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Resources at  Safetyandquality.gov.au



HAC program intended to 

improve patient safety, reduce 

cost

1. Provision of reliable data to 
clinicians and managers

2. Penalising hospitals for failing to 
prevent events

Bonus of “no work” to collect data 
– uses coded administrative data





HAC UTI



WA Country 

Health 

Service 

(WACHS)



(2016/17)

 HAC UTI 28% of total 

 $ implications

 Variation ++ 
between regions

 Need to reduce!

 Really ???

60%
28%

12%

WACHS HACS = 1393



Retrospective HAC UTI analysis

 Chart review applying NHSN definitions to all coded HAC 
UTI in 2 regions over 6 months 2018

 62 HAC UTI

 7 (18%, 95% CI 10-29%) validated using NHSN criteria

55/62 (82%) false positive

 Separate prospective NHSN methodology CAUTI 
surveillance 

 4 CAUTI detected in same time period

 ¼ CAUTI coded as a HAC UTI



?



We knew this already

 Mitchell et al 2016

 45% of coded HAUTIs had positive microbiology

 Van Mourik et al BMJ Open 2015  

 15 HAUTI studies PPV below 25% for all 

 Redondo-Gonzalez 2018

 CAUTI only pooled +LHR 12.94, insignificant agreement 

with surveillance definition (kappa <0.21)



HAC program designed to drive 

change and reduce HAIs

1. Provision of reliable data to 
clinicians and managers

2. Penalising hospitals for 
failing to prevent events

Bonus of no work to collect 
data



Do penalties work?

Sankaran et al. Changes in hospital safety following penalties 

in the US Hospital Acquired Condition Reduction Program: 

retrospective cohort study BMJ 2019; 366 :l4109



HAC program designed to drive 

change and reduce HAIs

1. Provision of reliable data to 
clinicians and managers

2. Penalising hospitals for 
failing to prevent events

Bonus of no work to collect 
data



Response - invest in resources to 

“improve documentation and coding” 

 Health Round Table dashboard, analysis, 

use as a “starting point” 

 “Clinical coding auditing is the most 

effective strategy to reduce the impact 

of HACs”  ($$)

 IHPA developed animation and “app” for 

clinicians to use to improve 

documentation



HAC program 
designed to reduce 
HAIs by

1. Provision of reliable
data to clinicians 
and managers

2. Penalising hospitals 
for failing to 
prevent events

Bonus of no work to 
collect data

The problem is 

1. This data isn’t reliable 

– at least for HAC UTI 

2. Penalty programs 

have not been shown 

to improve outcomes, 

cause inequity

There is +++ work to make 

data reliable



Consistent with broader policy 

settings

Idea that 

“shedding light” 

will lead to change

Other examples
NAPLAN



“MEASUREMENT IS A POOR MAN’S 

CONVERSATION”
• Costs soar, counter-measures and 

gaming

• From patient’s point of view = WASTE

• Never confuse a measurement with what 

is important

• Put measurement on a diet

Don Berwick
Google YouTube 

Keynote 3 Glasgow IHI 

BMJ Forum 



In the meantime we should focus 

on strategies that do work

 Be curious, identify OUR problems

 Focus on quality improvement, using the HAC 
prevention resources 

 Only collect enough data to guide our quality 
improvement work

 Don’t stop surveillance if efficient and useful in 
guiding improvement

Focus on working with & having 
conversations with people



Stirling Ranges

Thanks


