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I shall deat
accofding to the processes which 1 think are
having the most infiue
ment of activities and 1 shall i

with the develop- ment
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trends. 1apologise in advance that because
of my limitation to one language, English,
my global perspective is limited. However,
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the influences in development are, as Isee  ¢uth
them,
- Accreditation programs - BYAdA T
- Government Interest - Ao A4
- Q.A. Associations(Journalis) - QA E3)(33A)
- The Industrial Model - And

- and Performance Indicators.
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ACCREDITATION OF HOSPITALS HaAMAR T
(Healthcare facilities)
The formal inspection of ihospitals was o) et ZAFQ ZAR= 19199 1)=¢) 33

begun in 1919 by the American College of  3( ACS) 9 9,175]] ARHY&Ud Zoukyg B
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Surgeons (ACS) following a survey, by o] o= 3

Codman and Bowman, of.Amert- ,u:an.g,w 9

Hospitals which revealed gl
Hospitals could meet basic s
addressed their medical reco
cations of their medica
organization, their patholog
and their ability to review ca

review became too large for ¢ rg 3] 7} 19549
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1954 the Joint Commission
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program of accreditation
initially part of the Joint Co

accreditation program and
Australia, Spain,
Taitwan, New Zealand an:
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have been extended to
healthcare facilities such as
and day procedure centres.

The Australian Council on Healthcare 270 824 L EIFE 9937 AxEo 9
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Standards which has 21 health S2EF Yo} BAYEIFE I3 (ACHS))
organisations repre- sented on its Board,
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uses cur- rently employed health admini-
strators and clinicians to survey health
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facilittes according to a manual of standards
developed by the various healthcare
organisa- tions and providers.
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These initially addressed the structures
and processes within a hospital but as 1
shall indicate later they have moved to
address the outcomes of care as well. The
only mandatory standard of the ACHS is
that healthcare facility has a formal Quality
Assurance program and this has been the
largest influence on development of Quality
Activities in Australian hospitals.

GOVERNMENT INTEREST

World wide health costs are rising, as I
am sure is the case in Korea, and has led

governments to’ iniroduce efficiency

measures which include utilisation review
i.e. the review of resources. However, as
efficiency measures are introduced,
governments have recognised the need to
ensure that there is an effectiveness of care,
that is, that there is no trade off in quality of
care. Thus gover- nments are becoming
interested in outcomes of care.

In the United States and subsequently in
Australia, Case- mix funding has been
introduced i.e. hospitals‘ are funded
according to the through put of their
patients, the patients being divided into
approximately 500 hundred categories
known as Diagnoses Related Groups
(DRGs). This has led hospital administrators
to take an interest in the quality of care, for if
a patient's stay is prolonged because of
complications of care, hospitals may suffer a
financial loss.

In the United Kingdom and New Zealand
purchaser/provider agreements have been
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developed i.e. contracts between area
health department and the hospitals in their
regions for certain health services are being
established. This is not unlike the American
system of health maintenance organisations
(HMO) in which the health insurers contract
with hospitals for the delivery for certain
services for a set price. All of these schemes
necessitate systems for the evaluation of
quality in relation to the cost of care.

Q.A. ASSOCIATIONS

Many countries have developed national
associations which ad- dress the quality of
care. Some of these have been developed
by health care providers, as in Australia, and
others such as the CBO-Netherlands, had
partly government and partly provider
development.

The International Society for Quality
Assurance (ISQA) was developed in the
early 1980's and now has members from
more than 30 nations.

Such organisations allow a great
exchange of information and methods in
quality assurance as do the quality
assurance journals which have been
developed.

THE INDUSTRIAL MODEL

In the last few years there has been
enthusiasm for the industrial model of
quality assurance as exemplified by W.
Edwards Deming who had so much
success in Japan in the post world war 11
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reconstruction of Japanese industry.

His model places emphasis on
commitment by senior manage- ment, the
use of statistics and constant improvement.
Coupled with this is an emphasis on
customer satisfaction. v

1 believe that this last point, as does
Donabedian, may result in “peripheral
review” with con- centration upon service
delivery rather than the outcomes of care.
This change has been supporied to some
extent by Donald Berwick and others who
believe that the earlier forms of quality
assurance in the United States were looking
for “bad apples”, instead of looking towards
the achievement of improvement in the
sysiem of health care delivery and
outcomes. '

CLINICAL (PERFORMANCE)
INDICATGORS

A major change in the United States, and
in Australia, in the last few years have been
a move towards the establishment of
objective measures of care through which a
hospital's clinical performance can be
judged.

In Australia the ACHS has established its
Care Evaluation Program to develop, with
the Medical Colleges, Clinical Indicators so
that a hospital's performan;ce can be
compared with a national standard. For the
procedural groups, these mainly
concentrate on the outcome of care, such as
complication rates after gall-bladder surgery.

The College of physicians, i.e. internists,
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have developed indica- tors relating to
process of care, such as the management of
a severely ill diabetic patient or the
management of a diabetic who is being
prepared for surgery.

When such indicators are included in the
ACHS Accred- itation process we have a
method where by professionally developed
standards can be introduced into a hospital
and the means of determining whether the
hospital is meeting the appropriate
standards.

As each hospital is surveyed its results or
indicators are coded into a national data
base which will allow for the adjustment of
thresholds with a continued improvement
of standards. In this way the providers of
care's “clinical impression” of their level of
performance is replaced by factual evidence
of performance with an accompanying
stimulus to improve results if the national
threshold is not reached.
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