum. The five levels of engagement include; inform, 
consult, involve, collaborate and empower.

The toolkit outlines the recruitment, appointment and governance processes and provides examples of 
recruitment forms, appointment letters, code of conduct, agreement on confidentiality and conflict of interest, 
terms of reference, meeting agenda, minute templates, orientation/introduction guide, CACAC/CAG member 
and committee evaluation questionnaires.

2.1.3 Sitting fees and reimbursement for external individuals

SA Health is committed to engaging with consumers, the community and stakeholders. We want to bring 
the voices of communities and stakeholders into issues that are relevant to them. Sitting fees recognise 
the significant contributions made by external individuals that are not generally obtainable from SA Health 
employees. Reimbursement ensures that external individuals are not out of pocket as a result of their 
participation.

The SA Health Sitting fees and reimbursement for external individuals policy directive was released in October 
2015. The policy provides greater clarity and consistency of processes and supports SA Health in achieving the 
NSQHS Standard 2 Partnering with Consumers.
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2.1.4 Partnering with Consumers and Community online eLearning course

In November 2015, Safety and Quality Unit released the SA Health Partnering with Consumers and Community 
online eLearning course.

Partnering with Consumers and the Community is an introduction for all staff about their role in providing safe, 
quality health care, and engaging with consumers in their care and treatment.  It asks staff to reflect on their 
role when partnering with consumers to make sure that:

 > consumers are cared for in a way that is patient and consumer centred, so that they are engaged as partners 
in their own care, to the extent that they choose

 > health care organisations work in partnership with consumers and the community to shape, design, deliver, 
measure and evaluation the organisation and its services.

Videos and photographs are embedded in the course where consumers talk about their experiences in health 
care, and what they want from that experience. Themes emerging throughout include:

 > patient and consumer centred care principles and approaches

 > staff roles

 > consumer’s perspective

 > partnering with the consumer and their family

 > consumer feedback

 > patient rights and engagement

 > respecting and understanding the consumer

 > information and communication

 > shared decision making

 > consumer and community engagement.

Picture 20: Mr Keino story in the Emergency Department and the need for an interpreter
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2.   Partnering with consumers

Picture 21:  Shared decision making with Isabel and her parents

Picture 22:  Mrs Oliver story whilst attending an outpatient appointment with her daughter
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The online eLearning course provides learning and assessment opportunities and contributes to continuing 
professional development (CPD) points.

Access to the Partnering with Consumers and Community online eLearning course is available via the SA Health 
Safety and Quality intranet page.

2.1.5 Partnering with carers

The Carers Recognition Act 2005 requires all South Australian Government agencies to ensure that their 
organisation and its employees take action to reflect the principles of the Carers Charter in the provision of 
services to carers and the people they care for. South Australian Government portfolio Chief Executives are 
required to report annually on their progress.

In 2015-16, the Department for Health and Ageing’s progress in implementing the Carers Recognition Act 2005 
included:

 > In October 2015, during National Carers Week, SA Health released the Partnering with Carers Policy 
Directive. The policy recognises and supports carers and their roles specifically with regard to how carers 
interact with the South Australian public health system.

 > SA Health worked with Carers SA and Health Consumers Alliance SA to develop the new policy, in 
consultation with carers to reflect the priorities and needs of carers and establish principles and standards. 
A range of consultative methods were undertaken in developing the policy, including social media, and a 
World Café event – SA Health Carers Engagement Forum, which was held on 30 September 2014. The forum 
bought together carers from across SA to gather input on their priorities and what was important to them.

 > A Partnering with Carers web page has been established on the SA Health Safety and Quality website area. 
Resources being developed will be uploaded to this page.

 > Safety and Quality Unit meet with Carers SA on a quarterly basis and work collaboratively in partnership.

 > The SA Health Partnering with Carers Strategic Action Plan 2016-19 and framework have been established to 
achieve better outcomes.

 > The Strategic Action Plan oversees the state coordination and monitoring of the whole of health strategy 
which supports standardisation across SA Health in relation to partnering with carers and compliance of the 
SA Health Partnering with Carers Policy Directive.  

 > Areas of focus of the strategic action plan include carer consultations, community engagement forums and 
carer experience surveys.

 > A Partnering with Carers Communication Strategy is under development to include carer feedback/
complaints management, carer engagement and developing key messaging to raise staff awareness in 
relation to carers and family involvement in decision making.

 > Safety and Quality Unit will work with LHN representatives to implement the SA Health Partnering with 
Carers Policy Directive and Partnering with Carers Strategic Action Plan.

Further information is available on the Safety and Quality section of the SA Health website  
Partnering with Carers page at www.sahealth.sa.gov.au/safetyandquality. 
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2.   Partnering with consumers

2.2 Consumer partnership in designing care

2.2.1 Measuring consumer experience

The SA Consumer Experience Surveillance Survey (SACESS) continued in 2015, with a total of 2340 South 
Australians interviewed, who have stayed overnight in a metropolitan or country hospital to find out more about 
their experience. We ask them about all aspects of their stay – from how they were treated, their involvement in 
decision-making, care and treatment, and discharge information to hospital cleanliness and food quality.

Asking patients on their experiences supports efforts to place certain consumers at the focus of health care 
safety and quality improvements. Their responses are analysed to measure performance in three areas: 

 > ten core domains of care relating to consumer experience.

 > an SA Health Key Performance Indicator (KPI) ‘Involvement in care and treatment’

 > additional areas of care including hospital environment, consumer feedback, patient rights and engagement, 
open disclosure, Emergency Department, workforce, hand hygiene and facilities – cleanliness.

SA Health performed above the SA Health benchmark of 85, for six of these domains. SA’s public hospitals 
scores for the five domains ‘Treated with respect and dignity’, ‘Nurses’, ‘Cleanliness’, ‘Pain control’ and ‘Privacy’ 
were all above 90.

 > Treated with respect and dignity – 93.7

 > Doctors – 87.9

 > Nurses – 90.2

 > Cleanliness – 90.0

 > Pain control – 90.9

 > Privacy – 90.8

Four domains of care were below the SA Health benchmark of 85, ‘Consistency and coordinated care’, 
‘Involvement in decision-making’, ‘Food’ and ‘Discharge information’. 

The Measuring Consumer Experience Reports are available on the SA Health website at www.sahealth.sa.gov.au/
safetyandquality.

The report details the key findings and further analysis of the consumers’ experiences. Ongoing analysis of the 
consumers’ experience will ensure that the experience of health care continues to improve, and will ensure that 
we meet the best standards for our consumers.

In 2016, a Community version of the full Measuring Consumer Experience Report and Infographic will be 
released enabling the information to be provided in a more consumer friendly and easy to read format.
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Item 4: Measuring Consumer Experience Report and Community Report 2016
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Item 5: Measuring consumer experience infographic
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2.   Partnering with consumers

2.2.1.1 Domains of care

Measuring consumer experience is divided into ten domains of care and questions are asked about areas within 
each domain. The domains and questions were chosen because they provide a meaningful picture of consumer 
experiences with their care. The ten domains of care are:

1. consistency and coordination of care

2. treated with respect and dignity

3. involved in decision making

4. doctors

5. nurses

6. cleanliness

7. pain control

8. privacy

9. food

10. discharge information.

The domains of care are based on evidence-based national and international literature and draws heavily on 
work developed for the Picker Institute Europe’s ‘Principles of Patient-Centred Care’. The Picker Institute Europe 
are responsible for designing, validating and updating all patient experience.

The average of the responses to the group of questions from each domain is used to derive a mean score. A 
score of 85 is designated as the SA Health benchmark, in accordance with the Picker Institute score protocol:

 > 90 = above average

 > 85 = South Australian (SA) benchmark

 > 80 = average (reasonable level – room for improvement/being monitored)

 > 70 = below average (poor level – immediate action required).

The lowest mean score (69.7) was recorded for ‘food’, and the highest mean score (93.7) for ‘treated with 
respected and dignity’.

The Statewide Measuring Consumer Experience Strategic Action Plan has been developed to address the 
domains of care which scored under the SA Health benchmark, and includes the LHN action plans.

The domains of care, questions and means scores for 2014 and 2015 are listed in table 14.

Table 14: Summary of mean scores by core domains of care and questions 2014 and 2015

Picker core domains of care and actual questions 2014 2015

Consistency and coordination of care 79.1* 76.4*

Q14 How would you rate how well doctors and nurses worked together? 77.9* 75.1*

Q15
Sometimes in a hospital, a member of staff will say one thing and another will 
say something different. Did this happen to you?

80.3*# 77.4*#

Treated with respect and dignity 92.8 93.7

Q25 Did you feel you were treated with respect and dignity while in hospital? 92.8 93.7

Involved in decision making 78.6* 76.1*

Q18
Were you involved as much as you wanted to be in decisions about your care 
and treatment?

79.1* 74.3*

Q20 How much information about your condition or treatment was given to you? 78.8 79.1

Q37 Did you feel involved in decisions about your discharge from hospital? 77.7* 74.7*
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Picker core domains of care and actual questions 2014 2015

Doctors 88.0 87.9

Q29
When you had important questions to ask a doctor, did you get the answers you 
could understand?

84.2 84.3

Q31 Did you have confidence and trust in the doctors treating you? 91.0 90.5

Nurses 89.6 90.2

Q33
When you had important questions to ask a nurse, did you get the answers you 
could understand?

88.0 89.2

Q34 Did you have confidence and trust in the nurses treating you? 90.6 90.9

Q35 Did nurses talk in front of you like you weren’t there? 89.9# 90.2#

Cleanliness 90.3 90.0

Q5 In your opinion, how clean was the hospital room or ward you were in? 90.6* 89.5*

Q6 How clean were the toilets and bathroom that you used while in hospital? 87.8 87.1

Q34
As far as you know, did the doctors wash or clean their hands between 
touching patients?

91.7 93.5

Q35
As far as you know, did the nurses wash or clean their hands between touching 
patients?

93.6 94.6

Pain control 89.6 90.9

Q13 Do you think staff did everything they could to help control your pain? 89.6 90.9

Privacy 92.2* 90.8*

Q54 Were you given enough privacy when discussing your condition/treatment? 89.0* 86.4*

Q55 Were you given enough privacy when being examined or treated? 95.4 95.2

Food 67.6* 69.7*

Q9 How would you rate the hospital food? 59.3 58.9

Q10 Were you offered a choice of food? 77.2* 83.4*

Q11 Did you get enough help from staff to eat your meals? 60.3 54.6

Discharge information 69.8 70.5

Q40
Before you left hospital, were you given any written or printed information 
about what you should or should not do after leaving hospital?

62.8 62.9

Q41 Did staff tell you about danger signals to watch for after you went home? 67.3 68.5

Q42
Did the doctors or nurses give your family or someone close to you all the 
information they needed to help care for you?

71.5 73.7

Q43
Did staff tell you who to contact if you were if you were worried about your 
condition or treatment after you left hospital?

78.9 80.5

* indicates difference (p<0.05) between years   # No is the sought after response for this question 

Source: Measuring Consumer Experience Report 2016  
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2.   Partnering with consumers

Graph 9 demonstrates the average score for core domains of care relating to consumer experiences of overnight 
care in a South Australian metropolitan or country hospital.

Graph 9: Mean scores for the core domain of care (Picker Institute), SA overall, SACESS 2014 and 2015
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Source: Measuring Consumer Experience Report 2016

Four categories did not meet our benchmark, consistency and coordination of care, involvement in decision 
making, food and discharge information. Looking more closely in these areas helps us to find out why patients 
had a poor experience.

20% of patients though they weren’t getting enough information while in care, whilst 37% of patients weren’t 
given written information about what they should or shouldn’t do after leaving hospital. 36% of patients got 
mixed messages from staff, and only 40% of people reported always getting help from staff during meals.

These results are similar to those in our 2014 survey, with the same number of care domains above and 
below our benchmark. There were some differences within care domains. Food improved in 2015, and both 
consistency of care and involvement in decision making declined.
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2.2.1.2 Involvement in care and treatment

A set of five questions about the broad theme ‘involvement in care and treatment’ has been identified as a  
SA Health Key Performance Indicator (KPI). In 2015, the mean score for consumers of overnight hospital care for 
the overall involvement in care and treatment was 69.4 (se 0.6, 95% CI 68.3-70.5), which was below the  
SA Health benchmark of 85.

The mean score of this KPI represents the average of responses to the five questions listed below in table 15. 
Two of the five questions scored above the SA health benchmark, the remaining three were below 85, indicating 
room for improvement.

The measurement of consumer experience and questions relate to dietary needs, cultural or religious beliefs, 
access to an interpreter, understanding the risks, benefits and alternatives of recommended treatment, and right 
to have an opinion respected.

The questions and means score on consumer involvement in care and treatment are presented in table 15.

Table 15: Involvement in care and treatment, SA overall, SACESS 2014 and 2015

Key performance indicator and actual questions
Mean score

2014 2015

Involvement in care and treatment 70.8 69.4

Q8 Were you asked about your dietary needs when you arrived on the ward? 62.8* 58.7*

Q19
When you gave your consent for medical treatment, did you understand the risk, 
benefits and alternatives of recommended treatment?

90.8* 92.7*

Q26
Did anyone ask whether you had any cultural or religious beliefs that might affect 
the way you were treated in hospital?

35.1* 31.6*

Q27 If you needed one, did you have access to an interpreter? 64.1 76.2

Q28 Was your right to have an opinion respected? 85.1 85.6

* indicates difference (p<0.05) between years

Source: Measuring Consumer Experience Report 2016

Of those who could recall, 41.3% reported that they were not asked about their dietary needs either on the 
ward or at pre-admission. Just over 7% of respondents reported that they did not understand the risk, benefits 
and alternatives of recommended treatment during the consent process.

Almost 70% reported that there were not asked about their cultural or religious beliefs that may affect their 
treatment. Almost 25% of the respondents who needed an interpreter reported that they were not offered or 
could not access an interpreter. Almost 13% of respondents felt that their opinion was respected ‘sometimes’ or 
‘never’.

page 73Patient Safety Report  2015-2016



2.   Partnering with consumers

2.2.1.3 Hospital environment

The SA Health Same Gender Accommodation Policy, Guideline and Toolkit were released in November 2014. 
As a consequence, new questions were included in the survey in relation to hospital environment (same gender 
accommodation and hospital at night).

Table 16: Hospital environment and questions, SA overall, SACESS 2015

Hospital environment actual questions
Mean score

67.1

Q4
When you were first admitted to a bed on a ward, did you share a sleeping area, for 
example a room or bay, with patients of the opposite sex?

74.6

Q7 During this hospital stay, how often was the area around your room quiet at night? 58.7

Both questions are well below the SA Health benchmark of 85, with these key areas being monitored for 
improvement.

As reported in the Measuring Consumer Experience Report 2016, nearly 90% of patients said they would 
recommend the hospital to a relative or friend and almost 87% rated the overall quality of hospital care as ‘very 
good’ or ‘good’. Although people are often having a difficult time when they come to stay with us, their overall 
experience in hospital is positive.

At the end of the survey, patients were given the opportunity to speak freely about any issues with their hospital 
stay. About a third responded with satisfaction about the care they received during their hospital stay, and the 
remainder responded with dissatisfaction. These comments were analysed across several themes and overall, 
those who commented were most commonly positive about the coordination and integration of care; doctors 
and nurses; and physical comfort. Dissatisfied respondents were mostly negative about the physical comfort; 
transition; coordination and integration of care; respect for patient’s values, preferences and expressed needs; 
doctors and nurses.

The results of SACESS are used to guide policy development and help SA Health exceed its benchmark, and 
improve health outcomes for all South Australians.

SA Health encourages staff to use the Measuring Consumer Experience report to inform their professional 
development and highlights area where we are performing well and encourages development in key areas of 
improvement.

2.2.2 Strategies for improvement

The Measuring Consumer Experience Strategies for Improvement Report 2016-17 outlines key improvements 
which will be undertaken to address the domains of care under the SA Health benchmark of 85.

Local Health Networks (LHNs) were provided with an overall and individual hospitals report (greater than 50 
interviews). LHNs are asked to address the key performance indicators and domains of care areas that do 
not reach the SA Health benchmark of 85. An action plan and strategies for improvement are required to be 
developed. Qualitative reports on the satisfied and dissatisfied comments were also provided to the LHNs.

In 2015-16, areas of improvement in relation to access to interpreters and food include when asked, ‘If you 
needed one, did you have access to an interpreter?, significant improvement by over 26% has been reported 
across the state from 2013 to 2015 on patient access to an interpreter, and an increase of over 20% in a 
metropolitan hospital.
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Picture 23: Fresh approach to hospital food

	

Modbury Hospital launched a new-fresh food 
meal initiative to increase satisfaction among 
patients. ‘The cook-fresh process involves 
cooking and serving all meals the same day’. 
They have also refreshed their menu with 
additional meal options, with a focus on give 
long stay patients more choices. The new 
initiative demonstrated a 20% increase in 
satisfaction, with almost 90% of patients rating 
their meals as ‘excellent’ or ‘good’.

2.2.3 Measuring Consumer Experience Computer Assisted Personal Interview 

In 2015-16, a pilot was undertaken to capture consumer experience using mobile (hand held) devices.

The Measuring Consumer Experience Computer Assisted Personal Interview (MCE CAPI) pilot uses application/
patient feedback software developed in the United Kingdom. It is a unique, hand held survey tool which 
easily engages with children, and young people, non English speakers, visually impaired patients, patients 
with low levels of literacy, learning difficulties and certain challenging motor skills. Features include: animated 
engagement tools, multilingual options, instant largest text options and real time results5.

MCE CAPI enables SA Health to better understand the consumer and community needs in health care for all 
consumers including: Aboriginal and Torres Strait Islander (ATSI), Culturally and Linguistically Diverse (CALD), 
patients aged 16 years and under, maternity, mental health/lived experience, substance abuse, chemotherapy 
and renal dialysis episodes of care. 

Pilot sites include:

 > Haemodialysis surveys within the Central and Northern Adelaide Renal Transplant Service (CNARTS) at Royal 
Adelaide Hospital, The Queen Elizabeth Hospital, Hampstead Rehabilitation Centre and Lyell McEwin Hospital

 > Mental Health Services - National “Your Experience of Services” (YES) survey in Southern Adelaide LHN

 > Central Adelaide LHN – Emergency Department and Surgical services

 > Southern Adelaide LHN

 – Outpatients at Flinders Medical Centre, Noarlunga Health Service and Repatriation General Hospital

 – Intermediate Care Services

 – Rehabilitation Inpatient Wards at Repatriation General Hospital

 – Rehabilitation in the Home (RITHOM) – Patient and Carer Survey at Repatriation General Hospital

 > Palliative Care Services - Acute and Community setting

 > Vietnamese survey in Women’s and Babies Division, Women’s and Children’s Health Network

5    Oravio National Patient Toolkit http://www.orovia.com/patient/overview 
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Since the pilot commenced, over 900 consumers have been surveyed. The MCE CAPI pilot will continue 
throughout the state in 2016-17.

Picture 24: Rehabilitation inpatient participating in MCE CAPI pilot with volunteer
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CASE STUDY:  

Central and Northern Adelaide Renal Transplant Service Haemodialysis  
consumer experience
Consumer experience was identified as one of the eight key performance indicators by the Renal Clinical 
Network in 2013. Central Adelaide Local Health Network (CNARTS) wanted to pilot a consumer experience 
and expectation survey to be conducted in the Transplant Assessment Clinic with aim to roll out more 
broadly.

Key themes within the pilot looked at caring, kindness and timeliness of care. These were evidenced based 
questions obtained from the Picker Institute. The plan was to roll out to haemodialysis sites but there were 
issues with resources to collect and collate information from the 550 dialysis patients across CNARTS.

In late 2015, SA Health Safety and Quality Unit asked for sites to participate in the Measuring Consumer 
Experience Computer Assisted Personal Interview (MCE CAPI) pilot.

The Haemodialysis survey was developed for consumers receiving dialysis treatment, in consultation with 
clinicans, consumers and SA Health Safety and Quality Unit. Resources included questions developed by 
the Picker Institute and Australian Bureau of Statistics. 

The survey was undertaken from March to April 2016, with a CNARTS staff member coordinated the 
survey. Lyell McEwin Health Service and Royal Adelaide Hospital volunteer service assisted consumers with 
the survey to reduce bias from the process.

The volunteers were available to assist patients, at their request, to use the mobile device to enter the 
responses and comments, as most found it awkward to use the devices with only one arm available  
for use.

Consumer responses were uploaded in real time, and concerns or issues raised were managed via the units 
Clinical Services Coordinator (CSC), Clinical Practice Consultant (CPC) or relevant department.

A comprehensive report was presented and disseminated to all CNARTS staff and to the SA Health 
Partnering with Consumer and Community Advisory Group. Recommendations have been collated, tabled 
and actioned.

The survey was completed by 63% (138/220) of the total CNARTS consumer group.

98% of respondants stated they received very good care. The nocturnal program occupancy was 80% and 
now is 100% following the survey questions regarding location and times options.

Immediate feedback was provided to relevant Clinical Service Coordinator’s (CSC). The CSC’s subsequently 
followed up with specific consumer and relayed the outcome to the survey facilitator.  This feedback was 
reported at local multi disciplinary meetings.

In future, additional questions with ability to drill down to gain further insight to consumer’s issues and 
concerns, and to make available translators for non-English speaking people and engage Aboriginal and 
Torres Strait Islander people to assist with conducting the survey.
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2.2.4 Mental Health Service – Your Experience of Service ‘YES’

In 2015-16, Southern Adelaide Local Health Network (SALHN) partnered with Safety and Quality Unit to 
undertake the national mental health consumer experience of care survey “Your Experience of Service” – YES 
survey, as part of the MCE CAPI pilot. 

The YES Surveys were facilitated by the SALHN Mental Health Service (MHS) peer consultants in Margaret Tobin 
Centre, Southern Intermediate Care Centre, SALHN Mental Health Short Stay Unit (hard copy surveys given to 
consumers on discharge).

The primary aim and objectives of the MCE CAPI pilot within SALHN Mental Health Service was to:

 > utilise a mobile device that was made available by SA Health for piloting the national survey tool

 > have assistance from the SALHN MHS Peer Specialists and Consumer Consultants to facilitate the survey 
collection on the mobile device with consumers that were being discharged from SALHN MHS. The working 
group had felt the consumers would relate better to them and less pressured to write what they thought the 
organisation wanted to know, that this would assist the survey’s to be more realistic

 > the National Mental Health ‘YES’ Survey Questions was loaded directly onto the mobile device, making the 
survey interactive, with the ability for larger writing, symbols and generally more user friendly 

 > the survey tool was used to evaluate a three month experience of the mental health system within SALHN 
MHS.

Overall the system:

 > measures and monitors high quality, representative data on consumers experiences of health care and 
services, including satisfaction with care

 > identifies sub groups of consumers who are less or more satisfied with health care and services

 > identifies gaps and deficiencies as perceived by consumers about the quality of care and service provision

 > assists with SA Health moving to adopt and practice patient/consumer centred care6.

Feedback from Peer Specialists

“The survey was interactive, user friendly and easier to navigate.”

“On the whole the consumers wanted to take part in the survey.”

“The mobile device worked well.”

“The consumers seemed to enjoy taking part in the survey.”

“The consumers did not appear to struggle with the questions.”

“The survey appeared easy to understand and complete.”

All three Peer Specialists/Consumer Consultants thought that a dedicated computer to the National Consumer 
Experience Survey ‘YES’ could be set up permanently on the wards in a quiet corner where the consumers could 
access the survey three or four days before discharge and if they wanted assistance to fill it in they could book in 
an appointment with the Peer Specialists/Consumer Consultant who could then help them. The Peer Specialists/
Consumer Consultant thought the survey itself was good and would provide valuable feedback to the Mental 
Health Service.

Mental Health Services will provide an overview and feedback to the national group on South Australia’s 
participation in the YES survey.

In 2016-17, the MCE CAPI and YES survey will continue to be trialled in other LHN Mental Health Services.

6  SA Health Measuring Consumer Experience Computerised Assisted Personal Interview Proof of Concept and Methodology Report
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Picture 25:  Peer Specialists/Consumer Consultants who facilitated the YES surveys

2.2.5 Aboriginal and Torres Strait Islander consumers

In February 2016, the MCE CAPI Aboriginal and Torres Strait Islander (ATSI) work group was convened to 
review mechanisms and methodology for interviewing Aboriginal and Torres Strait Islander consumers and 
communities. 

Work group members include Aboriginal Health Council SA (AHCSA), SA Health Aboriginal Health Branch, 
Wardliparingga Aboriginal Research Unit within South Australian Health and Medical Research Institute 
(SAHMRI), Northern Adelaide and Southern Adelaide LHNs, Country Health SA LHN, Drug and Alcohol Services 
SA, Aboriginal and Torres Strait Islander consumer representative and SA Health Safety and Quality Unit.

SA Health is collaborating with Northern Territory Health to capture the experiences of SA and NT Aboriginal and 
Torres Strait Islander communities, in their own language.

The work group will identify mechanisms and methodology, top ATSI languages, requirements for translating 
questions into audio and/or written languages, settings including community, inpatient, outreach or remote 
areas, devices, facilitation processes, aboriginal maternal infant care (cultural considerations in birth and in care) 
and referral pathways.

The Northern Adelaide LHN Watto Purrunna Aboriginal Primary Health Care Service will survey consumers in 
2016-17.
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A statewide consumer experience survey, using a screen background specifically designed for Aboriginal and 
Torres Strait Islander people in South Australia will be undertaken in 2017-18.

Picture 26: Aboriginal and Torres Strait Islander consumer experience survey background

2.2.6 Culturally and Linguistically Diverse (CALD) consumers

2.2.6.1 CALD community forum on providing consumer feedback and understanding your  
rights in the health care setting

In October 2015, SA Health, through the Safety and Quality Unit, and in partnership with Multicultural 
Communities Council SA (MCCSA), and Seniors Information Services (SIS), undertook a culturally and 
linguistically diverse (CALD) community forum on providing consumer feedback, understanding your rights in 
the health care setting and consumer engagement.

Invitations were sent to well established, new and emerging communities, and community leaders.

The CALD community forum, held at Multicultural Communities Council SA, focussed on health literacy 
requirements for CALD consumers. SA Health asked participants how to provide information and resources 
which are appropriate for consumers with low literacy, how information should be designed and delivered so 
that they are easy to understand and to act on (ie print, audio visual, social media content). 

The focus group will be part of the development process with a target audience through an engagement 
strategy on consumer feedback and patient rights and engagement.

Twelve (12) participants attended the forum from Spain, Poland, Lebanon, Italy, Croatia, Korea, Muslim Women’s 
Association, Indonesia and Multicultural Communities Council SA (MCCSA).

Participants were invited to share their own individual experience and/or their communities experience with 
health services, including any issues and/or barriers.
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Picture 27: Participants at the CALD Community Forum

Further information is available on the Safety and Quality section of the SA Health website  
Partnering with cultural and linguistically divesre consumers page at www.sahealth.sa.gov.au/safetyandquality.
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2.2.6.2 Vietnamese community

In early 2016, the Women’s and Babies (WABS) Division at Women’s and Children’s 
Hospital undertook a survey of Vietnamese mothers. The national core patient 
experience questions were translated into written and audio formats, as part of the 
MCE CAPI pilot 

A consumer information sheet was also translated and provided patients/consumers 
with an overview of the survey and pilot in their own language.

A mobile device was used on site at the Women’s and Children’s Hospital, where 
patients/consumers were interviewed. An online survey was also developed as part 
of the pilot.

Patients/consumers were about aspects including their care and treatment, their 
involvement in decision-making, whether they felt treated with respect and dignity, 
and if they had access to an interpreter. Although a small number of respondents 
participated in the Vietnamese survey, generally positive feedback was received.

It is proposed that the Vietnamese survey be rolled out to other LHN’s, as part 
of the proposed 2016-17 statewide core patient experience CALD communities 
schedule.

In 2016-17, discussions are ongoing with Multicultural Communities Council SA to 
broaden the MCE CAPI to other CALD communities.       

2.2.6.3 CALD resources

Health literacy plays an important role in enabling effective partnerships. The health 
service is responsible for making it as easy as possible for patients, consumers, 
families and carers to access, understand, appraise and apply information to make 
effective decisions about health and health care and take appropriate action.

In 2015-16 culturally and linguistically diverse (CALD) resources were developed in 
consultation with Multicultural Communities Council SA (MCCSA). The resources 
were trialled and evaluated in outpatient and community settings. The resources 
ensure that CALD patients/consumers who do not speak English, or have a low  
level of English proficiency are respected, and their preferences and expressed  
needs will be met.

The CALD resources assist by making it easier for patients/consumers to request 
an interpreter, and help staff when arranging an interpreter, to ensure that the 
interpreter is provided in their preferred language and dialect.

Posters display country flags and languages, and asks the patient/consumer  
to: “Please indicate which language you speak and we will arrange an interpreter  
for you”. 

Instructions are available on the back of the guide, and have been developed for 
staff to use when they are unable to identify the language or dialect required.

Pakistan

South Korea

This resource was developed as part of the SA Health Partnering with Consumers and the 
Community Program. The content is adapted for use with the permission of the Interpreting  
and Translating Centre, Department for Communities and Social Inclusion, South Australia.

List of flags is based on the top 15 communities 
that accessed Women’s and Children’s Health 
Network sites in 2014 -15.

Kenya

Burma

Nepal

Zambia

Reviewed and endorsed by Multicultural Communities Council  
of SA (MCCSA), May 2016.

This resource was developed as part of the SA Health Partnering with Consumers and the 

Community Program. The content is adapted for use with the permission of the Interpreting 

and Translating Centre, Department for Communities and Social Inclusion, South Australia.

Reviewed and endorsed by Multicultural Communities Council 

of SA (MCCSA), May 2016.

List of flags is based on the top 20 communities 

that accessed SA Health sites in 2014 -15.

14078.3

Please arrange  
an interpreter

My preferred language and/or dialect is:

	

	

	

Item 6: CALD resources
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CALD resources include:

 > Do you need an interpreter?:posters

 – Poster 1 – Top 20 CALD communities accessing SA Health sites

 – Poster 2 – Top 15 new and emerging communities accessing Women’s and Children’s Health Network.

 > Interpreter card – my preferred language and dialect

 > National interpreter symbol poster

 > Guide to assist staff

The interpreter card enables the patient/consumer to identify their preferred language and dialect. Staff 
will complete the card, provide the card to patient/consumer to take home, and ensure that the patient 
administration systems reflect the patient’s interpreter needs.

In 2016-17, the CALD resources will be implemented statewide in all health services including main foyer 
entrances, reception areas, emergency departments, admission centre, outpatient departments, day surgery 
units and wards.

2.3 Consumer partnership in service measurement and evaluation

2.3.1 Patient Safety Report for Consumers and the Community 

The SA Patient Safety Report for Consumers and the Community was released in mid 2015. 

The Consumer and Community report is an executive summary of the full Patient Safety Report. The report 
covers areas in patient safety where SA Health has improved and areas where there is still work to be done,  
and provides a brief look at issues covered in the current Patient Safety Report.

The Consumer and Community Patient Safety Report provides information in a consumer friendly format, 
making it easier to read and understand.

The full Patient Safety Report and Consumer and  
Community Patient Safety Report are available on the  
SA Health Safety and Quality reports page.

Further information is available on the Safety and Quality  
section of the SA Health website  
Partnering with Consumers and the community page at  
www.sahealth.sa.gov.au/safetyandquality. 

	

Item 7: Patient Safety Consumer and 
Community Report
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3. Preventing and controlling healthcare associated 
infections

Infection prevention and control aims to reduce the incidence of healthcare 
associated infections and the development of resistant pathogens. This is 
accomplished by the isolation of patients with transmissible infections and by 
using standard and transmission-based precautions7.

NSQHS Standard 3 Preventing and controlling healthcare associated infections includes governance and 
systems for infection prevention, control and surveillance, infection prevention and control strategies, managing 
patients with infections or colonisations, antimicrobial stewardship, cleaning, disinfection and sterilisation and 
communicating with patients and carers.

3.1 Governance systems for infection prevention, control and surveillance

There have been some changes in the governance of healthcare associated infection in 2015-16 with the 
amalgamation of the activities of the SA Health Healthcare Associated Infection Advisory Group with those 
of the SA Infection Reference Group, which is administered by the Central Adelaide LHN. This group has 
representation from each of the LHNs, SA Health and SA Pathology. LHNs each have internal governance 
arrangements in place to review the effectiveness of their local Infection Prevention and Antimicrobial 
Stewardship programs.

The SA Health Infection Control Service of the Communicable Disease Control Branch continues with programs 
of work aimed at improving infection control in hospitals and monitoring the effectiveness of new interventions. 
These include:

 > surveillance of targeted healthcare associated infections and antibiotic usage in hospitals

 > promotion and implementation of best practice guidelines for infection prevention

 > promotion of best practice antimicrobial prescribing (antimicrobial stewardship).

The Service also coordinates the SA Health Expert Advisory Group on Antimicrobial Resistance (SAAGAR) and 
two consultative networks of infection control professionals with representatives from a variety of clinical 
settings across both public and private sectors.

3.1.1 Surveillance of healthcare associated infection

Surveillance is an important ongoing activity for monitoring the effectiveness of interventions aimed at 
preventing infections in hospitals and identifying targets for action. The SA Health Infection Control Service is 
responsible for the collection and analysis of various infection indicators. These currently include: healthcare 
associated bloodstream infections, central intravenous line-associated bloodstream infections, infections caused 
by multidrug-resistant organisms, targeted surgical site infections and Clostridium difficile infection (diarrhoea).

Healthcare associated bloodstream infection caused by Staphylococcus aureus has been a national indicator of 
quality of health care since June 2008, with a target of less than two infections per 10,000 patient days. South 
Australian public hospitals continue to perform well with this indicator, as shown in graph 10. The graph shows 
the total Staphylococcus aureus blood stream infections and the Staphylococcus aureus blood stream infections 
which are methicillin-resistant (MRSA). 

7    National Safety and Quality Health Service Standards (September 2011), Australian Commission on Safety and Quality in Health Care
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Graph 10: Healthcare associated Staphylococcus aureus bloodstream infection 2009-2016
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Source:  SA Health Healthcare Associated Infection Surveillance Program, Communicable Disease Control Branch

Methicillin-resistant Staphylococcus aureus (MRSA) is an important indicator organism for the control of 
multidrug-resistant organism transmission within the healthcare setting. Graph 11 shows that efforts to contain 
the spread of MRSA have been largely successful because, although the overall burden of MRSA has been 
increasing (this includes patients who have been admitted to hospital already colonised with the bacterium), the 
rate of new acquisitions has been declining, and the MRSA infection rate has remained relatively stable.

Graph 11: Healthcare associated methicillin-resistant Staphylococcus aureus (MRSA) rates 2009-16
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Source:  SA Health Healthcare Associated Infection Surveillance Program, Communicable Disease Control Branch

The incidence of infection caused by Multidrug-Resistant Gram-Negative organisms (MRGN), particularly the 
extended spectrum beta lactamase (ESBL)-producing E. coli and Enterobacter species, have increased in the last 
few years, although this has stabilised in the past three years (graph 12). The increasing trend has been noted 
worldwide and may represent increased community-associated acquisition of these organisms from exposure 
during travel to countries with high endemic rates of colonisation with these organisms as well as overuse of 
antibiotics. The stabilisation in the rate of infection with these organisms may represent a positive effect of good 
antimicrobial stewardship (see section 3.3).

page 87Patient Safety Report  2015-2016



Graph 12:   Healthcare associated Multi-Resistant Gram-Negative bacteria (MRGN) infection rates  
2009-2016
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3.2 Infection prevention and control strategies

SA Health supports the implementation of a number of simultaneous strategies aimed at the prevention of 
infection as a result of receiving health care in any setting, including both inpatient and outpatient care.

3.2.1 Promotion and implementation of best practice guidelines for infection prevention

SA Health has developed a number of policy directives, guidelines, fact sheets and tools to assist healthcare 
facilities in the provision of best practice care. New resources developed in 2015-16 include:

 > Healthcare Associated Infection Prevention policy directive

 > Management of patients with multi-resistant Gram-negative organisms (MRGN) guideline

 > Fact sheets and resources

 – Information on ESBL-producing microorganisms for health professionals

 – Consumer information on multi-resistant Gram-negative organisms

 – Consumer information on Clostridium difficile infection 

 – Consumer information on infection prevention

Detailed infection control information and links to these resources are available on the SA Health Infection 
Control web page at www.sahealth.sa.gov.au/infectionprevention.

3.2.2 Improving hand hygiene compliance

Hand hygiene is considered one of the most important infection prevention measures and the Department 
of Health and Ageing continues to support the national hand hygiene initiative by monitoring compliance 
and submitting data to Hand Hygiene Australia. South Australian hospitals with greater than 25 acute beds 
are required to submit data three times a year. SA Health facilities audit compliance against the World Health 
Organisation’s “5 moments for hand hygiene”, which represent the main opportunities for hand hygiene during 
clinical care. For more information on the five moments see http://www.hha.org.au/home/5-moments-for-hand-
hygiene.aspx  
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The overall state compliance with hand hygiene for this year to date is 80%, which is similar to that for 2014-
15 and slightly below the current national average of 83%. The state target for hand hygiene compliance was 
raised to 85% this year to provide incentive for continued improvement in this area.

Compliance rates stratified by moments one to five are presented in graph 13.  Moments one and two, (before 
patient contact) continue to have lower compliance than moments three, four (after patient contact) and five 
(after contact with the patient environment).

Graph 13: South Australia Hand Hygiene compliance rates by moment 2013-16
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3.2.3 Education and training

31 healthcare workers attended a one day basic infection control training workshop for infection control link 
nurses or champions in South Australian healthcare facilities, and 12 staff attended an introductory surveillance 
training workshop. A new introductory module on the principles of infection control for all health care staff is 
now available through a SA Health Infection Prevention and Control online eLearning course. Since April 2016, 
this module has been accessed by over 600 SA Health staff.
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Picture 28: The new online eLearning course instructs staff on the principles of infection  
prevention and control

Two other online eLearning courses launched in 2014-15 continue to be widely accessed, with more than 
6300 staff completing the Aseptic Technique course and over 4800 staff completing the Safe Use of Personal 
Protective Equipment (PPE) course.

3.3 Antimicrobial stewardship

Optimising the utilisation of antimicrobial agents in hospitals through safe and appropriate prescribing is a 
major strategy to prevent the development of multi-resistant organisms in healthcare facilities. Interventions that 
promote the appropriate use of antimicrobials are known collectively as antimicrobial stewardship (AMS).

NSQHS Standard 3 includes actions required of all hospitals in implementation of AMS. Hospitals are required to 
provide their clinical workforce access to current endorsed guidelines on antimicrobial usage, monitor their rates 
of antimicrobial use and continually improve the effectiveness of their AMS programs.

The Department assists hospitals to meet these standards in a number of ways:

 > A group of South Australian experts on antimicrobial usage (SAAGAR) provides guidelines for prescribing of 
these medicines for prevention and treatment of infections. These guidelines are regularly reviewed to ensure 
they reflect current best-practice. To view the latest guidelines visit the Antimicrobial Guidelines page of the 
SA Health website.

 > The National Antimicrobial Utilisation Surveillance Program (NAUSP), which is conducted on behalf of 
the Commonwealth through the Antimicrobial Use and Resistance in Australia (AURA) project, measures 
antimicrobial usage rates in over 160 hospitals including 20 South Australian hospitals. Aggregated South 
Australian usage rates are similar to the overall national rates. Graph 14 shows that SA usage rates have been 
similar to national rates over the past six years from 2010 to 2015.
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Graph 14: Total antibiotic usage rates in South Australian public hospitals compared to the national 
rates (all NAUSP-participating hospitals) 2010-15
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As part of AMS and good clinical practice, prescribers are encouraged to use broad spectrum antimicrobials 
carefully because overuse of broad-spectrum antibiotics can lead to emergence of resistance, and limited choices 
of effective and safe alternatives. Clinicians are encouraged to prescribe the narrowest spectrum antibiotic that is 
active against the bacterial pathogen causing infection. Usage data are analysed to detect changes in the relative 
usage of broad versus narrow spectrum antibiotics over time. Graph 15 illustrates that the percentage of broad 
spectrum antibiotics used in South Australian public hospitals decreased from 2012 to 2014, followed by a very 
small (1%) increase in 2015. 

Graph 15:  Broad spectrum antibiotic* use as a proportion of total antibiotic use in 19 SA public 
hospitals compared to the national rates 2010-15
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Broad spectrum antibiotics included in this analysis: aminoglycosides, antipseudomonal penicillin beta-lactamase inhibitor combinations, carbapenems, 
fluoroquinolones, glycopeptides, third & fourth generation cephalosporins & ceftaroline, colistin, daptomycin, linezolid, pristinamycin, and tigecycline
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3.   Preventing and controlling healthcare associated infections

To ensure broad spectrum antimicrobials are used appropriately, they have restrictions placed on the conditions 
for which they can be prescribed. One such class of restricted antibiotics is the carbapenems. Graph 16 shows 
usage rates of carbapenems in South Australian hospitals are lower than national rates, and the increase 
in usage rates observed between 2008 and 2013 has slowed. This is likely due to better compliance with 
recommendations and restrictions. 

Graph 16:  Use of a restricted class of antibiotics (carbapenems) in SA public hospitals compared to the 
national rates 2005-15
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4. Medication Safety

SA Health is committed to improving the safety and quality of medicines use to 
promote optimal patient outcomes through enhanced medicines management.

NSQHS Standard 4 Medication Safety includes governance and systems for medication safety, documentation 
of patient information, medication management processes, continuity of medication management and 
communicating with patients and carers.

4.1 Governance and systems for medication safety

SA Health has a robust governance structure aimed at improving the safety and quality of medicines use. At the 
state-wide level, this involves the peak advisory group on medicines, the South Australian Medicines Advisory 
Committee (SAMAC) and its sub groups. The subgroup SA Medication Safety Advisory Group (SAMSAG) is 
the principal group promoting the safe use of medicines. Local Health Networks have established internal 
governance arrangements for medication safety involving the Drug and Therapeutics Committees/Medication 
Safety Committees and Clinical Governance groups.

SAMSAG provides state-wide leadership and promotes action at the local level to reduce the potential for 
medication-related errors and harm. A key outcome is linkage of national and state agendas and priorities. 

Underpinning SA Health’s commitment to medication safety is the SA Health Medication Safety Program and 
its supporting work plan 2016-18. The program is aligned with the NSQHS Standards and is informed by state, 
national and international goals. It utilises a proactive systems approach to bring together a range of initiatives 
that focus on reducing risk of harm from medication incidents and errors; improving safety of the medication 
use processes; improving the effectiveness of medicines use; and improving continuity and efficiency of 
medication management.

4.1.1 Medication safety accreditation

A key part of the medication safety work plan is supporting health services in achieving accreditation to the 
NSQHS Standards. During 2015–16, many of the LHNs underwent organisational accreditation utilising the 
NSQHS Standards. Medication safety is a mandatory component of the standards. 

Some of the key focus areas included:

 > high risk medicines

 > safe storage/security of medicines

 > reported medication incident review with quality improvements

 > medication safety systems assessments with action plans for improvement

 > adverse drug reactions

 > ensuring continuity of medication management

 > communicating medicine information with consumers.

SA Health staff should be congratulated for their high commitment to significantly improve medication safety 
within their networks both in preparation for accreditation and on an ongoing basis. 

All SA Health services and Local Health Networks have now completed accreditation utilising the NSQHS 
Standards.
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4.1.2 SA Health medication safety web area

The Medication Safety section on the SA Health website www.sahealth.sa.gov.au/medicationsafety provides a 
number of resources and information on the medication safety program and initiatives including:

 > accreditation and standards

 > medication charts and audit materials

 > standardised medication terminology

 > labelling of medicines, fluids and lines

 > education and training

 > medication alerts and notices

 > high risk medicines

 > links to resources.

4.1.3 Medication incidents

Medication incidents are reported through the Safety Learning System (SLS) Incident Management module 
and are routinely reviewed at state and local levels to monitor patterns and identify potential areas for action. 
Medication related incidents were the second highest type of incident reported in 2015-16, equating to 21.9% 
(n=12033) of the total incidents reported in South Australia from 1 July 2015 to 30 June 2016. 

Tables 17 and 18 highlight the type of medication incident and the level of harm as measured by the total  
SAC 1 and SAC 2 incidents. As a percentage of medication doses prescribed or administered, the number  
of medication incidents reported continues to be low with the vast majority associated with little or no  
patient harm.

Table 17:  Number of medication incidents reported by year by level 2 classification and SAC 2015-16

Level 2 classification
SAC 

1
SAC 

2
SAC 

3
SAC 

4
UnSACd Total

Administration of a medicine 1 8 1795 4287 110 6201

Advice and information transfer 0 1 58 103 7 169

Monitoring or follow up of medicine use 0 1 79 193 5 278

Other medication error 0 0 139 673 13 825

Patient’s reaction to medication 0 4 75 95 5 179

Prescribing and ordering process 1 5 1287 1199 52 2544

Storage and accountability of medicines 0 2 127 497 36 662

Supply/dispensing of medicines 0 1 224 920 30 1175

Total 2 22 3784 7967 258 12033

Percentage % 0.0% 0.2% 31.4% 66.2% 2.1% 100%

Source: Safety Learning System
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4.   Medication safety

Table 18:  Top ten medication related incidents by level 3 classification and SAC 2015-16

Type of medication incidents
SAC 

1
SAC 

2
SAC 

3
SAC 

4
UnSACd Total

Other medication incident 0 3 498 2035 59 2595

Medication omitted 0 1 844 1628 37 2510

Medication not prescribed or charted 0 0 879 148 6 1033

Wrong dose 1 4 264 572 25 866

Wrong frequency 0 0 190 414 6 610

Wrong medicine 0 0 104 395 9 508

Invalid order 0 1 91 341 17 450

Delayed or not dispensed 0 0 85 265 8 358

Incorrect storage 0 1 42 199 12 254

Duplicate medication 0 0 73 172 5 250

Total 1 10 3070 6169 184 9434

Source: Safety Learning System

The Medication Safety Work Plan 2016-18 incorporates priority areas for action such as time critical medication 
omissions and continued work for high risk medicines with a focus on opioids and cytotoxics.

Graph 17: Top ten drugs reported in medication incidents 2015-16
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4.2 Documentation of patient information

4.2.1 National Pharmaceutical Benefits Scheme Hospital Medication Chart

The Australian Commission on Safety and Quality in Health Care (ACSQHC) developed and tested a national 
hospital medication chart suitable for prescribing, administration, claiming and supply of Pharmaceutical Benefits 
Scheme (PBS) and non-PBS medicines directly from the chart without the need for a separate prescription. 
The chart (PBS HMC) was approved for national use by the Council of Australian Government (COAG) Health 
Council in public and private hospitals from 1 July 2016.

4.3 Medication management processes

4.3.1 High risk medicines

High risk medicines are acknowledged as those medicines which cause an increased risk of harm when used 
in error. Mistakes may not necessarily be more common with these medicines however the consequences of 
an error can be more devastating. Safeguards to minimise opportunities for errors associated with high risk 
medicines are integral to patient safety. Ensuring health care staff are aware of the high risk medicines used in 
their practice and the safeguards in place is essential for safe management of high risk medicines. 

The Medication Safety NSQHS Standard 4 requires health care service organisations to implement systems to 
reduce the occurrence of medication incidents and improve the safety and quality of medicine use. The risks 
for storing, prescribing, dispensing and administration of high risk medicines should be regularly reviewed and 
action taken to reduce identified risks.

4.3.1.1 High risk medicines supporting resources

Information and resources for the safe management of high risk medicines provided by SA Health can be 
accessed via the High Risk Medicines web area and include the High Risk Medicines Management Policy Directive 
and Guideline. The policy and guideline aim to facilitate improved patient safety and minimisation of patient 
harm through the safe storage, prescribing, dispensing and administration of high risk medicines.

4.3.2 High risk medicines online eLearning courses

One of the features on the web area is the Medication Safety education and training web page, which provides 
a suite of SA Health Medication Safety online eLearning courses including:

 > ‘Labelling for Safety’, a course about the National Standards for User-applied Labelling of Injectable 
Medicines, Fluids and Lines

 > Introduction to High Risk Medicines

 > High Risk Medicines: Insulin

 > High Risk Medicines: Anticoagulants

 > There are also links to other online training courses on medication charts, quality use of medicines, continuity 
of care, continuity in medication management and medication safety.
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4.   Medication safety

Graph 18:  Medication Safety online eLearning courses statistics
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4.3.2.1 High Risk Medicines: Anticoagulants online eLearning course

The High Risk Medicines: Anticoagulants online eLearning course was released in October 2015. The course 
complements the High Risk Medicines Management Policy Directive and Guideline and other High Risk 
Medicines online eLearning courses with the following learning objectives:

 > explain what anticoagulants are

 > explain why anticoagulants are high risk medicines

 > recognise differences between anticoagulants

 > describe the signs and symptoms of bleeding

 > discuss common types of errors with anticoagulants and common contributing factors

 > identify key strategies to promote safe use of anticoagulants

 > describe resources and tools available to help in the safe management of anticoagulants.

There has been significant and consistent uptake by SA Health staff since the course was released.
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Picture 29: High Risk Medicines: Anticoagulants online eLearning course statistics

Picture 30: High Risk Medicines: Anticoagulants online eLearning course screenshot
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Picture 31: High Risk Medicines online eLearning course screenshot

Picture 32: High Risk Medicines: Anticoagulants online eLearning course screenshot
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4.3.2.2 ‘Labelling for Safety’ online eLearning course

The National Recommendations for User-applied Labelling of Injectable Medicines, Fluids and Lines was updated 
in 2015 and re-named The National Standard for User-applied labelling of Injectable Medicines, Fluids and Lines. 
The ‘Labelling for Safety’ online eLearning course was updated to reflect the changes which included:

 > labelling of locked catheters

 > colour coded pre-printed medicine labels for use on dedicated continuous infusion lines

 > labelling of liquid medicines for oral, enteral and inhalational use

 > labelling of non-injectable medicines and fluids prepared in the same area as injectable medicines, and colour 
coding with a red St Andrews Cross watermark.

More information is available on the SA Health Labelling medicines web page.

Picture 33: Labelling for Safety online eLearning course screenshot

page 101Patient Safety Report  2015-2016

http://www.sahealth.sa.gov.au/wps/wcm/connect/public+content/sa+health+internet/clinical+resources/clinical+topics/medicines+and+drugs/labelling+medicines/labelling+medicines


4.   Medication safety

Picture 34: Labelling for Safety online eLearning course screenshot

Picture 35:  Labelling for Safety online eLearning course screenshot
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4.3.3 Medication Safety Alerts/Notices

The Medicines and Technology Programs Branch disseminates Medication Safety Alerts and Notices as required 
to provide important safety information to healthcare professionals and services across the South Australian 
health system.

4.3.3.1 Medication Safety Alert – Medicines on the sterile field

In June 2016, a Medication Safety Alert – Medicines on the sterile field was issued to alert SA Health staff 
that there had been recent incidents reported whereby non–sterile containers of medicines have been placed 
onto the sterile field for surgical procedures. This had been due to confusion about whether the outside of the 
medicine container was sterile. Labelling of medicines used on the sterile field can lead to confusion regarding 
the sterility of the container as opposed to the sterile medicine and/or fluid contained within.

Health Services were requested to review current practice and confirm any actions taken were reported to  
SA Health.

Item 8: Medication Safety Alert – Medicines on the sterile field

 

A patient Safety 
Alert advises of 
safety matters 
needing immediate 
attention and 
mandatory action to 
address high risk 
safety problems. 

We recommend 
you inform: 

 Operating Theatres 
 Procedural suites 
 General Managers 
 Pharmacy Directors 
 Medical Directors 
 Nursing/Midwifery 

Directors 
 Drug & Therapeutic 

Committees 
 Medication safety 

Committees 
 Safety and Quality 

Units 
 Clinical Departmental 
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F: (08) 8463 5540 
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Medications on the sterile field 

Background 

There have been recent incidents reported whereby non-sterile containers of medications 
have been placed onto the sterile field for surgical procedures. This has been due to 
confusion about whether the outside of the medicine container was sterile.  
The placement of non-sterile medicine containers within the sterile field increases the risk of 
infection. 

For injectable products: 
o the medicine and/or fluid inside the primary container (ie the syringe, bag, vial  

ampoule) is sterile;  
o in most cases, the outside of the primary container, is NOT sterile; 
o any outer packaging e.g. covering bags are NOT sterile.  

 
Labelling of medicines used on the sterile field can lead to confusion regarding the sterility of 
the container as opposed to the sterile medicine and/or fluid contained within.   The following 
examples are provided for clarity around sterility of products. 

  
1. Sterile medicine or fluid  ONLY 

  

         

 

Confusion may occur when products are 
labelled as ‘sterile’ e.g.  

1a) Intravenous fluid bags  

 The outer plastic bag acts as a ‘cover’ to 
protect the inner bag and is NOT sterile. 

 The outside of the inner bag is NOT 
sterile. 

 The IV fluid or medicine inside the inner 
bag is sterile. 

 

 

 
1b) Pre–filled medicine syringes 

 The outer yellow bag acts as a ‘cover’ to 
protect the syringe and is NOT sterile.  

 The outside of the syringe is NOT sterile. 

 The contents of the syringe are sterile. 
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2. Sterile Contents and Primary Container  

 

 

 

 
Action required by health professionals 

1. Be aware of potential confusion with the wording ‘sterile’ on medicine and fluid labels 
which may refer to the internal contents and not the primary container or outer 
packaging.  

2. Unless the product is clearly labelled to indicate that the primary container is sterile – 
ALWAYS ASSUME IT IS NOT STERILE. 

3. Seek written advice from SA Pharmacy sites if there is uncertainty regarding the 
sterility of medicine or fluid containers that are intended for use within the sterile field. 

 
Action required by SA Health services 

1. Review current practice for all medicines and fluids placed onto sterile fields to assess 
the sterility of all containers. 

2. Ensure recommendations and actions are consistent across all sites/areas within Local 
Health Networks 

3. Ensure that all staff are aware of the risk associated with the use of non-sterile 
medicine containers on sterile fields. 

Notification of Compliance 
 
Safety Alert Broadcast System Officers are to: 
 
1. Immediately confirm receipt of this alert by email to SABS@health.sa.gov.au 

2. Circulate this information to all clinical areas and those recommended on this alert within 
24 hrs of receipt. 

3. Please ensure actions required by SA Health Services in this alert are confirmed and 
reported back via email to Carolyn.Field@sa.gov.au to be received by 22 June 2016. A 
reporting template has been issued with this alert.

Some products are specifically manufactured for 
use on sterile fields. These have labelling to indicate 
sterility of the primary container. 

e.g. Bupivacaine Injection 0.5% 
 The outer plastic packaging is NOT sterile.  

 The outside of the vial is sterile (until the outer 
plastic packaging is removed).  

 The contents of the vial are sterile. 

In this case, the vial may be placed into the sterile 
field once the outer plastic packaging has been 
removed. 
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4.   Medication safety

4.3.3.2  Medication Safety Notices – Therapeutic Goods Administration (TGA) are changing some 
medicine ingredient names

In April 2016, a medication safety notice was issued to notify SA Health staff that the TGA are updating some 
medicine ingredient names used in Australia to align the names used internationally. There are different types 
of changes from minor spelling changes to more significant names changes. There will be a four year transition 
period for the changes, from April 2016 to April 2020. 

Item 9: Medication Safety Notice – TGA are changing some medicine ingredient names

  TGA is Changing Some Medicine Ingredient Names 

Issued by Medicines & Technology Programs, SA Health, P:8204 1944, E: samac@health.sa.gov.au, April 2016 www.sahealth.sa.gov.au/medicationsafety 

 

 

In different countries, different names are used to describe the same medicinal ingredient. This can be confusing for Australian consumers and healthcare professionals who travel 
internationally, as well as other people like doctors who have trained overseas or people trying to access medicine information online. The TGA is updating some medicine ingredient names 
used in Australia to align with names used internationally. This has been done by a number of other countries over the years, including the United Kingdom in 2003 and New Zealand in 
2008. There will be a four year transition period for these changes, from April 2016 to April 2020. 
 
 

 

 

 
 

 

 

 

 

Examples of significant name changes – MUST be dual labelled 

Old name New name 
actinomycin D dactinomycin (actinomycin D) 
amethocaine hydrochloride tetracaine (amethocaine) hydrochloride 
benzhexol hydrochloride trihexyphenidyl (benzhexol) hydrochloride 
colaspase asparaginase (colaspase) 
cysteamine bitartrate mercaptamine (cysteamine) bitartrate 
dothiepin hydrochloride dosulepin (dothiepin) hydrochloride 
eformoterol Formoterol (eformoterol) 
frusemide furosemide (frusemide) 
glycopyrrolate glycopyrronium bromide (glycopyrrolate) 
hydroxyurea hydroxycarbamide (hydroxyurea) 
lignocaine lidocaine (lignocaine) 
oxpentifylline pentoxifylline (oxpentifylline) 
phenobarbitone phenobarbital (phenobarbitone) 
procaine penicillin procaine benzylpenicillin (procaine penicillin) 
salcatonin calcitonin salmon (salcatonin) 
tetracosactrin tetracosactide (tetracosactrin) 
trimeprazine tartrate alimemazine (trimeprazine) tartrate 
Examples of other significant name changes – dual labelling NOT required 
chlorbutol chlorobutanol hemihydrate 
chlorpheniramine maleate chlorphenamine maleate 
hexamine hippurate methenamine hippurate 
maldison malathion 

Examples of minor name 

changes – dual labelling NOT 

required 

Old name New name 

amoxycillin amoxicillin 

beclomethasone 

diproprionate 

beclometasone 

diproprionate 

cephalexin cefalexin 

cephazolin cefazolin 

cyclosporin ciclosporin 

chlorthalidone chlortalidone 

clomiphene clomifene 

cholecalciferol colecalciferol 

cholestyramine colestyramine 

oestrogens -  
conjugated 

conjugated 

estrogens 

dimethicone dimeticone 

oestradiol/ 

oestriol 

estradiol/ 

estriol 

flumethasone flumetasone 

flupenthixol flupentixol 

indomethacin indometacin 

pericyazine periciazine 

thioguanine tioguanine 

Adrenaline and Noradrenaline* 
Old name New name 
  
adrenaline adrenaline (epinephrine) 
adrenaline acid tartrate adrenaline (epinephrine) acid 

tartrate 
adrenaline acid tartrate 
(epinephrine acid tartrate) 

adrenaline (epinephrine) acid 
tartrate 

adrenaline hydrochloride adrenaline (epinephrine) 
hydrochloride 

noradrenaline acid tartrate noradrenaline 
(norepinephrine) acid tartrate 
monohydrate 

This reference includes examples of some of the medicine names that are changing. It does NOT include all the names that are changing. A full list of medicine ingredient names that are 
changing is available on the TGA website: List of affected ingredients 

*Adrenaline and noradrenaline will remain as the 
approved names in Australia.  
Instead labels of medicines containing adrenaline or 
noradrenaline will include the relevant international name 
(epinephrine and norepinephrine, respectively) in brackets 
after the ingredient name indefinitely. 

 

 

A medication Safety 
Notice strongly 
advises the 
implementation of 
particular 
recommendation or 
solutions to improve 
quality and safety. 

We recommend 
you inform: 
 Clinical Directors 
 Clinical Governance 
 Directors of Nursing 
 Directors of Pharmacy 
 Drug & Therapeutics 

Committees 
 Heads of Unit 
 Medical Directors 
 Medication Safety 

Committees 
 Safety and Quality Units 

Contact details: 
T: (08)8204 1944   
E : samac@health.sa.gov.au 
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April 2016 

TGA Are Changing Some Medicine Ingredient Names 
In different countries, different names may be used to describe the same medicinal 
ingredient. This can be confusing for Australian consumers and healthcare professionals who 
travel internationally, as well as other people like doctors who have trained overseas or 
people trying to access medicine information online. The use of globally recognised names 
supports communication and exchange of information among health professionals and 
scientists worldwide.  
The TGA is updating some medicine ingredient names used in Australia to align with names 
used internationally. This has already been done by a number of other countries, including 
the United Kingdom in 2003 and New Zealand in 2008.  

 

 

 

When will we begin to see the changes? 
There will be a four year transition period for the changes, from April 2016 to April 2020. 
The new medicine ingredient names and dual labelling will gradually start to appear on 
product packs, in product information, consumer medicine information leaflets, references 
and computer software.   
SA Health will provide updates and further information as it becomes available. SA Health is 
currently finalising high level action plans and timeframes for implementation with key local 
stakeholders, including those responsible for electronic systems such as EPAS, OACIS, SLS 
and iPharmacy.  

What types of changes are the TGA making? 
There are different types of changes from minor spelling changes to more significant name 
changes. 

Significant changes requiring dual labelling 
Some ingredient name changes are significant, and products containing these medicine 
ingredients will need to include both the new and old ingredient names (dual labelling) for the 
four year transition period PLUS a further three years after this (until 2023).   
For example: 

 old name: frusemide 
 new name: furosemide (frusemide)  

Adrenaline and Noradrenaline 
Adrenaline and noradrenaline will remain as approved names in Australia. Instead medicines 
containing adrenaline or noradrenaline will include the international name (epinephrine and 
norepinephrine, respectively) in brackets after the ingredient name. Find out more at: 
Changes to adrenaline and noradrenaline labels 

Other significant changes 
There are some name changes that are significant, but do not require dual labelling.  
For example:  

 old name: insulin – human 
 new name: insulin 

Not all medicine ingredient names are changing. A full list of changes is available on the 
TGA website: List of affected ingredients 
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Minor Changes 
There are a number of minor changes including minor spelling changes, changes to salt 
names and hydration. 
Examples of minor spelling changes: 
 
 
 
 
 
See the attached tables for more examples of the TGA medicine ingredient name 
changes. 
Action required by SA Health staff: 

 Be aware that some medicine ingredient names will be changing and where to find 
more information. 

 Look out for further updates about specific medicines and system changes as they 
become available. 

 Take care when prescribing, administering and dispensing medicines to ensure that 
the right product is selected. Remember to check for the new name if you cannot find 
the medicine name you are looking for. 

 Alert patients and carers if the name on the prescription, dispensing label or 
container has changed. Reassure patients that only the name of the ingredient has 
changed and there is no change to the medicine’s formulation, quality, safety or 
efficacy. 

Action required by SA Health services: 
Ensure systems are in place to highlight to employees how to access information about the 
TGA ingredient name changes. 

Consider processes necessary to support awareness, education and local implementation of 
the changes.  This would include consideration of all protocols and related document; storage 
areas and local electronic systems. 

Where can you find out more information? 
SA Health is supporting communication about the name changes and their implementation 
into local systems. 

Currently any information received from the TGA is shared with key stakeholders, to 
determine the approach to implementation.  

Updates and new information will be provided as they become available. Support tools will be 
provided, e.g. the attached lists of examples of the changes. 

Clinical resources such as MIMS and Therapeutic Guidelines will update the medicine 
ingredient names they occur. Familiarity with the expected name changes will help mitigate 
any potential problem with accessing information around these medications.  

 TGA website: https://www.tga.gov.au/updating-medicine-ingredient-names 

 SA Health Medication Safety webpage: SA Health Medication Safety 

“ph” changing to “f” 
old name: cephazolin 
new name: cefazolin 

“y” changing to “i” 
old name: amoxycillin 

new name:  amoxicillin 
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4.3.3.3  Glyceryl trinitrate tablets (Anginine® and Lycinate®)

In response to the TGA  issuing a safety notice regarding reports that glyceryl trinitrate (GTN) tablets were taking 
longer than expected to dissolve under patient’s tongues and may led to patients not receiving adequate or 
timely therapy, a notice was issued in June 2016 alerting SA Health staff.

Item 10: Medication Safety Notice – Glyceryl trinitrate tablets (Anginine® and Lycinate®)

Item 11: Medication Safety Notice – Ceftriaxone – cluster of reported reactions

Ceftriaxone – cluster of reported severe reactions

SA Health staff were alerted in June 2016 of a cluster of cases 
reported to the Clinical Excellence Commission (CEC) in NSW 
involving significant patient reactions to ceftriaxone. Patients affected 
had no previous allergies/reactions and occurred within minutes of 
administration. Health Services were reminded to ensure systems 
were in place to comply with the SA Health Preventing Adverse Drug 
Events Policy Directive.

Medication safety alerts and notices are available on the Medication 
Alerts page on the SA Health website www.sahealth.sa.gov.au 

 

A patient Safety 
Notice strongly 
advises the 
implementation of 
particular 
recommendations or 
solutions to improve 
quality and safety. 

We recommend 
you inform: 
 General Managers 
 Pharmacy Directors 
 Medical Directors 
 Clinical Directors 
 Nursing/Midwifery 

Directors 
 Cardiology/Coronary 

Care Units 
 Drug and 

Therapeutics 
Committees 

 Medication Safety 
Committees 

 Safety and Quality 
Units 

 Clinical Governance 

Contact details: 
T: (08) 8204 1944   
F: (08) 82266235 

 

Medication Safety Notice 
 
 
 

No. SA 03/ 16    page 1 of 1 
Issued by Medicines and Technology Programs, SA Health 

www.sahealth.sa.gov.au/medicationsafety 
 

June 2016 

Glyceryl trinitrate tablets (Anginine® and Lycinate®)  
 The Therapeutic Goods Administration (TGA) has issued a safety advisory for 

consumers and health professionals regarding reports that glyceryl trinitrate 
(GTN) tablets sold in Australia under the brand names Anginine® and Lycinate®  

o Are taking longer than expected to dissolve under patient’s tongues, and 
can be difficult to break in half. 

o May lead to patients not receiving adequate or timely therapy, and may 
impact patient safety. 

 Reports to the TGA have only indicated issues with the NEW FORMULATION 
of both Anginine® and Lycinate® (circular tablet). 

 Products have not been recalled at this time, although the TGA is investigating 
reported issues. 

 Spray - based GTN, marketed as Nitrolingual® Pump Spray is not affected.   
Action required by Health professionals 

1. Be aware of potential issues with GTN tablets taking longer than expected to 
dissolve under patient’s tongues. Ensure patients are closely monitored.   

2. To assist with the tablet dissolving, patients may be instructed to drink a mouthful 
of water before putting the GTN tablet under their tongue. 

3. Spray - based GTN (Nitrolingual® Pump Spray) may be used as an alternative 
treatment according to local protocols.  (Note: Nitrolingual® is single patient use 
only). 

4. Ensure patients are counselled on the appropriate use of GTN tablets, and are 
aware of how to use the products; particularly those patients changing to the new 
formulation.  

5. Pill cutters may assist with breaking tablets                
6. Report any patient safety issues with the use of GTN tablets to both the Safety 

Learning System (SLS) and the Therapeutic Goods Administration (TGA). 

Action required by SA Health services 
1. Disseminate this notice to health professionals.   
2. Determine local approach in conjunction with Cardiology. 

Resources 
1. TGA Safety Advisory: Glyceryl trinitrate tablets (Anginine and Lycinate) 
2. For further information please contact Carolyn Field   Carolyn.field@sa.gov.au, ph: 82266235. 

 

A patient Safety 
Notice strongly 
advises the 
implementation of 
particular 
recommendations or 
solutions to improve 
quality and safety. 

We recommend 
you inform: 

 Chief Executives  
 General Managers 
 Infectious Diseases 
 Clinical 

Immunology 
 Directors of 

Pharmacy 
 Medical Directors 
 Nursing/Midwifery 

Directors 
 Safety and Quality 

Directors 
 Clinical Directors 
 Medical Officers 
 Pharmacists 
 Nurses/Midwives 

Contact details: 
T: (08) 8204 1944  

F: (08) 82266235 

 

Medication Safety Notice 
 
 
 
 

Medication Safety Notice No. SA 02 / 16    page 1 of 1 
Issued by Medicines and Technology Programs, SA Health 

www.sahealth.sa.gov.au/medicationsafety 
 

June 2016 

 Ceftriaxone – cluster of reported severe reactions 
 The Clinical Excellence Commission (CEC) in NSW has had a cluster of cases 

reported involving significant reactions to ceftriaxone.  
 Patients affected have had no record of previous allergies/reactions, and the 

reactions occurred within minutes of administration.  
 The reported cases may be the result of hypersensitivity/anaphylactic reactions 

and their occurrence in a cluster has raised concerns.   

  
Action required by SA Health professionals: 
1. The recent reported cases are isolated incidents, and this DOES NOT MEAN 

that ceftriaxone should be avoided if clinically indicated.  
 

2. Should patients experience a reaction to ceftriaxone, local anaphylaxis guidelines 
should be followed. Clinical Immunology/Infectious Diseases should be contacted 
as required for ongoing optimal patient treatment advice.  
 

3. Ensure documented information about previous and new ADR’s is available and 
checked at all points in care – including prescribing, dispensing and 
administration. 
 

4. Known previous reactions to penicillin should be carefully considered when 
prescribing ceftriaxone.  Refer to SA Health fact sheet: Penicillin Allergy, and 
seek advice from Infectious Diseases/ Clinical Immunology if required. 
 

5.  If an adverse reaction is observed it should be reported to Safety Learning 
System (SLS) and the Therapeutic Goods Administration (TGA). 

 
 

Action Required by SA Health Services: 
 
1. Health Services should have systems are in place to comply with the SA Health 

Policy Directive - Preventing Adverse Drug Events 
 

 

 Additional Resources 
1. Policy GUIDELINE - Preventing Adverse Drug Events 
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4.   Medication safety

4.3.4 Safe Handling of cytotoxic drugs and related waste

SA Health released the second edition of ‘Safe Handling: Cytotoxic Drugs and Related Waste – a Risk 
Management Guide for South Australian Health Services’ in December 2015. The guide aims to support  
SA Health Local Health Networks, Health Services, Business Units and health workers to better understand safe 
handling and risk management requirements for cytotoxic drugs and related waste to enable the development 
and implementation of safe work practices. The SA Health Handling of Hazardous Drugs (including Cytotoxic 
Drugs) and related waste in South Australian Health Services Policy Directive and the Guide are available on the 
SA Health Hazardous drugs web page at www.sahealth.sa.gov.au/hazardousdrugs.

Item 12:  Safe Handling: Cytotoxic Drugs and Related Waste – a Risk Management Guide for  
South Australian Health Services
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4.4 Continuity of medication management

4.4.1 Prescribing guidelines for the pharmacological management of symptoms for adults 
in the last days of life

Many people who die in Australia receive their end-of-life care in acute hospitals. Most are elderly with advanced 
chronic illnesses and are managed by the relevant specialty or general clinicians. Only very few patients are 
referred to specialist palliative services for terminal care.

To assist clinicians, who are not palliative care specialists, provide timely and appropriate management of 
symptoms at the end-of-life, SA Health developed readily accessible guidelines:

 > ‘Pharmacological Management of Symptoms for Adults in the Last Days of Life Clinical Guideline’.

 > A two-page summary of key information and prescribing recommendations – ‘Prescribing Guideline for the 
Pharmacological Management of Symptoms for Adults in the Last Days of Life’.

 > Medication Cessation for Adults in the Last Days of Life’ fact sheet.

The guidelines are complementary to the Advance Care Directives Act 2013 (SA), as well as the standardised 
model of practice for resuscitation and care planning decisions, the Resuscitation Plan 7 Step Pathway.

The aims of the guidelines are to:

 > support best practice by implementing statewide prescribing guidelines for the pharmacological management 
of distressing symptoms occurring in adults in the last days of life

 > promote critical thinking about medicine use in individual patients

 > promote awareness of the role of each member of the health care team and the importance of working 
together to provide good patient outcomes.

The Prescribing guidelines for the pharmacological management of symptoms for adults in the last days of life 
are is available on the SA Health Medicines and drugs website at www.sahealth.sa.gov.au. 

Item 13: Two-page prescribing guidelines for the pharmacological management of symptoms for 
adults in the last days of life
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4.   Medication safety

CASE STUDY:  

WCHN Medication Safety program “met with Merit” achievement for  
2016 organisational accreditation
The Women’s and Children’s Health Network (WCHN) Medication Safety program was assessed in 
Febuary 2016 during the WCHN organisational accreditation survey utilising the NSQHS Standards – 
Standard 4 Medication Safety.

The intention of Standard 4 is to ensure competent clinicians safely prescribe, dispense and administer 
appropiate medicines to informed patients and carers.

The WCHN medication safety program has continued to evolve over the past nine years with significant 
advancements with staff and clinician engagement. Clinical staff proudly discussed with accreditors 
medication safety improvements and system wide enhancments, at both local and organisational levels.

Met with Merit was awarded for seven criteria within Standard 4 for medication safety at the WCHN.

Accreditors reported medication safety was demonstrated across the organisation, including active 
participation from all clinical professionals medical, pharmacy and nursing/midwifery with a positive 
culture for safe medication management across the network including sites external to the hospital.

Criterion - Governance and systems for medication safety

WCHN medication safety program has evolved and improved to demonstrate:
 > governance structure – report/escalate medication safety risk to executive level

 > leading role with National and State medication safety groups

 > monitoring of quality improvements

 > continued use of Medication Safety Assessment tool – demonstrating a higher overall local score and 
higher than national average scores for system improvements over time with each assessment

 > development of a medication assessment tool for sites external to hospital with action plans – to 
assess the unique medication requirements and safety for non acute services external to the Women’s 
and Children’s Hospital

 > active medication safety risk identification, management and monitoring process

 > strong culture for incident reporting, trending analysis and investigation at all levels of the 
organisation.
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Criterion: Medication management processes

The WCHN high risk medicine education program has been reviewed, evaluated and reformed to include:

 > use and extension of the SA Health High Risk Medicine list (APINCH) to include 

 –  E: epidural/intrathecal agents(to include specific requirements for obstetrics) 

 –  N: neuromuscular blockers

 > WCHN High Risk Medicine (APINCHEN) Clinical alert and education program for all wards  
within the hospital

 > implementation of the SA Health High Risk Medicine toolkits within orientation and ward  
education programs.

 > ward medicine imprest and medication chart identification

 > additional checking steps

 > incident anaylsis and organisational data trending and reporting

 > Opiod Safety safety program

 > satellite Paediatric Oncology/Haematology pharmacy

 > high compliance with national standard for user applied labelling 

 > potassium and insulin surveillance program.
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4.   Medication safety

CASE STUDY:  

Medication Safety in SA Ambulance Service (SAAS)  
NSQHS Standard 4 – adoption by an Ambulance Service
Ambulance services must have good governance and systems when paramedics administer medicines to its 
patients. By virtue of the emergency nature of patient care delivered by paramedics, often these medicines 
are high-risk and drug administration can take place in high-stress settings where the physical environment 
is challenging. As part of a service-wide adoption of the NSQHS Standards, the South Australian 
Ambulance Service (SAAS) is the very first Australian State ambulance jurisdiction to seek accreditation in 
the Standards. Specifically, this project describes work towards accreditation for Standard 4, Medication 
safety.

SAAS staff and external subject matter expert representatives from SA Health including pharmacists, 
nurses, paramedics and ED physicians were involved in this project.

A Drugs and Therapeutics Committee (DTC) was established at SAAS to provide operational governance 
for medication-related activities undertaken within SAAS. Given certain synergies this DTC also provides 
governance for blood and blood-products used by SAAS clinicians. SAAS’s DTC has overall responsibility for 
seeking accreditation for NSQHS Standard 4 and Standard 7 with SAAS becoming the very first ambulance 
jurisdiction in Australia to seek accreditation against all ten NSQHS Standards.

Medication safety issues being tackled as part of our work towards NSQHS standards accreditation include 
familiar themes explored by hospitals and clinics around developing robust governance and processes for 
each element of the medication management cycle. However, there are additional challenging and unique 
aspects to pre-hospital patient care that are not easily transplanted from the hospital or clinic. For example, 
the pre-hospital environment can be temperature-hostile and thermal challenges to stored medicines need 
to be accounted for; SAAS’s DTC is in the process of developing validated procedures for the handling 
of medicines, including high-risk entities, that are compliant with legislative  regulations and align with 
best-practice pharmacotherapeutic guidelines. Other challenging elements in the pre-hospital setting 
include recording patient medication history in high-stress settings, transportation of patient medications  
(including drugs of dependence) between disparate sites and drug administration of emergency medicines 
in sub-optimal ambient environments. These sorts of challenges are also faced by paramedics working in 
other jurisdictions and as the first Australian service to seek accrediiation we will be obvious role-models 
and points of reference for all the other State and private-sector ambulance services. Additonally, our 
engagement in the NSQHSS accreditation process will guide the Australian Commission on Safety and 
Quality in Health Care and its auditors in developing new standards that accurately reflect patient care in 
the pre-hospital sector.

We are also working with other State ambulance jursidictions to identify common themes and notable 
sentinel events where medication safety standards have been breached. Furthermore, we are actively 
working to make ambulance pharmacotherapy safer for patients by developing ambulance-specific 
formulations of a range of medicines including fentanyl and ketamine.
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Picture 36:  NSQHSS project sponser and representative members of SAAS’s Drug and Therapeutics 
Committee

From left, Carolyn Field (Advanced Medication Safety Consultant, SA Pharmacy and WCHN), Keith Driscoll (NSQHS 
Project Sponsor and Executive Director, Patient Safety and Quality, SAAS), Dr Peter Hayball (Senior Pharmacist, SAAS 
and SA Pharmacy) and Richard Larsen (Operations Manager, Patient Safety & Quality, SAAS).
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5. Patient identification

Safe, high quality health care can only be provided to patients if they are 
correctly identified and matched to their intended care.

The SA Health Patient Identification Policy and Guideline promotes a uniform approach to patient identification 
across SA Health. The principles within these documents are consistent with the NSQHS Standard 5 – Patient 
identification and procedure matching8 which requires that:

 > at least three approved patient identifiers are used when providing care, therapy or services

 > whenever possible these should be the three nationally agreed core patient identifiers (name, date of birth 
and medical record number).

Patient identification provides a positive method of: 

 > linking a patient to their medical record, treatment, diagnostic procedure and any other patient related 
activity, including filing of patient clinical results

 > linking a baby to its mother during its birth admission

 > minimising the possibility of identifying data be ing inappropriately transferred from one patient to another

 > linking patients to relevant items such as medications, blood and pathology samples.

SA Health continues to work towards en suring that health service organisations have explicit processes to 
correctly match patients with their intended care, and that these processes are consistently integrated into 
routine practice. 

In addition, these processes should be evaluated for their effectiveness in achieving the objective of correctly 
identifying patients at any point and time during an admission or course of treatment.  

All staff are encouraged to report all patient identification incidents or near misses into the Safety Learning 
System. This information is then used to evaluate the effectiveness of patient identification and matching 
processes and facilitate both local and system wide improvements.

5.1 Patient identification incidents

Of the 676 incidents reported in 2015-16 only four were rated as SAC 2, meaning that there was harm to  
a patient. 

Table 19: Patient Identification incidents 2015-16

Patient ID SAC 1 SAC 2 SAC 3 SAC 4 Un SACd Total

Diagnostic images/specimens - 
mislabelled/unlabelled

0 0 42 71 0 113

Healthcare record/card - mislabelled 0 0 9 35 1 45

Patient incorrectly identified 0 1 70 211 4 286

Test results/reports - mislabelled 0 0 4 21 1 26

Wrong body part/side/site 0 0 1 4 1 6

Wrong patient 0 3 48 145 4 200

Total 0 4 174 487 11 676

Source: Safety Learning System

Further information about patient identification is available on the Patient Identification web page at  
www.sahealth.sa.gov.au/safetyandquality.

Additional information is also available on the ACSQHC website patient identification page at  
www.safetyandquality.gov.au/our-work/patient-identification.

8      National Safety and Quality Health Service Standards (September 2012), Australian Commission on Safety and Quality in Health Care
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6. Clinical handover

The aim of any clinical handover is to achieve the efficient communication of 
high-quality clinical information to enable continuity of appropriate care when 
the responsibility for patient care is transferred.  

NSQHS Standard 6 Clinical Handover includes governance and leadership for effective clinical handover, 
structured clinical handover processes, and patient and carer involvement in clinical handover.

 > Clinical handover is defined as the transfer of professional responsibility and accountability for some or all 
aspects of care for a patient, or group of patients, to another person or professional group on a temporary or 
permanent basis9.

 > The use of a structured process for clinical handover has been shown to improve the safety of patient care 
because:

 > critical information is more likely to be transferred accurately and acted upon in a timely fashion

 > all participants know the purpose of the handover and the information that they are required to know and 
communicate

 > interdisciplinary teamwork and shared learning are supported.

 > Clinical teams that have implemented strategies such as those included in TeamSTEPPS™, are well placed for 
safe effective handover.

6.1 Governance and leadership for effective clinical handover

Clinical leaders and senior managers of a health service organisation are required to implement and monitor 
documented systems for effective and structured clinical handover10 and to ensure that staff have appropriate 
skills and knowledge.

The SA Health Clinical Handover policy directive defines accountability clinical handover procedures and 
processes are in place. A review process for this policy and related policies has commenced.

6.1.1 Clinical handover online eLearning course

The Clinical handover online eLearning course describes best practice clinical handover and how the health care 
team can adapt clinical handover processes to meet specific needs and clinical context.

While the course is intended for clinicians involved in direct and indirect patient care, it is also valuable for health 
care team members who support clinicians in clinical handover, for example ward clerks. In 2015-16, 5653 SA 
Health staff completed the Clinical Handover online eLearning course. 

6.1.2 Patient incidents relating to communication and teamwork 

Health services should identify high risk clinical handover situations, from audit and incident reporting, and 
monitor the effectiveness of clinical handover in these settings.

Communication and teamwork are one of the most common contributing factors to incidents. In 2015-16 there 
were 2644 incidents classified as resulting from poor communication and teamwork. There has been a steady 
increase since 2013-14 (1902), and 2215 incidents in 2014-15.

Approximately 42% of these incidents were openly disclosed to patients. The top ten communication and 
teamwork related incidents are outlined in table 20. 

Inadequate communication remains the most frequently reported type of communication and teamwork 
incidents.

9  Australian Medical Association, Safe Handover: Safe Patients. Guidance on clinical handover for clinicians and managers, 2006
10  National Safety and Quality Health Service Standards (September 2011), Australian Commission on Safety and Quality in Health Care
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Table 20: Top ten communication and teamwork related incidents and result 2015-16

Level 3 classification SAC 1 SAC 2 SAC 3 SAC 4 UnSACd Total

Communication inadequate 1 1 203 459 20 684

Communication - other 0 4 92 277 18 391

Incomplete/absent handover 0 0 103 203 7 313

Information not available/incomplete/
verified

0 0 53 117 5 175

Accountability for action or follow up 
not clear

0 0 30 71 3 104

Communication failure with patient, 
parent or carer

0 0 32 66 2 100

Information/concern/risk not escalated 0 1 29 32 4 66

Instructions not clear 0 0 17 46 2 65

Roles and responsibilities of staff not 
clear

0 1 18 38 3 60

Patient risk/deterioration not 
communicated

0 0 16 22 1 39

Total 1 7 593 1331 65 1997

% 0.1% 0.4% 29.7% 66.6% 3.3% 100%

Source: Safety Learning System

6.2 Clinical Handover processes

 > TeamSTEPPS® is a communication and teamwork improvement program. 

 > Information on TeamSTEPPS® is available in Learning and Development section of this report.

Further information about Clinical Handover is available on the Safety and Quality section of the SA Health 
website Clinical Handover page at www.sahealth.sa.gov.au/safetyandquality

Additional information is also available on the Australian Commission on Safety and Quality in Health Care 
website Clinical Handover page at  
http://www.safetyandquality.gov.au/our-work/clinical-communications/clinical-handover/

page 117Patient Safety Report  2015-2016

http://www.sahealth.sa.gov.au/wps/wcm/connect/public+content/sa+health+internet/clinical+resources/clinical+topics/clinical+handover
http://www.sahealth.sa.gov.au/safetyandquality
http://www.safetyandquality.gov.au/our-work/clinical-communications/clinical-handover/


6.   Clinical handover

page 118 Patient Safety Report  2015-2016



Blood and  
blood products7

page 119page 119



7. Blood and blood products

Clinical leaders and senior managers of a health service organisation implement 
systems to ensure the safe, appropriate, efficient and effective use of blood and 
blood products. Clinicians and other members of the workforce use the blood 
and blood product safety systems11.

NSQHS Standard 7 – Blood and blood products criteria include governance and systems for blood and blood 
products prescribing and clinical use, documenting patient information, managing blood and blood product 
safety and communicating with patients and carers.

Blood and blood products are a vital resource, sourced from generous donors and commercial manufacturers.  
While the use of blood and blood products can be lifesaving, there are also risks associated with their 
administration.

The scope of this Standard covers all elements in the clinical transfusion process including the principles of 
patient blood management, which includes avoiding unnecessary exposure to blood components through 
appropriate management of the patient and the use of other non-blood treatments.

7.1 Governance and systems for blood and blood product prescribing in clinical use

Health service organisations have systems in place for the safe and appropriate prescribing and clinical use of 
blood and blood products.

7.1.1 Blood sector governance in South Australia

The National Blood Agreement, which was signed in late 2002/early 2003 by all Australian state, territory and 
Commonwealth Governments, has two primary policy objectives that underpin governance in the blood sector:

 > to provide an adequate, safe, secure and affordable supply of blood products, blood-related products and 
blood-related services in Australia (refer to picture 38 for more detail on blood and blood-related products; 
and

 > to promote safe, high-quality management and use of blood products, blood-related products and blood-
related services in Australia.

11  National Safety and Quality Health Service Standards (October 2012), Australian Commission on Safety and Quality in Health Care
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Picture 37: Blood and Blood Related Products

Picture courtesy of the National Blood Authority – please refer to www.blood.gov.au/about-blood for more 
information.

Together with the other signatories to the National Blood Agreement, the South Australian Government, 
through the Department for Health and Ageing (DHA), is responsible for:

 > establishing the policy framework and specific policies relating to the national blood supply

 > oversight of the National Blood Authority’s management of the blood supply

 > fostering the development and implementation of best practice systems to promote efficient use and minimal 
wastage of blood and blood products

 > provision of information in relation to demand for blood and blood products

 > facilitating the management of local issues, including those involving clinical practice

 > funding the State Government’s 37% contribution for blood and blood products provided to the public and 
private health sectors in South Australia.
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7.   Blood and blood products

The DHA manages the above responsibilities through its Blood, Organ and Tissue Programs area, a range of 
clinical programs and advisory groups and an overarching Blood Management Council (see section 7.1.2 for 
more detail on the Council’s activities).  

South Australia operates well-established award-winning clinical programs such as BloodSafe and BloodMove. 
Pathology providers and clinicians are, however, operating within an increasingly complex environment with 
growing responsibilities for ensuring best use is made of over $1 billion worth of blood products provided 
annually in Australia (over $85 million in South Australia). As a consequence, the DHA focussed efforts on 
formalising stewardship requirements for the SA blood sector in 2015-16. Stewardship, in relation to the blood 
sector, means responsible, sustainable and appropriate use of blood and blood products.

A consolidated blood supply stewardship program for SA was developed following consultation with relevant 
stakeholders in the blood sector. This program is now the cornerstone of an SA Government approved Blood 
Supply Stewardship Policy Directive, which mandates the practices within all public healthcare and laboratory 
agencies in SA.

Stewardship is more than just an overarching statement of expectations. Embedding the principles into everyday 
practice is the enabler of lasting change. There are a broad range of activities that are required by hospitals and 
pathology providers to bring the stewardship elements together, including:

 > Implementing the relevant national patient blood management (PBM) guidelines applicable to each clinical 
unit’s specialty/service type through the establishment of specific criteria that represent appropriate use of 
blood and blood products.

 > Specific PBM initiatives, which currently include a focus on anaemia management, access to IV iron and cell 
salvage techniques.

 > Maintaining optimal inventory holdings and rotation of blood products. SA has achieved the lowest red cell 
wastage rate in the country (refer to graph 19) which shows 1.2% compared to national 2.8% for 2015-
16, and also a significant reduction in platelet wastage (from 21.4% in 2014 to 8.6% in 2015-16: national 
average 13.1%) through adoption of these activities.

 > Regularly linking hospital and pathology data to provide detailed information on blood and blood product 
utilisation to public hospitals, their transfusion committees and individual clinicians.

 > Activities such as haemovigilance, contingency plans and national registries.

 > Strong governance arrangements, including a state-wide Blood Management Council.

While many of the above activities already occurred through good management practice and the goodwill and 
passion of local champions, the mandate given by the policy directive ensures that they are applied consistently 
across SA Health. The principles enshrined in the policy directive are also strongly recommended to all non-public 
health care providers who utilise government funded blood and blood products.

Graph 19:  Red cell discard rate 2015-16
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7.1.2 South Australian Blood Management Council

The South Australian Blood Management Council, chaired by Associate Professor Peter Bardy, is the peak 
advisory body on blood sector matters in SA. It has the responsibility of taking a strategic state-wide lead on 
blood management activities. Its key aims are to ensure appropriate clinical management and safe, cost-effective 
use of blood and blood products and emergency management preparedness within the South Australian public 
and private health sectors in accordance with National Health and Medical Research Council approved clinical 
guidelines, the National Blood Agreement and the National Blood Contingency Plan.

During 2015-16, the Council focussed on the following key areas of activity:

 > transfusion thresholds in upper gastro intestinal (UGI) bleeding

 > access to IV iron and review of local protocols

 > standardisation of consent procedures and guidelines

 > patient ID national standards identifiers

 > developing a PBM curriculum

 > engagement with the private sector

 > incident reporting

 > review of cryoprecipitate use

 > review of anticoagulant protocols

 > prioritising patient blood management activities in the SA BloodSafe Nurse work plans.

The Translating Evidence into Practice/Research sub-group progresses work in the Council’s key priority areas of 
clinical practice, research and evaluation, and education and training. Effort concentrated on key areas of patient 
blood management during 2015-16:

 > point of care testing (POCT) - thromboelastometry to drive transfusion practice in certain patient groups (refer 
to picture 38)

 > pre-operative anaemia management

 > adult iron stores optimisation pathway

 > warfarin reversal in intracranial haemorrhage

 > specimen volume reduction.

Picture 38: Point of care testing machine (ROTEM) and example ROTEM parameters
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A new subgroup has been formed – IV iron in primary care. This multidisciplinary group’s aims are to improve 
the management of iron deficiency and enable safe and appropriate access to IV iron in primary care, in line with 
Transforming Health principles. Significant activities were:

 > review of potentially preventable hospitalisations SA data (National Health Performance Authority)

 > review of SA MBS data item number 66596 (iron studies) and item number 66593 (ferritin) requests

 > IV iron use in major metro hospitals

 > adverse events

 > development of resources/tools: iron deficiency management checklist, administration protocols, prescribing 
checklist, GP quick links website page (in progress) and

 > possible education strategies, including potential for workshops and the role of academic detailing.

7.1.3 Undertaking quality improvement activities to improve the safe management  
of blood and blood products

7.1.3.1 Link Nurse Project 

In 2015-16 the BloodSafe link nurse project was extended across the major metropolitan hospitals after the 
initial development within Central Adelaide LHN. The aim of the project was to ensure safe transfusion practice 
for the patient. Blood safety responsibility belongs to everyone across the clinical domain. The presence of a 
clinical champion, in the form of a blood and blood products portfolio nurse, is beneficial for improving patient 
safety and facilitating change. It also provided support to improve compliance with NSQHS Standard 7.  
Progress to date includes:

 > Link nurses have been supported through multiple education days with a focus on transfusion processes, 
safety and risk and expectations of the role of the link nurse; as well as the provision of ongoing support 
tools and resources.

 > The identification of 133 blood and blood products portfolio nurses within Central Adelaide LHN (CALHN) 
sites.

 > The completion of 1328 audits of bedside checking practice since the project commenced three years ago. 
Each quarter, blood link nurses across CAHLN undertake simulated blood pack checking audits to both 
document current practice and provide an opportunity to reinforce safe bedside checking practice. The audit 
process and results were included in a posted accepted for the joint 17th Ottawa Conference/Australian and 
New Zealand Association for Health Professional Education Conference held in Perth in March 2016.

 > The refinement of the governance framework to ensure awareness of the limitations of the portfolio nurse 
role and the overall reporting and governance structure of the LHN and the statewide BloodSafe Program.

The extension of the initial project has shown a ripple effect of practice improvement. Results demonstrate 
that portfolio nurse education is effective.  It has led to an increased awareness of correct practice, better 
understanding of the importance of haemovigilance reporting, improved transfusion knowledge and stronger 
engagement in the clinical domain. The link nurse project is now being developed for implementation across the 
state, aligning with the country BloodSafe link nurses as an ongoing program.

7.1.3.2 Elective Surgery and Iron Deficiency Anaemia Project 

The Lyell McEwin Hospital and the Women and Children’s Health Network have been successful in being 
included the National Patient Blood Management Collaborative for assessing and managing patients with iron 
deficiency anaemia who are on elective surgery waiting lists. The aims of the project are to: 

 > develop processes to identify patients with iron deficiency anaemia

 > develop pathways for the management of iron deficiency anaemia

 > establish a partnership between the hospitals and primary health.
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Current activities are focussed on developing a communication tool for the Gynaecology Clinic to send to GP’s to 
initiate iron deficiency anaemia management in identified patients. 

7.1.3.3 Minimising iatrogenic blood loss through sample procedure 

A project recently undertaken within the Flinders Medical Centre Intensive Care Unit focussed on minimising 
iatrogenic blood loss.  Iatrogenic blood loss, through frequent pathology testing, is an issue for intensive care 
and chemotherapy patients. Blood loss can be minimised through the use of minimal volume tubes and by 
standardising the volume discarded when samples are taken from peripherally inserted central catheters. These 
practices are now being implemented in The Queen Elizabeth Hospital Haematology ward and Haematology/
Oncology day unit, and in the Flinders Medical Centre Cancer Centre day infusion suite.

7.1.3.4 Private Hospital Liaison

The South Australian BloodSafe Program provides support to both public and private hospitals.  Private 
hospitals supported during 2015-16 included Calvary North Adelaide, Calvary Wakefield, Burnside, St Andrews, 
Sportsmed, Central Districts Private, Ashford Hospital and Glenelg Community. 

In previous years, Burnside Hospital undertook a review of perioperative blood ordering practices, in conjunction 
with the Private Sector BloodSafe Nurse, which resulted in reduced blood bag handling, improved patient safety 
and freed up nurses for direct patient care. The work undertaken as part of this has now been captured as a best 
practice case study on the National Blood Authority’s website at: https://www.blood.gov.au/burnside-hospital-
case-study

Picture 39: Burnside War Memorial Hospital Case Study on National Blood Authority’s website
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7.1.4 Blood utilisation database

Since 2006, the DHA has been utilising linked hospital and pathology data from public hospitals across the state 
to provide a better understanding of South Australia’s blood usage. This database was put to good effect during 
2015-16 by various clinicians/clinical groups as part of their continuous practice improvement projects and 
research studies aimed at improving clinical use of blood and blood products and associated patient outcomes.  
Some of the projects/research studies conducted during 2015-16 included:

 > Predicting Postoperative Transfusion in Elective Hip and Knee Arthroplasty: A validated model. This study 
developed, and validated, a predictive model for perioperative red blood cell transfusion using easily 
available preoperative patient characteristics.  It is anticipated that the model will be used by patient blood 
management programs to help improve postoperative outcomes by identifying patients most likely to benefit 
from patient blood management measures prior to surgery.

 > Research project on the effectiveness of IV iron in pregnancy in reducing the need for red cells during their 
hospital admission.

 > A retrospective audit of single unit transfusion practice in public hospitals in South Australia to determine 
changes over time and target groups for further implementation. 
Current patient blood management guidelines in Australia and internationally promote single unit red 
cell transfusion in stable adult patients followed by clinical reassessment. This is to minimise exposure to 
transfusion and the associated adverse effects, to reduce the cost of transfusion and ensure appropriate use 
of a limited resource. The findings showed that although there was an increase in single unit transfusions 
in selected procedures at selected sites, there was no overall clear increase from 2006 to 2015. The study 
highlighted areas that could be targeted to further improve transfusion practice in stable non-bleeding 
patients.

 > Transfusion rate trends studied over time for selected patient groups – cardiac surgery, colorectal surgery, 
primary hip and knee arthroplasty – and overall trends studied by hospital transfusion committees.

 > A research study to model the effect on post transfusion haemoglobin of single unit versus two unit red cell 
ordering in the inpatient haematology setting.

7.1.5 Clinical education

BloodSafe eLearning Australia develops and delivers online education courses designed to provide knowledge 
of patient blood management (PBM) and safe transfusion practice in order to improve patient outcomes. The 
program consists of eLearning courses and other resources suitable for a range of healthcare professionals 
including doctors, nurses, midwives, laboratory staff, and couriers and porters (who deliver blood). 15 courses 
are available, including:

 > clinical transfusion practice

 > collecting blood specimens

 > transporting blood

 > postpartum haemorrhage

 > iron deficiency anaemia (together with an app for mobile phones and tablets)

 > patient blood management (general course)

 > critical bleeding (based on the national PBM Guidelines: Module 1)

 > perioperative blood management (based on national PBM Guidelines: Module 2)

 > blood management in medical patients (based on the national PBM Guidelines: Module 3) with five specialty-
specific courses (cancer, cardiac, chronic kidney disease, chronic transfusion and gastrointestinal)

 > critical care (based on national PBM Guidelines: Module 4).
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Picture 40: BloodSafe eLearning courses being accessed in different ways

   

The suite of courses has proven to be very popular with an average of 15000 course completions per month and 
more than 500000 course completions in total. 

In South Australia there were 42050 registered users at 30 June 2016 who have completed 94291 courses. In 
2015-16 there were 6739 new users who registered from South Australia. 

Achievements by BloodSafe eLearning Australia during 2015-16 include:

 > Release of the Critical Care course based on the national PBM Guidelines: Module 4 Critical Care.

 > Production of five short videos to enhance learning on:

 – IV Iron administration in primary care

 – An overview of Patient Blood Management 

 – The preoperative patient: Communication and Consent

 – Minimising blood loss in cardiothoracic surgery

 – Gastrointestinal bleeding – patient assessment and transfusion.

 > Commenced development of a blood management course in the obstetric setting based on the national PBM 
Guidelines: Module 5.

 > A review and update of the Clinical Transfusion Practice course commenced.

 > Ongoing development of the learning management system database and reporting system.
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Picture 41: New Critical Care course

BloodSafe eLearning Australia continues to review and improve the courses based on feedback and evaluation in 
order to ensure continuous improvement of the clinical education.

The success of the program model has been the topic of an article in the International Journal of Advanced 
Corporate Learning (iJAC): Federated Governance: A Successful Model for eLearning.

Item 14: Journal article on BloodSafe eLearning Australia model
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7.2 Documenting patient information

The clinical workforce accurately records a patient’s blood and blood product transfusion history and indications 
for use of blood and blood products.

7.2.1 BloodSafe audits

BloodSafe nurses undertake regular audits of transfusion episodes, principally to assess documented consent 
and appropriate use. Audits of consent during 2015-16 included:

 > Northern Adelaide LHN audit - 100% of case notes audited had a documented consent for transfusion.

 > Women’s and Children’s Hospital audit - 79% of red cell transfusions in paediatrics had consent, which is an 
increase from 72% in 2014-15. An improvements plan, including processes and an evaluation strategy has 
been put in place. Improvement processes include the paediatric pre-admissions coordinator screening for 
consent.

7.3 Managing blood and blood product safety
Health service organisations have systems in place to receive, store, transport and monitor wastage of blood and 
blood products safely and efficiently.

7.3.1 Haemovigilance

Health service organisations are required to ensure that serious transfusion related adverse events are reported in 
their incident management and investigation systems. The Safety Learning System is used for the reporting and 
management of incidents and consumer feedback across the public sector. SA Health data from this system is 
submitted annually to the National Blood Authority for inclusion in the National Haemovigilance Report.

Adverse reactions to blood products are analysed on an individual hospital/health service basis. South Australia is 
required to report the following serious transfusion related adverse events to the National Blood Authority:

 > Acute transfusion reaction:

 – Febrile non-haemolytic transfusion reactions (FNHTR)

 – Allergic reactions

 – Anaphylactoid/anaphylaxis reactions.

 – Haemolytic transfusion reaction (HTR)

 > Transfusion-associated circulatory overload (TACO)

 > Transfusion-related acute lung injury (TRALI)

 > Delayed haemolytic transfusion reactions (DHTR)

 > Post-transfusion purpura (PTP)

 > Transfusion transmitted infection

 > Transfusion-associated graft versus host disease (TA-GVHD)

 > Incorrect blood component transfused (IBCT).

The various incident types relating to transfusion of products in 2015-16 are shown in graph 20.
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Graph 20: Incidents relating to transfusion of blood and blood products 2015-16

Source: Safety Learning System

7.3.2 BloodMove country

The Country Health SA Local Health Network (CHSALHN) BloodMove project oversees 64 hospitals in country 
SA and continues to be a major initiative in 2015-16. It is managed and facilitated by a team which consists of 
one Medical Scientist Lead, one Nurse Management Facilitator Lead and six Regional Director of Nursing and 
Midwifery Leads and seven Regional BloodSafe Clinical Nurses. This team is further supported by a designated 
contact nurse for each hospital.

During 2015-16 CHSALHN underwent accreditation by the Australian Council of Healthcare Standards (ACHS) 
against the NSQHS Standard 7 on seven separate occasions; this included all six regions and the corporate 
office. ACHS acknowledged that the CHSALHN BloodMove Program has been recognised as a leader by national 
and state organisations which include ACHS, Australian Council Health Service Management, National Blood 
Authority (NBA) and SA Health. ACHS also acknowledged that the quality improvements implemented by 
BloodMove have been far reaching and involves ongoing collaboration with state and national based entities 
resulting in the development of extensive resources to assist staff in the safe administration of blood and blood 
products. CHSALHN was awarded a total of 19 Met with Merits to recognise the application and performance 
in CHSALHN regions, the excellent framework to improve the quality and safety of blood use, sustainability of 
systems and evidence of improvement in everyday operations and ongoing evaluation.

Other key highlights for 2015-16 include:

 > Ongoing red cell wastage being further reduced to 0.7% (FYTD June 2016) which was 0.7% less than the 
previous financial year and included the achievement of 0% red cell units wasted in both January and June 
2016 (refer to graph 21).

 > Seven hospitals receiving blood fridges in 2015-16.

 > Implementation of a new blood shipper and replenishment model for the MedSTAR to assist with increasing 
capacity of emergency red cells and remote emergency red cell replenishment.
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 > Noted improvement in retrospective red blood cell, blood fridge and register audits conducted at all hospitals.

 > Implementation and compliance of sites with NBA BloodSTAR

 > BloodMove was invited to present at the following conferences:

 – Australian Red Cross Blood Service (ARCBS) Transfusion Science Symposium, Adelaide, 17 October 2015

 – HAA 2015 Adelaide International Conference, Adelaide, 19 October 2015. 

Graph 21:  CHSALHN Red Cell Wastage % comparison 2014-15 and 2015-16, against the 2.0%  
SA Health target Red Cells Wastage %  
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Source: LARS SQ07b – Blood Products Issues and Wastage Report (CHSA Red Cells)

7.3.3 BloodMove statewide

The BloodMove Platelet rotation program has proven to be consistently successful with sustained decreases in 
platelet wastage due to expiry. It has been nationally recognised by the peak blood agencies in Australia, the 
National Blood Authority and the Australian Red Cross Blood Service, as a best practice model case-study (see 
picture 42).

The BloodMove Platelet Program was also the subject of two submissions made to the peak international body, 
the International Society of Blood Transfusion. Both submissions (one in 2015 and one in 2016) were accepted 
for oral presentations at the Society’s annual conferences acknowledging the interest in this work.

A new wastage audit tool developed at the Royal Adelaide Hospital will be implemented at all sites for metrics 
and trends to be monitored to facilitate real-time local management of platelets.
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Picture 42: BloodMove Platelets – a best practice model case-study

During 2015-16 BloodMove also initiated and contributed to the following National Blood Authority initiatives:

 > Blood refrigerator module of BloodNet – this being based on the successful blood refrigerator and laboratory 
partnering scheme developed by BloodMove.

 > Blood inventory partnering scheme – this new BloodNet module being based on the successful BloodMove 
Platelet program whereby near expiry platelets are shared across multiple sites.

 > Blood transport shipper validation working group – BloodMove being the SA representative contributing 
standardisation of blood shippers across Australia as part of a working group consisting of the National Blood 
Authority, the Australian Red Cross Blood Service, regulatory bodies and state laboratory staff.

At the Annual International HAA – Australian and New Zealand Society for Blood Transfusion conference held in 
Adelaide in 2015, BloodMove projects were well represented across seven posters covering:

 > The Platelet Program

 > The adoption of the BloodMove principle to Promthombinex supplies across SA

 > The state-wide blood refrigerator / laboratory partnering program

 > Critical bleeding event management across Country Health SA

 > Better management of O neg blood supplies

 > Development and use of a blood specimen collection and labelling poster.

Also in 2015-16, the BloodMove Program coordinated the implementation of a new emergency blood supply 
and transport shipper program for MedSTAR, allowing significant cost savings to SA Health courier costs and 
also increasing the standby emergency stocks at hand at the MedSTAR base at the Adelaide Airport.
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7.4 Communicating with patients and carers

Patients and carers are informed about the risks and benefits of using blood and blood products, and the 
available alternatives when a plan for treatment is developed.

7.4.1 Blood website

The SA Health website has a range of resources for patients/consumers related to blood transfusion, consent 
for transfusion, iron therapy and children receiving transfusions. These can be accessed by the general public, 
or used by clinicians to help inform their patients/consumers of the risks and benefits of using blood and blood 
products, where applicable.  

During 2015-16 these pages underwent a thorough review. As a result, three separate areas have been created 
on the website to better target the various audiences:

1. www.sahealth.sa.gov.au/bloodorgantissue with specific information for consumers. These pages contain 
information about blood, blood components, organ and tissues, blood transfusion, iron disorders and 
iron therapy, organ and tissue donation.

2. www.sahealth.sa.gov.au/bloodsafe provides an overview of the BloodSafe clinical program and provides 
links for clinicians and consumers to further detailed information.

3. www.sahealth.sa.gov.au/bloodmanagement provides specific information for clinicians, including 
governance, stewardship, blood fridges, transfusion practice, anaemia management, patient blood 
management.

Picture 43: Consumer information on ‘blood’ page on the SA Health internet site
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8. Preventing and managing pressure injury

Pressure injuries can affect people of all ages, and can lead to prolonged 
recovery, pain and disfigurement. They are largely preventable.

There is good evidence about best practice for prevention of pressure injuries, and also for wound care that 
promotes optimal healing. Care delivered by SA Health services is guided by the best practice guidelines 
Prevention and Treatment of Pressure Ulcers: Clinical Practice guideline 2014 (National Pressure Ulcer Advisory 
Panel, European Pressure Ulcer Advisory Panel and Pan Pacific Pressure Injury Alliance).

NSQHS Standard 8 – Preventing and managing pressure injuries includes governance and systems for the 
prevention and management of pressure injuries, preventing pressure injuries, managing pressure injuries, and 
communicating with patients and carers.12 

8.1 Governance and systems for the prevention and management of pressure injuries

8.1.1 Policy and governance

The SA Health Prevention and management of pressure injuries clinical policy directive and guideline are available 
on the SA Health website Preventing and managing pressure injuries page.

Each Local Health Network has a system of committees that plan and coordinate activities, and report to 
executive level, around pressure injury prevention, wound management and other skin integrity issues.  
An example of the terms of reference, roles and functions for local committee is available. This illustrates  
how an effective committee can be a key driver for implementing best practice and demonstrating that 
standards are met.

All SA Health services that have been surveyed against Standard 8 in 2015-16 have met the accreditation 
requirements. 

8.1.2 Pressure injury incidents during care

In 2013-14 there were 1332 reports of pressure injury into SLS, 2377 reports in 2014-15 and in 2015-16 that 
has increased to 3036 incidents. This number includes all of the Level 2 classifications (table 21).

Table 21: Pressure injuries by level 2 classification

Pressure injuries by level 2 classification Number Percentage

New 1464 48.2%

Worsening of existing/observed after internal transfer 336 11.1%

Present on admission from home or external service provider  
(these are excluded from analyses and descriptions)

1236 40.7%

Total 3036 100%

Source: Safety Learning System

Table 21 indicates that of the 3036, 1236 (40.7%) were present when the person was first admitted to an  
SA Health service in 2015-16, that is, they were acquired external to SA Health services. These are not a result of 
care provided by SA Health, and staff are not required to report these into SLS. However, data is used internally 
by services to indicate the total demand on services and wound specialists of pressure injuries, and to ensure 
that there is feedback to relevant external agencies. These pressure injuries are therefore excluded from the 
following analyses.

12   National Safety and Quality Health Service Standards (September 2011), Australian Commission on Safety and Quality in Health Care
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There were 1798 pressure injuries reported in 2015-16 that were either newly acquired during an episode 
of health care, or deteriorated or worsened during the admission or an internal transfer between SA Health 
services. This latter category introduces the possibility that the one pressure injury could be reported at more 
than one time – earlier, and later if deteriorated.

Pressure injuries are also coded from medical records, and for 2014-15 there were 1161 that were associated 
with the admission (condition onset flag 1), increasing to 1275 in 2015-16. 

The prevalence of pressure injuries that were deteriorating or worsening during an admission or internal transfer 
reinforces the importance of including risk of pressure injury and prevention routinely in handover, including 
handover to SA Ambulance Service.

The capabilities of the SLS to provide rich, clinically relevant information are being realised. 

Over half (65%) of all incident reports included information about the number of pressure injuries on the 
person. Of these 66% reported only one, 22% reported two, and the remaining 12% reported three or more 
pressure injuries present on the patient. 

Pressure injuries are classified according to their depth and severity using an international system devised by 
National Pressure Ulcer Advisory Panel (NPUAP). This information indicates that 83.8% were Stage 1 or 2, 
which is the least severe (graph 22). The majority of all pressure injuries in 2015-16 were rated SAC 3 or SAC 4 
(98.4%).

Graph 22: Pressure injuries by stage (NPUAP/EPUAP classifications – Stage 1 is least severe)

Source: Safety Learning System

Pressure injuries are discussed with patient, families and carers (open disclosure) 78.6% of the time (table 11). 

Table 21 shows that new pressure injuries that develop during an admission are more numerous (n=1464), than 
those that deteriorate or are identified after a transfer between services (n=336). 85.1% of new pressure injuries 
were Stage 1 or 2 when reported.

page 137Patient Safety Report  2015-2016



8.   Preventing and managing pressure injuries

Table 22: Percentage of pressure injury by stage and whether the injury was present on admission, 
acquired during care or worsening 2015-16

Stage/status of the pressure injury New %
Worsening 

%

Stage 1 44.5% 25.3%

Stage 2 40.6% 52.1%

Stage 3, 4, unstageable, suspected deep 10.2% 18.5%

Not known 4.6% 4.2%

Source: Safety Learning System

Data from the additional (optional) questions in SLS about all pressure injuries were analysed. 

The question ‘Patient factors contributing to pressure injury’ was completed for 1255 incidents (70% of all 
incidents). An average of 3.5 patient factors was selected per incident. Impaired mobility, inactivity and poor 
nutritional status were the most commonly reported patient factors. Body habitus and impaired sensation were 
included in approximately 30% of reports (table 23).

Table 23: Patient factors contributing to pressure injury 2015-16

Patient factors contributing to pressure injury Number
% of reports where this 

was selected

Impaired mobility 906 72.2%

Low levels of activity 749 59.7%

Poor nutritional status/malnutrition 461 36.7%

Underweight or obese 392 31.2%

Impaired body sensation 401 32.0%

Difficulty complying with prevention strategies 273 21.8%

Impaired circulation or perfusion 308 24.5%

Palliative, frail 291 23.2%

Oedema, swelling 199 15.9%

Long period of anaesthesia or sedation 123 9.8%

History of pressure injury(s) in the last two years 148 11.8%

Rash, dermatological condition(s) 50 4.0%

None of the above 47 3.7%

Source: Safety Learning System

The question ‘Environmental factors contributing to pressure injury’ was completed for 1230 incident reports 
(68%). An average of 2.2 environmental factors were selected per incident. Exposure to pressure was reported 
most commonly (79.6%). Friction, shearing forces and moisture were all identified as a contributing factor in 
over 30% of reports (table 24). 
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Devices in contact with skin were implicated in 17.2% of reports, and this has decreased since 2014-15 when 
this was 18.6%. Devices include tubing, splinting materials and anti-embolic stockings.

Table 24: Environmental factors contributing to pressure injury 2015-16

Environmental factors contributing to pressure injury Number
% of reports where this 

was selected

Exposure to pressure 979 79.6%

Exposure to friction 475 38.6%

Exposure to shearing forces 386 31.4%

Exposure to moisture 368 29.9%

Presence of device(s) in contact with skin 211 17.2%

Exposure to poor hygiene/skin irritants 125 10.2%

Exposure to high skin temperatures 57 4.6%

None of the above 50 4.1%

Source: Safety Learning System

8.2 Preventing pressure injuries

8.2.1 Screening, assessment and care-planning

Two medical records forms, the Pressure injury Risk assessment form (MR95), and the Pressure Injury Prevention 
Plan (MR95A) were finalised in 2014. In 2015-16, work was undertaken with the Enterprise-wide Patient 
Administration System (EPAS) team to build the equivalent functionality into EPAS.

These will assist health services to meet the requirements of Standard 8 for a comprehensive assessment that 
includes screening and skin and pain assessment.  

8.3 Managing pressure injuries

Wound care experts from across all LHNs and statewide services have been working with SA Health Procurement 
to develop a standard suite of wound care dressings and a panel contract.

Arrangements to continue access to best practice on-line learning modules continue, and a limited term licence 
arrangement with Wound Health Institute Australia was made for 2016-17. 

8.4 Communicating with patients and carers

Some organisations participated in International Stop Pressure Ulcer Day in November by holding activities for 
staff and consumers.

SA Health consumer fact sheet on preventing pressure injuries is available on Preventing and managing pressure 
injuries page.

Further information is available on the Safety and Quality section of the SA Health website Preventing and 
managing pressure injuries web page at www.sahealth.sa.gov.au/safetyandquality

Additional information is also available on the Australian Commission on Safety and Quality in Health Care 
website at http://www.safetyandquality.gov.au/ 
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9. Recognising and responding to clinical deterioration

Patients in acute health care often have complex heath issues and their 
condition may deteriorate. Early recognition and appropriate timely response to 
patients who are clinically deteriorating can prevent events such as cardiac or 
respiratory arrest, or even unexpected death. 

Despite our highly qualified and dedicated staff and high tech equipment, strategies to overcome organisational 
and human factors that act as barriers or interference are required. It is also now recognised that consumers and 
their families and carers may be the first to realise that deterioration is occurring, and this provides additional 
opportunity to respond in a timely manner.

NSQHS Standard 9 Recognising and Responding to Clinical Deteriorating in Acute Health Care, aims to ensure 
that robust systems for recognising and rapidly responding to acute clinical deterioration are in place. These 
include establishing recognition and response systems, recognising clinical deterioration and escalating carer, 
responding to clinical deterioration, and communicating with patients and carers.

9.1 Establishing systems for recognition and response 

A review of the SA Health Recognising and Responding to Clinical Deterioration Policy Directive and Guideline, 
commenced in 2015-16.

The SA Health Recognising and Responding to Clinical Deterioration accreditation resource guide contains a 
combination of resources and tools developed by SA Health to assist health services to demonstrate that they 
meet the requirements of Standard 9.

The accreditation resource guide is available in the  
Safety and Quality section of the SA Health website  
Clinical deterioration webpage at  
www.sahealth.sa.gov.au/safetyandquality.

Additional information is also available on the Australian 
Commission on Safety and Quality in Health Care 
Recognition and Response to Clinical Deterioration 
webpage. 

Information includes the National Consensus Statement 
that sets out the agreed practice for recognising and 
responding to clinical deterioration and has been 
developed as a generic document that applies to all 
patients in all acute care facilities in Australia.

Each LHN has a committee to oversee activities  
relating to Standard 9.

9SA Health

National Safety and  
Quality Health Service Standards

Standard 9
Recognising and 

Responding to  
Clinical Deterioration  
in Acute Health Care

SA Health Accreditation  
Resource to support  

Health Services

Item 15: Recognising and responding to clinical 
deterioration accreditation resource guide
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9.2 Recognising deterioration and escalating care

9.2.1 Rapid Detection and Response (RDR) observation charts

The RDR Charts are now in their third year of use in all acute health care settings. A review of charts has 
commenced. These charts are designed to record a series of physiological measures/observations, and clearly 
indicate when these are outside expected values, thus improving the detection and response to clinical deterioration. 

Variations of the RDR observation charts have been developed for a variety of clinical areas such as the emergency 
department, prison health, paediatric emergency, and for neonates. 

9.2.2 Consumer initiated escalation of care

Consumers and their families and carers may be the first to observe that deterioration is occurring, because of 
their familiarity with their loved one. These observations should be valued by staff. Most LHNs have begun to 
implement mechanisms whereby consumers can alert staff to their concerns, then escalate further if they continue 
to have concerns and feel that rapid action or another opinion is warranted. Development of education for staff is 
planned (refer to section 9.5.1).

9.2.3 Incidents relating to recognition and response to clinical deterioration 

Reporting incidents related to the recognition and response to clinical deterioration into Safety Learning System 
provides the opportunity to identify factors that have contributed to incidents, such as systems, teamwork and 
communication, skill or education issues. The data is relatively unchanged since 2014-15.

Nearly 70% of the 3211 incidents were related to the monitoring and assessment of patients, therefore this is 
the major area in which to focus quality improvement efforts (table 25). Of the 50 harmful incidents (SAC 1 or 2), 
18 (36%) were related to monitoring and assessment, and 16 (24%) were related to either delay in diagnosis or 
delay/failure to act on complication of treatment, symptoms or test results.

Table 25: Recognition and response related incidents by level 3 classification and SAC rating 2015-16

Incident type SAC 1 SAC 2 SAC 3 SAC 4
Un 

SACd
Total

Delay or failure to monitor 3 3 305 627 32 970

Lack of clinical or risk assessment 1 5 263 474 23 766

Other incident to do with assessment 2 5 172 299 12 490

Failure to follow up 0 0 99 165 3 267

Delay/difficulty in obtaining clinical assistance 0 2 93 101 7 203

Delay in diagnosis 1 10 72 71 5 159

Failure/delay to order correct tests, image etc 2 3 51 64 5 125

Failure to act on adverse symptoms 0 1 30 31 1 63

Delay/failure in acting on complication of 
treatment 0 1 22 28 1 52

Patient risk/deterioration not communicated 0 0 16 22 1 39

Failure to act on adverse test results or images 0 3 13 19 1 36

Unplanned admission/transfer to  
specialist care unit 0 2 16 13 1 32

Cardiac arrest 2 1 2 2 0 7

Respiratory arrest 0 0 0 1 1 2

Total 11 36 1154 1917 93 3211

Percentage % 0.4% 1.1% 35.9% 59.7% 2.9% 100%

Source: Safety Learning System
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The RDR Chart has been built into the Enterprise-wide Patient Administration System (EPAS). EPAS will provide 
additional measures of the effectiveness of recognition and response systems, and to identify areas for 
improvement. 

9.3 Resuscitation planning 7 Step Pathway

A patients care and quality of life can be improved by health care teams partnering early with a 
patient, Substitute Decision-Maker (SDM), Person Responsible or significant others in making shared 
decisions about end-of-life treatment and care. 

SA Health has developed a standardised model of practice for resuscitation and care planning decisions called 
the Resuscitation Plan-7 Step Pathway. This is a clear step by step process that results in an agreed clinical plan 
for care. 

End-of-life care planning contributes to:

 > avoiding traumatic and/or unwanted treatment and procedures when a person is dying

 > assisting or relieving the patient, SDM, their family/friend/carer of difficult life or death decisions during a 
crisis or emergency

 > enabling a patient to die with respect, dignity and comfort.

9.3.1 Policy and governance

SA Health in consultation with expert clinicians and key stakeholders including, consumers and carers is 
developing the Resuscitation Planning–7 Step Pathway Policy Directive. The policy directive will be accompanied 
by a toolkit, fact sheets and two online eLearning courses.

The implementation of the directive:

 > will improve how resuscitation and end-of-life care planning decisions are made, documented and 
implemented

 > will support safe and high quality resuscitation planning  
and end-of-life care that is patient centred and wherever  
possible aligned with the values, needs and wishes of  
patients as expressed by a patient themselves or their  
legal representative or through an Advance Care Directive  
or equivalent document

 > will provide a state-wide best practice process for decision-
making and clinical care planning for resuscitation and  
end-of-life care across SA Health.

Tool 1:  Resuscitation Plan - 
7 Step Pathway Diagram

2
3
4
5
6
7

STEP 1: TRIGGER 

The clinical team caring for the patient should use standardised triggers to assess if a patient may be at end-of-life. If any of the of 
triggers are met, the clinician responsible for the patient should consider if an end-of-life clinical care plan is needed, the urgency 
for a plan, and readiness of patient/family to discuss issues. 

Triggers:

1.    The patient, family/carer, Substitute Decision-Maker, Person Responsible or members of the interdisciplinary team express 
concern or worry that the patient is dying and/or have unmet end-of-life care need.

2.    Indicators are met using the Supportive and Palliative Care Indicators Tool (SPICT TM), a tool for identifying people at risk 
of deteriorating and dying (www.spict.org.uk/index.php).

3.    The ‘Surprise Question’: the clinician asks him or herself, “Would I be surprised if this patient died in the next  
12 months? (and where the response is “No”)”.

4.    A patient who has refused life-sustaining treatment in an Advance Care Directive (including in an Enduring Power of 
Guardianship, Medical Power of Attorney or Anticipatory Direction) or in an Advance Care Plan.

5. Observations triggering or are likely to trigger the activation of a Medical Emergency Response (MER).

STEP 2: ASSESSMENT 

Obtain adequate clinical information to allow reasonable clinical decisions to be made, and to be the basis for discussions with the 
patient, Substitute Decision-Maker/ Person Responsible. Make an assessment about the capacity of the patient to participate in 
these discussions. 

STEP 3: CONSULTATION

When the treating team has reached a clinical decision, sensitively, and clearly explain to the patient, Substitute Decision-Maker/
Person Responsible and others as indicated by the patient, the diagnosis, prognosis, treatment options and recommendations; 
and negotiate clear goals and intent for future treatment. Determine whether the patient has previously refused treatment. If the 
patient has lost capacity refer to Advance Care Directive/Advance Care Plan.

STEP 4: DOCUMENT THE CLINICAL CARE PLAN 

Using the Resuscitation Plan form develop and document a realistic and practical clinical plan about resuscitation/life-sustaining 
measures, or treatment with a palliative approach, informed by the patient’s wishes.

STEP 5: TRANSPARENCY AND COMMUNICATION

Explain the plan to the patient, Substitute Decision-Maker/ Person Responsible and others as indicated by the patient, in a 
consistent and compassionate way. Allow time for them to process the information, encourage questions and revisit as necessary 
to develop a shared understanding. If there is a dispute, then institute dispute resolution process as necessary.

STEP 6: IMPLEMENTATION

Take practical steps to implement the plan and revisit as necessary.

STEP 7: SUPPORT THE PATIENT, SUBSTITUTE DECISION-MAKER/ PERSON RESPONSIBLE 
AND FAMILY/CARERS

Throughout the process ensure practical, emotional and spiritual support is offered to the patient, Substitute Decision-Maker/
Person Responsible and family/carers including offering support and information after the patient has died.

1

Item 16: Tool 1 Resuscitation  
Plan–7 Step Pathway diagram
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9.4 Advance Care Directives

Advance Care Directives (ACDs) guide the clinician to provide the care a person would want, in the event the 
person may be too unwell or unable to make their own decisions. A person may use an Advance Care Directive 
to appoint one or more Substitute Decision-Makers to make decisions on their behalf in future, if they are 
unable to do so. 

Training materials and over 30 resources and 13 videos have been produced and are available on the SA Health 
web page End of life care for health professionals links staff to resources around ACD, Consent to medical 
treatment and Resuscitation planning - 7 Step pathway.

The Advance Care Directives site provides information and forms for consumers. The ACD website is run by the 
Legal Services Commission. Between its launch on 1 July 2014 until 30 August 2016:

 > 95,546 people have visited the website

 > 544 forms are being completed each month which means 17 people a day are completing their ACDs online.

The Advance Care Directives site provides information and forms for consumers.

Picture 44: Advance Care Directive website

A telephone survey of 3000 people 15 years and over (Health Omnibus) conducted by the Population Research 
and Outcome Studies at Adelaide University in collaboration with Harrison Health Research demonstrated that 
nearly 35% of South Australians were aware of ACDs. Respondent’s awareness increased with age, with those 
aged 70 years and over four times more likely to be aware of ACDs compared to those aged 15-29 years. 22% 
either had, or were considering completing an ACD for themselves.

Additions to the patient incident module of SLS allow for reporting incidents where ACDs or Resuscitation plan 
are not used, or inappropriately used. 
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9.   Recognising and responding to clinical deterioration

Picture 45: ACD in SLS patient incident module

9.5  Communication with patients, families and carers in recognition and  
response systems

9.5.1 Consumer initiated escalation of care 

Alongside the activity in the LHNs around mechanisms to enable consumer escalation of care, SA Health is 
partnering with Health Consumers Alliance SA and Flinders University to develop an SA Health communication 
strategy to inform consumers about their role, and the mechanisms available for consumer initiated escalation 
of care. This will mean that across SA Health the same messages and communication will be visible and 
recognisable.

9.5.2 Consumer centred care, consent and decision-making at end of life

If a patient’s condition deteriorates, the health care team need to know what care and treatment the patient 
may or may not want. At the time of deterioration, a patient may be too unwell to be able to participate in 
decision-making about their health. The SA Health Resuscitation Planning - 7 Step Pathway policy directive and 
toolkit provide guidance. (refer section 9.3). 

SA Health Patient Administration Systems (PAS) provide clinicians with ready access to the name and contact 
details of the person(s) legally able to make health care decisions on a patient’s behalf, in accordance with the 
Advance Care Directives Act 2013 and the amendments to the Consent to Medical Treatment and Palliative Care 
Act 1995.

Easily accessible contact details for the patient’s loved ones are important for clinicians in this circumstance. SA 
Health employees ask for the essential contacts and record details in patient administration systems. EPAS has a 
quick reference guide to support the clerical staff in the steps required to add an ACD/Advanced Care Plan (ACP) 
or Resuscitation form to the Problem List in the Clinical Application at registration.
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Picture 46:  EPAS screenshot of adding an ACD/ACP/Resus Plan to problem list

Item 17: Help us, help you – Essential contacts information sheet

Help us help you - Essential contacts information sheet 
provides consumers with information to guide them in 
considering the correct contact details to provide when 
presenting to a health service. 
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10. Preventing falls and harm from falls

Falls are a significant cause of potentially avoidable harm. Older people are most 
affected. As falls are the most frequently reported incident type, and the SA 
population ages, the need for effective systems to identify who is at risk, and to 
provide high quality care is increasing. 

There is strong evidence that many falls are preventable. Care delivered by SA Health services is guided by the 
best practice guidelines on Preventing Falls and Harm from Falls in Australian Hospitals, Residential Aged Care 
and Community Care (Australian Commission on Safety and Quality in Health Care, 2009). 

NSQHS Standard 10 Preventing falls and harm from falls13 includes governance and systems for the prevention 
of falls, screening and assessing risks of falls and harm from falling, preventing falls and harm from falling, and 
communicating with patients and carers.

10.1 Governance and systems for the prevention of falls

10.1.1 Governance

The SA Health Fall and fall injury prevention and management policy directive has been revised. The guideline 
was retired and relevant content reflected in the policy directive and in the new tools. An information sheet 
describing the changes and the composition of the toolkit is provided on the revised SA Health webpage. 

The policy directive has seven accompanying tools and these resources are available on the Preventing falls and 
harm from falls at www.sahealth.sa.gov.au/FallsPrevention.

 > Tool 1 - Example Terms of Reference (TOR) for a health service’s Fall Prevention Committee

 > Tool 2 - When and how to do fall risk screening, assessment, care-planning and discharge planning

 > Tool 3 - Safe use of bed rails

 > Tool 4 - Reporting a patient fall incident into SLS topic guide

 > Tool 5 - Reporting a patient fall incident – frequently asked questions (FAQs)

 > Tool 6 - Post fall team review

 > Tool 7 - SA Health Preventing falls and harm from falls accreditation resource guide

A consumer information page has also been developed which includes fact sheets and posters. 

All SA Health services that have been surveyed against NSQHS Standard 10 in 2015-16 have met the 
requirements. 

Each LHN has a system of committees that plan and coordinate activities, and report to executive level.  
Tool 1 is an example of the terms of reference, roles and functions for a local committee. This illustrates how an 
effective committee can be a key driver for implementing best practice and demonstrating that standards are 
met. Infographics were developed for SA and for each LHN to illustrate the steady reduction in harmful  
falls since 2011.

13     National Safety and Quality Health Service Standards (September 2011), Australian Commission on Safety and Quality in Health Care
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Item 18: Falls Prevention Infographic
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Health Professional  www.sahealth.sa.gov.au/FallsPrevention         
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10.   Preventing falls and harm from falls

10.1.2 Fall incidents during care

Under the primary incident classification (table 8) patient falls and other injuries is the most common incident 
type with 12755 incidents. This classification includes 1923 other patient injuries such as collisions, lifting 
incidents and exposure to other hazards. Those are excluded from the following discussion.

The following relates to the 10830 falls incidents, of which 500 were classified as near misses (table 27).  
Despite the number of reports of falls incidents rising each year, both the number and proportion that  
are harmful (rated SAC 1 or SAC 2) continues to decline, from 2.9% (n=210) in 2011-12 to 1.4% (n=152) in 
2015-16. 

Table 26: Falls incidents reported by SAC codes 2010-16

Actual SAC 2012-13 2013-14 2014-15 2015-16

SAC 1 22 26 15 23

SAC 2 153 118 125 129

SAC 3 4627 4988 4837 4857

SAC 4 3424 4396 5344 5676

Uncoded incidents 191 197 156 145

Total 8417 9725 10477 10830

% of SAC 1 and SAC 2 2.1% 1.5% 1.3% 1.4%

Source: Safety Learning System

Notifiers are asked to report if there was harm to the individual or the organisation. Of these, 28.7% indicate 
that there was harm. The degree of harm varies, and 78.6% were skin tears, bruises, pain or abrasions. 

Reports of the site of the injuries indicates that 30.1% of injuries are to the head, 31.4% upper limb and 17.8% 
lower limb. Injury to the head, even minor is important because of the need to monitor for intracerebral bleeds, 
especially for older patients who are taking anticoagulant therapy.

The circumstances in which falls occur, particularly harmful falls, is sometimes unknown because only 30% of 
falls are witnessed. Harmful falls most commonly occur when the patient is attempting to sit/stand, walking, 
getting in or out of bed and toileting, and of these falls while walking is most commonly associated with harm 
(table 27).
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Table 27: Most frequent activities at the time of fall 2015-16

Most frequent activities at the 
time of fall 2015-16

Harm caused to 
an individual or 

organisation

No harm caused 
to an individual 
or organisation

Near  
miss

Total

Attempting to sit/stand 423 1030 124 1577

Walking 547 951 102 1600

Getting in/out of bed 338 784 84 1206

Toileting, or attempting to toilet 288 482 51 821

Bending/leaning/reaching over 208 439 43 690

Standing 155 272 35 462

Sitting 85 251 26 362

Rolling on bed 76 164 11 251

Climbing over/around bedrails 61 108 12 181

Showering 43 56 13 112

Total 2224 4537 501 7262

Data unavailable for 3568 (33%)incidents

Source: Safety Learning System

In the event of a fall or near miss, the incident must be reported and openly disclosed with patient and carer(s). 
The investigation of serious or repeat falls should include a team review, with the outcomes being recorded 
by the incident manager in SLS, and the revised care plan recorded in the medical record. The Falls Prevention 
online eLearning course describes the actions required, including post fall team review.

Picture 47: Falls Prevention online eLearning course screenshot on post fall actions
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10.   Preventing falls and harm from falls

10.2 Screening and assessing risk of falls and harm from falling

Screening and assessment protocols have been reviewed 2015-16 and there are some modifications approved 
for specific settings that maintain clinical efficacy, meet requirements of Standard 10 and are time efficient 
for staff. Tool 2 When and how to do fall risk screening, assessment, care-planning and discharge planning 
summarises these and all medical records forms are available. 

The medical records form MR58b Falls Risk Screen was built into EPAS in the section for emergency departments. 
This tool was designed for emergency departments, and is recommended for use in outpatient and ambulatory 
clinics, day procedure services and other sites where a quick screening process is required. It is also used in some 
pre-admission clinics. 

A review of the falls risk screening and risk review in EPAS resulted in recommended changes that have been 
incorporated into EPAS.

The Falls prevention online eLearning course includes a video of the screening process used in emergency 
departments, and also the use of other risk assessments. 

Picture 48:  Falls risk screen online eLearning course screenshot

10.3 Preventing falls and harm from falling

Clinical intervention is guided by the national Best Practice Guidelines for preventing falls in Australian hospitals, 
community care and residential aged care (Australian Commission for Safety and Quality in Health Care). 

10.3.1 Falls prevention and management education and training 

A health workforce with skills, knowledge and understanding is required to deliver effective falls prevention.

 > From July 2015, the Safety and Quality Unit has handed responsibility for training Falls Prevention Leaders to 
the LHNs, having trained over 500 Falls Prevention Leaders across SA. 

 > The Falls Prevention online eLearning course was launched in April 2014. During 2015-16, 4245 staff 
completed this course, a total since launch of 12804. The online eLearning course is very practical and 
includes information and videos.
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10.4 Communicating with patients and carers

All consumer fact sheets were revised last year with input from consumer groups and clinicians. 

Health services across SA held a range of activities for their consumers and workers, including displays and 
staff education events. With assistance from Media and Communications teams, several articles were published 
across the media. 

Resources available for April 2016 included infographics, posters, a self-screen checklist and a range of 
translated consumer information sheets.

The April Falls Awareness month activities continue to build staff and the community’s understanding of falls 
prevention messages and services. A survey (Health Omnibus) conducted by the Population Research and 
Outcome Studies at Adelaide University in collaboration with Harrison Health Research demonstrated that there 
has been a significant increase in the awareness of falls risk, and of the actions that individuals can take to 
reduce their risk of falls, between 2008 and 2015. Further it indicated that people who have had falls have a 
lower score for their quality of life.

The Falls Prevention online eLearning course emphasises engagement with consumers throughout, and provides 
practical assistance for clinicians about how this can occur.

Further information is available on the Safety and Quality section of the SA Health website Falls prevention pages 
at www.sahealth.sa.gov.au/FallsPrevention 

Additional information is also available on the Australian Commission on Safety and Quality in Health Care 
website Falls Prevention page at http://www.safetyandquality.gov.au/our-work/falls-prevention 
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11. Preventing and responding to challenging behaviour

SA Health recognises that consumers, carers, workers and volunteers all want 
health services to be delivered and received without personal threat or risk.

‘Challenging behaviour’ means actions and/or behaviours that may, or have potential to, physically or 
psychologically harm another person or self, or property. 

Challenging behaviours and/or actions can take different forms, any of which can:

 > potentially or actually stop, interrupt or limit the ability for health service or care to be provided in a way that 
is safe for both consumer and staff.

 > result in a person or people feeling unsafe or threatened or feeling that intervention, or withdrawal, is 
warranted to avoid physical or psychological harm to someone, or property.

11.1 Governance and systems for responding to challenging behaviour

Challenging behaviour is a common and serious incident type for both patients and for workers. SA Health 
has developed a strategy aimed at reduction of these incidents, and improved recovery afterwards, should they 
occur. The Preventing and responding to challenging behaviour strategy has four streams of work – policy, 
communications, training and education, and standards and metrics. 

The strategy is being implemented in collaboration with Work Health and Safety, Mental Health, and with LHNs. 
Each Local Health Network has at least one committee that is responsible for actions to minimise the occurrence 
and impact of challenging behaviour. 

11.1.1 Policy framework

The SA Health Preventing and responding to challenging behaviour policy directive, and the Preventing and 
responding to challenging behaviour, violence and aggression guideline were released in May 2015. The latter 
has replaced the previous Work Health and Safety (WHS) policy.

The WHS Hazard Identification and Risk Assessment (Tool 2) should be completed annually to identify risks in 
order to develop a risk treatment plan for action for the health service. 

A toolkit and other resources to support implementation have been developed, distributed in folders, and 
published on the Safety and Quality pages www.sahealth.sa.gov.au/ChallengingBehaviourStrategy. 

Property
damage

Resisting 
lawful 
treatment

Threat of 
physical 
abuse

Intrusive 
behaviour

Physical
assault

Self
harm

Verbal
abuseAbscond

Challenging Behaviour Spectrum
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11.2 Communication strategy

A comprehensive communications plan was developed and implemented to raise awareness of the release of the 
SA Health Preventing and responding to challenging behaviour strategy. It includes a further communications 
plan for each of the five most high risk priority areas.

The SA Ambulance Service (SAAS) was identified as the first risk priority area to have its own communications 
plan developed. A public awareness campaign used advertising and social media to highlight the message that 
ambulance officers and paramedics can’t save lives when they’re busy fighting for their own.

The “Keep Your Hands Off Our Ambos”, the social media led campaign ran from May 2015 to April 2016, and 
included Facebook, Twitter, YouTube, radio ads and venue ads in pubs, clubs and sporting associations (metro 
and regional). The target audience in the community was males, aged 20-29 across metropolitan and regional 
settings attending licensed venues.

Within 24 hours of posting the campaign video on Facebook it had reached 2.3 million people, had over 
800,000 views and over 70,000 people had liked, shared or made a comment. 

This campaign has been recognised and awarded internationally and nationally. 

Item 19:  Results from the social media campaign

The campaign ran from 27 May 2015  
to 2 April 2016 and aimed to 
 RAISE PUBLIC AWARENESS OF ISSUE
 DECREASE INCIDENTS
 SUPPORT THE GREAT WORK YOU DO

98%  

82%  

77%  

75%  

39%  37%  

75%  

indicated it is important that 
challenging behaviour towards 
ambulance officers is reduced

agreed that they are now more 
aware that ambulance officers 
experience challenging behaviour 
from people

agreed that they now have a better 
understanding of the impacts 
of challenging behaviour towards 
ambulance officers

agreed that they are now more 
knowledgeable about what 
challenging behaviour towards 
ambulance officers involves

agreed that people are generally less 
likely now to engage in challenging 
behaviour towards ambulance officers

agreed that people have generally 
changed their attitudes towards 
challenging behaviour involving 
ambulance officers

indicated that, after seeing or 
hearing communications, they 
would be more likely to take 
action if they saw their mate 
behave in a challenging way 
towards an ambulance officer

The community was shocked and outraged about this issue,  
as reflected by 5000+ comments on social media

SAAS STAFF SURVEY RESULTS HOW DID THE 
CAMPAIGN MAKE YOU FEEL?

IMPROVEMENT IN 
REPORTING CULTURE

www.sahealth.sa.gov.au/LetUsCare

increase in staff feeling 
safer and more supported 
at work post-campaign

of SAAS staff somewhat and 
strongly agreeing that they 
support a public awareness 
campaign about challenging 
behaviour

Most of these Ambos are volunteers and yet  
they still go to work everyday knowing there is  
a good chance they will be treated like this.
Words cannot express my gratitude for these 
men and women.  

Great video guys, in the moment people don’t 
think rationally, but it needs to be shown and 
shared so people are educated about it. 
Hope this campaign helps lower these incidents 
against people who deserve respect and 
patience as they battle to do incredible  
difficult work.  

To everyone who is a 
paramedic, thank you for 
doing what you do.

I feel so saddened that this is such 
a huge issues for ambos but a very 
powerful video! 
You do amazing work thank you.

31.27%  

85.54%  

The post-campaign SAAS staff survey  
shows you are NOW MORE LIKELY TO REPORT: 

SPITTING PUSHING THREATS/
INTIMIDATING 
BEHAVIOUR 

VERBAL  
ABUSE

BEING HIT OR 
KICKED

BEING SEXUALLY 
ASSAULTEDUP BY 

6.71% UP BY 
6.1% UP BY 

3.83% 
UP BY 
3.7% UP BY 

3.4% 
UP BY 
0.93% 

 Proud to be an Ambo.. supported.. valued by 
the community.. recognised and respected.. 
empowered.. felt good to know we are being 
supported.. validated.. that our employer 
recognises this issue.. supported by our 
organisation/employer.. reassured.. that this 
issue is being taken seriously.. recognised.. 
respected and supported.. hopeful that the 
public are more aware.. made me feel that 
some people do care about us.. that SAAS 
wants to protect its workers.. appreciated, 
acknowledged.. thankful.. increased community 
support…

CHANGE IN TARGET AUDIENCE AS A RESULT OF THE CAMPAIGN:

16116.3

MOST IMPORTANTLY 
since the launch of the campaign 16%  decreased byincidents against  

Ambos

Incidents of challenging behaviour against ambulance officers has decreased by 16% since the launch. SAAS 
staff supported the campaign and felt that they were safer and more supported at work. Their readiness to 
report increased. 

Planning has commenced for a strategy to address challenging behaviour in emergency departments in 2016-17. 

11.3 Education, training and competencies

The Education and Training Framework for preventing and responding to challenging behaviour (Tool 5) outlines 
the general skills and knowledge required for prevention and response to challenging behaviour. The specific 
skills and knowledge required by a clinician depends on the consumers and their conditions, for whom they 
provide care. There is additional training required for clinicians with specific roles, for example clinicians who are 
part of a Code Black team. Tool 4: Clinical Guidelines and additional resources, provides a listing of best practice 
guidelines for a variety of settings and conditions.
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11.   Recognition and management of challenging behaviours

An introductory online eLearning course for all staff ‘An introduction to preventing and responding to 
challenging behaviour’ was developed through collaboration between Work Health and Safety, Safety and 
Quality, Mental Health and Digital Media. The course is structured around the stages of an incident, prevention, 
early intervention, during and after an incident, and emphasises the importance of successful communication.

1217 staff completed the course after its release in May 2015, and in 2015-16 this course was completed by a 
further 11981 staff. 

Picture 49: Preventing and responding to challenging behaviour online eLearning course

11.4 Systems of data collection and analysis 

To improve data quality and incident management, an integrated reporting system has been built. This includes 
three modules of Safety Learning System - patient incidents, worker incidents, and a new security incidents 
module. 

 > The patient incident module records where a patient is affected by, or exhibits behaviour that is challenging 
to staff or to other people or property. 

 > The worker incident module records where staff are at risk of or suffer physical or psychological harm. 

 > The Security incidents module was launched in September 2015, to replace HealthWatch. Security and other 
staff report incidents that are emergencies, for example Code Red (fire) and Code Black (personal threat). 
Also reported are non-emergencies where security respond to clinical requests for assistance.

The Local Health Network Analytics and Reporting Service (LARS) displays summary data and indicators from 
each of these modules. Tool 7 outlines data required for evaluation and metrics/indicators.

11.4.1 Challenging behaviour patient incidents

In 2015-16, the number of challenging behaviour patient incidents is demonstrated in the infographic below 
including the number of:

 > workers being hit by another person

 > worker mental stress from physical or verbal abuse

 > incidents where security services attended in response to Code Black calls.

Further information is available in the following tables and analysis.
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Item 20: Challenging behaviour infographic

Source: Safety Learning System

Accuracy and consistency in reporting continue to improve, assisted by Tool 6 - Guide to reporting and review of 
challenging behaviour incidents.

The total number of challenging behaviour incidents increased between 2014-15 and 2015-16 (table 28) from 
7.3% of all incidents to 8.5% of all patient incidents. 

Table 28: Challenging behaviour level 1 classification 2014-16

Challenging behaviour (level 1 classification) 2014-15 2015-16

Number of incidents classified as challenging behaviour 3903 4707

Total number of incidents reported to the SLS 53692 55162

Percentage of total incidents reported to the SLS 7.3% 8.5%

Source: Safety Learning System

Of all the patient incidents classified as challenging behaviour, 125 were rated as SAC 1 or SAC 2 (2.6%), and of 
these 86% were classified as self harm. (table 29).

The circumstances of challenging behaviour incidents is varied. Less than 40% is directed at staff (38% patient 
behaviour to other person/s). Other classifications include absconding (22.5%); challenging behaviour directed at 
another patient (15%); property damage or disregard for by-laws (12%); and self harm was 11.0% in 2015-16. 

Open disclosure of challenging behaviour incidents has increased, but is still low at 64.8% of incidents.
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11.   Recognition and management of challenging behaviours

Table 29: Challenging behaviour level 2 classification 2015-16

Challenging behaviour level 2 
classification

SAC 1 SAC 2 SAC 3 SAC 4
Un 

SAC’d
Total

Patient behaviour to other persons 3 10 1162 602 21 1798

Absconded 0 2 630 403 22 1057

Patient behaviour to patient 0 1 419 292 13 725

Persistent damage to object(s) or disregard for  
hospital by-laws

0 1 284 264 12 561

Self harm 92 16 280 125 7 520

Staff behaviour to patient 0 0 10 29 2 41

Maternal mental health 0 0 1 1 0 2

Total 95 30 2786 1716 77 4704

Source: Safety Learning System 

11.4.2 Challenging behaviour incidents affecting workers

Incidents of challenging behaviour that affect workers are reported into the Safety Learning System across  
SA Health, with the exception of SA Ambulance Service.

Under the Types of Occurrence classification system for occupational incident reporting, there are two level 1 
mechanisms by which challenging behaviour is classified. These are ‘Being hit by another person’ and ‘Mental 
stress from physical or verbal abuse’. These are combined to form the challenging behaviour to worker code. For 
incidents where both mechanisms are mentioned, only the primary mechanism is reported. 

Challenging behaviour incidents accounted for 24.13% of all worker incidents reported in the 2015–16 (table 
30). In 2013–14 these incidents accounted for 31.6% of all worker incidents and in 2014-15 this proportion was 
28.07%.

Table 30: Worker incidents - Challenging behaviour 2015-16

Challenging behaviour level 1 classification Being hit
Mental 
stress

Total

Number of incidents reported in this category 1322 1026 2348

Percentage of total worker incidents reported to the SLS  
(n = 9731)

13.59% 10.54% 24.13%

Source: Safety Learning System – Worker incidents

Of the 2348 challenging behaviour worker incidents, 56% were classified primarily as ‘Being hit by another 
person’ (table 31).

2.5% were risk rated as extreme or high, a decrease since the previous year (2.99%). Also there was a decrease 
from 67 incidents to 57 for these risk ratings.

However, there was an overall increase in seriousness of incidents reported, driven by a shift from low risk to 
moderate risk. Of all the challenging behaviour incidents 35.9% were rated as extreme, high or moderate in 
2014-15 and this increased to 52.7% in 2015-16. 
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Table 31: Worker incidents - Level 1 Challenging behaviour classification and risk rating 2015-16

Level 1 classification Extreme High Moderate Low
No 

value
Total

Being hit 0 40 618 493 171 1322

Mental stress 1 17 561 293 154 1026

Total 1 57 1179 786 325 2348

Total % 0.04% 2.43% 50.21% 33.48% 13.84% 100%

Source: Safety Learning System – Worker incidents

The Level 2 sub classification indicates that being assaulted and exposure to a violent event are more likely to be 
rated as extreme, high or moderate. There was an increase in reports of exposure to violent events from 907 in 
2014-15 to 954, in 2015-16 (table 32).

Table 32: Worker incidents - Level 2 Challenging behaviour classification and risk rating 2015-16

Level 2 classification Extreme High Moderate Low
No 

value
Total

Being assaulted by person 0 37 547 463 162 1209

Hit by person accidentally 0 3 67 30 8 108

Exposure to violent event 
(mental stress)

1 17 522 274 140 954

Racial or sexual behaviour 0 0 35 17 9 61

Not classified 0 0 8 2 6 16

Total 1 57 1179 786 325 2348

Source: Safety Learning System – Worker incidents
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11.   Recognition and management of challenging behaviours

11.5 Challenging behaviour incidents where security services provide assistance

A module of Safety Learning System was designed for recording incidents when security staff attend. It was 
commissioned in September 2015, and at the same time Health Watch was de-commissioned. In 2015-16, the 
data combines these two sources. 

Security Services operate at many health services and have a variety of roles and powers under the SA Health By-
laws for incorporated hospitals policy, and the Health Care Act.  With clinical staff, they respond to Code Black 
calls as part of an emergency response team. 

 > Code Black calls are made by staff who perceive that their safety, or that of the patient and/or  
other people, is at risk

 > This team works with the home team to de-escalate the situation, provide expert care and restore a safe 
environment. Many of these incidents only require the emergency response team or the security officers to 
attend and provide advice or support. In other incidents outcomes can include restraint of the patient, or 
escorting an aggressive non-patient from the facility. 

Clinical staff can also make a non-emergency request for Security Assist. The Security officers provide assistance 
to staff who are providing care or treatment in a situation where challenging behaviour is predicted.

In metropolitan health services in 2015-16, Security officers responded to 8732 Code Black situations. Of these, 
43% were made by staff in emergency departments, a smaller proportion than in 2014-15 (48%) (table 33).

Table 33: Security incidents with Code Black call in SA Health 2014-16

Code Black calls 2014-15 % 2015-16 %

Hospitals 4270 51.6% 4977 57.0%

Emergency Departments 4004 48.4% 3755 43.0%

Total 8274 100% 8732 100%

Source: Safety Learning System – Security incidents

Table 34 illustrates the calls made to Security services for Code Black (54%) and the non-emergency Security 
Assist. The most common type of incident leading to a Code Black call was patient threatening or harming staff 
(49%). 

Security officers take action when non patients are disrupting services or trespassing, and this was recorded on 
6% of Code Black incidents (n=526). Security officers assist clinical staff to take action when a patient threatens 
or is actually self harming and this accounted for 13.5% of Code Black calls.
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Table 34: Security incidents (Code Black and Security assist) by type (Level 3)

Security incidents (Level 3)
Code 
Black

Security 
assist

Total

Assist with administration of treatment 0 7432 7432

Illegal occupancy/trespass 44 0 44

Non-patient threatening/harming other person 181 0 181

Non-patient threatening/harming staff 301 0 301

Patient threatening/harming other person 1478 0 1478

Patient threatening/harming staff 4265 0 4265

Self harm (actual or threatened) 1178 0 1178

No Level 3 classification entered (Health Watch data) 1273 0 1273

Total 8720 7432 16152

Further information about the background and work of this program is available on the SA Health website 
Preventing and responding to challenging behaviour at www.sahealth.sa.gov.au/challengingbehaviourstrategy.
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12. Minimising restrictive practices

Minimising restrictive practices is a key part of the challenging behaviour 
program. Policy development was coordinated between Safety and Quality Unit 
and the Office for the Chief Psychiatrist. 

12.1 Governance and systems for minimising restrictive practices

The new SA Health Minimising Restrictive Practices policy directive was released in November 2015. It introduced 
the requirement to report all use of restraint in any SA Health service. 

This requirement was previously in place for mental health services, under the Restraint and seclusion in 
mental health services policy guideline. The purpose of the policy directive is to provide SA Health services with 
information and tools to:

 > reduce the use of restrictive practices through preventative restraint minimisation strategies

 > promote safer application of restrictive practices where these are required as a last resort

 > meet relevant legislative requirements 

 > guide the development of programs to reduce the incidence and the use of restrictive practices 

 > ensure that when a response is required that it is safe for staff, consumers and others, the person’s rights and 
dignity are maintained, and steps are taken to ensure recovery for all

 > ensure that a review process occurs to ensure learning and improvements to prevent further incidents. 

Section 1.2.4 of this report includes data on restraint and seclusion use in mental health services and  
reduction initiatives.

12.2 Communication

The release of policy directive and toolkit has been publicised by CE Check, distribution of printed folders, 
promotional banners on internet and intranet.  

12.3 Education and training

The Minimising restrictive practices online eLearning course was released with the policy directive in November 
2015. Since then 1026 SA Health staff have completed the course. 

The toolkit accompanying the policy directive includes: 

 > What are restrictive practices and what types are there? 

 > Reporting and review of incidents. 

 > Clinical strategies to minimise the use of restrictive practices.

 > Safe application of restrictive practices, and recovery.

 > Legal information about restrictive practices.

 > Restraint minimisation – decision making flowchart.
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Item 21:  Restraint minimisation – decision making flowchart

Flowchart adapted from “Minimising restraint use in adults toolkit”, NSW Agency for Clinical Innovation, 2013.

Minimising restrictive practices in health care

Restraint Minimisation-
Decision making flowchart
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12.   Minimising restrictive practices

12.4 Incidents or restraint or seclusion

In 2015-16 there were 3846 incidents of restraint or seclusion. This has decreased since 2014-15 in part because 
of a more consistent definition of what constitutes restraint. The majority are mechanical restraint – use of 
devices. Numbers of seclusion incidents has increased (table 35).

Of all the restraint and seclusion reported across SA, 3618 (94%) is currently reported from mental health 
services. This proportion is likely to decrease as general services implement reporting as per policy. 

Table 35: Type of restraint or seclusion 2014-16

Type of restraint  
or seclusion 

2014-15 2015-16

Mental 
health 

Services

General 
health  

Services

Total Mental 
health 

Services

General  
health 

Services

Total

Mechanical restraint 3728 121 3849 2450 102 2552

Physical restraint 136 81 217 263 62 325

Chemical restraint 80 47 127 238 54 292

Seclusion 581 15 596 667 10 677

Total 4525 264
4789 

(100%)
3618 228 3846

Source: Safety Learning System 

For 82.3% of these incidents this year. there was follow-up with the patient, family or carers (open disclosure) 
noted, an increase since last year (78%). 

This year no incidents were rated as SAC 1 or 2 and 92% were rated SAC 3.

The primary condition associated with the use of restraint was recorded for 75% of these incidents. Dementia 
and other cognitive impairment accounted for 63% with a further 30% associated with mental illness (table 36). 
This reflects the repeated use of restraint devices in long stay services. This pattern of conditions is expected to 
change once general services commence reporting restraint use. 

Table 36: Primary condition associated with use of restraint in 2015-16

(reported for 75% of incidents)

Primary condition Number

Dementia, other cognitive impairment 1811

Mental illness 874

Alcohol or substance misuse 116

Other 47

Brain injury, neurological condition or intellectual disability 35

Delirium, sepsis, other acute cause 14

Total 2897

Source: Safety Learning System 

Further information is available on the SA Health Restrictive practices in health care web page at  
www.sahealth.sa.gov.au 
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Further information

Further information regarding this report or the Safety and Quality Unit is available on the SA Health website 
www.sahealth.sa.gov.au/safetyandquality.

Additional information on the safety and quality program is available on the Australian Commission on Safety 
and Quality in Health Care website at www.safetyandquality.gov.au 
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Appendix 1 – Clinical guidelines

In 2015-16 the following clinical guidelines were released including:

New clinical guidelines:

Medicines and prescribing: policies and guidelines

 > Medicines and Technology Policy and Programs

 > Management of bleeding related to Apixaban, Rivaroxaban and Dabigatran

 > Safe prescribing of new oral anticoagulants (NOAC): Apixaban, Rivaroxaban and Dabigatran

SA Perinatal Practice guidelines

 > Management of paediatric burns

Neonatal Medication guidelines

 > Ciprofloxacin

 > Octreotide

Blood Supply Stewardship policy directive

Infection control

 > Management of multi-resistant Gram-Negative Organisms (MRGN)

Revised clinical guidelines:

SA Perinatal practice guidelines

 > Anaemia in pregnancy

 > Antenatal Cardiotocraphy

 > Anti d prophylaxis

 > Delays in second stage labour

 > Diabetes mellitus and gestational diabetes

 > Electrical and lightning injuries in pregnancy 

 > Ergot derivatives prophylaxis for third stage management and postpartum haemorrhage 

 > Fetal acid balance assessment 

 > Fetal Surveillance Intrapartum

 > Genital herpes simplex infection in pregnancy

 > Hepatitis B in pregnancy

 > Hepatitis C in pregnancy

 > Hydralazine infusion regimen

 > Investigations of stillbirths (SA protocol)

 > Iron infusion

 > Labetalol infusion regimen

 > Magnesium sulphate neuroprotect fetus for women risk preterm birth

 > Magnesium sulphate regimen

 > Management of seizures in children
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 > Management of women with low PAPP-A and normal chromosomes

 > Normal pregnancy labour and puerperium management

 > Obstetric cholestasis 

 > Oxytocin prophylaxis for third stage management and postpartum haemorrhage

 > Parvovirus

 > Perinatal anxiety and depressive disorders 

 > Perinatal loss

 > Peripartum prophylactic antibiotics

 > Personality disorders and severe emotional dysregulation

 > Policy for the Management of the Release of a Placenta for Private Use: SA Public Health Services 

 > Policy for the Management of the Release of a Placenta for Private Use: SA Public Health Services - Patient 
Information Brochure

 > Preconception advice

 > Prelabour rupture of the membranes (PROM) >37 weeks

 > Preterm labour

 > Preterm prelabour rupture of the membranes

 > Prostaglandin analogues for major postpartum haemorrhage

 > Pruritic urticarial papules and plagues n pregnancy 

 > Psychotropic medication during pregnancy and breastfeeding

 > Psychosis in pregnancy

 > Reduced Fetal movements

 > Rubella infection

 > Screening for perinatal anxiety and depression

 > Standards for the Management of the Obese Obstetric Woman in SA 2016

 > Varicella zoster chicken pox in pregnancy

 > Vitamin and mineral supplementation in pregnancy

Renal Network

 > South Australian Haemodialysis Guidelines: Routine Water Testing and Reverse Osmosis  
Monitoring Clinical Guideline

Medicines and Technology Policy and programs

 > Pharmacological management of symptoms for adults in the last days of life

Infection control

 > Aminoglycosides: recommendations for use, dosing and monitoring in adult patients
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