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Progress in public reporting
in New Zealand since the
Ombudsman’s ruling, and an
invitation

C Shuker, G Bohm, R Hamblin, A Simpson, D St George, | Stolarek,
J Wilson, AF Merry

“The purpose is to unleash the power of
data to change lives.”?

Statistics NZ CEO Liz MacPherson

The process of increasing transparency
around New Zealand healthcare has shown
startling progress in the last two years. We
summarise recent developments and suggest
a way ahead.

In June 2016 Ombudsman Professor Ron
Paterson ruled on a complaint by Martin
Johnston of the New Zealand Herald.?
Johnston had requested the volumes and
types of operations performed by indi-
vidual surgeons at five district health boards
(DHBs) under the Official Information Act
(the Act). He also requested rates and total,
unadjusted numbers of mortality, read-
missions and complications by individual
surgeon, and was either turned down or
provided with numbers at abstracted levels
by DHBs.

Johnston’s complaint, and a prior ruling
by the Ombudsman (December 2014)3 that
Tairawhiti DHB should release surgeon-spe-
cific case volume data, prompted
considerable attention and debate in the
sector. A discussion paper by the Medical
Council* generated 57 response submissions,
from the New Zealand Medical Associ-
ation,>® the Association of Salaried Medical
Specialists (ASMS),” the New Zealand Society
of Anaesthetists® and the New Zealand
National Committee of the Australian
and New Zealand College of Anaesthetists
(ANZCA) among others.® In March 2016
the Health Quality & Safety Commission
(the Commission), after consultation with
these and other concerned organisations,
including consumers in a day-long consumer

workshop conducted with the Ministry of
Health,'* published a position paper on the
public reporting of data, including surgical
outcome data, with an accompanying
editorial in this journal.!12

The Ombudsman’s
ruling

Ultimately, the Ombudsman ruled that
under the Act, DHBs were not obliged to
provide individual surgeons’ mortality and
complications data on the broad basis that
such data are not risk-adjusted and their
publication would risk misinforming the
public.2 DHBs were required to provide data
by individual surgeon on volume and type
of procedure performed. The Ombudsman’s
opinion was widely covered in the media.!*"’

The Ombudsman noted in his opinion that
one of the purposes of the Act is “to progres-
sively increase the availability of official
information to the people of New Zealand”.
The Ombudsman has also suggested, in
his 2014 opinion, that “New Zealand lags
behind [international] developments” in
the “proactive disclosure of performance
and outcome information”.? For these
reasons, he appended the following new
recommendation:

“that the Ministry of Health and Health
Quality & Safety Commission work together
to provide a publicly available annual
update (commencing in June 2017) on the
sector’s progress towards, in five years (ie,
by June 2021), the selection, development
and public reporting of a range of quality
of care measures (including outcomes data)
across specialties that:?
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* are meaningful to health care Accident Compensation Corporation (ACC)
consumers; and the Health and Disability Commissioner,

«  are meaningful to the clinicians who ~ have now jointly agreed a set of guiding
provide their care; principles that should apply to future publi-

cation of additional clinical performance

» are meaningfully attributable to the . . .
sy and outcome information (see Figure 1).

clinicians or service providing that
care; and These principles attempt to frame an

evidence-based rationale of public reporting
specific to New Zealand’s current healthcare
landscape and information technology
architecture.

* increase the availability of infor-
mation to the people of New Zealand.”

The Ministry of Health and the
Commission, with the support of the

Figure 1: Guiding principles: towards the publication of clinical performance and outcome data (adapt-
ed for publication).

These guiding principles form a common platform from which to operate consistently to achieve effective public report-
ing of clinical performance and outcome information. They reflect the points in the process of public reporting: purpose;
design; data capture and treatment; and publication.

Public reporting of clinical performance and outcome data is continuing to evolve in New Zealand and these principles

for such reporting are based on current evidence. Through consultation, these principles have the support of consumers,
regulatory and professional bodies, and key groups in the sector. The principles are aligned with key themes of the New
Zealand Health Strategy 2016 and with the strategic directions of other key healthcare organisations, and with processes
that oversee professional competency. The principles will be regularly reviewed to ensure they remain current with chang-
ing strategic and legislative documents. Innovations or changed models in healthcare should, where possible, incorporate
these principles prospectively as part of implementation.

Our purpose is quality improvement and patient safety

The aim of publication of clinical performance and outcome information is to facilitate continuous improvement in the
quality and safety of health services and to generate public trust and confidence in our system. Focuses for improvement
include better service experience for consumers; practitioner learning and performance; and accountability to the public.

Co-designed publications and measures

Consumers, colleges, professional bodies, clinicians and employers have an important role to play in defining and selecting
relevant outcomes and process measures. Strong measures should reflect the different needs of the interested parties, be
outcomes-focused, reflect consumer experience and serve to assure quality and safety and drive improvement. Publication
of data should promote a culture of continuous improvement, stimulate clinical focus and encourage open and honest
reporting.

National standards

Digital technology supports the capture and management of clinical performance and outcome information during routine
care. Wherever possible and appropriate, there should be agreed national standards of data collection with consistent
definitions and measures across New Zealand.

Where possible, data should be risk-adjusted and/or accompanied by relevant contextual information to account for case
complexity and risk. When measures are attributed to clinicians or services, attribution should be accurate and inferences
should be statistically sound. The measures should be clinically credible and reliable and should provide the public, clini-
cians, healthcare providers, administrators and/or policymakers with useful and meaningful information.

Accessibility and clarity

Data should be published in different formats and media to ensure that the information is accessible to people of all levels
of health literacy and acceptable and comprehensible to target audiences.

Data can be analysed and reported at multiple levels (national, regional, service, individual). Choice of level should, where
appropriate, be related to purpose and audience, to facilitate understanding of causes, contributing factors and opportuni-
ties for improvement.

Quick look

. Consumer-focused . Consistent national definitions and measures

. Co-designed measures . Risk-adjusted

. Co-designed publications . Contextualised

. Outcomes-focused . Meaningfully attributable to clinician/s or service
. Data capture part of routine care . Accessible formats and media

. Electronic capture . Related to purpose and audience

. Agreed national standards of data collection
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Present developments

in public reporting

At present, most public reporting in

New Zealand has a clinician rather than
consumer focus. Data on the outcomes
of certain surgical units in New Zealand
have been reported in the peer-reviewed
literature for decades.'* Publication of
various measures of the quality and safety
of healthcare is also already a regular part
of the work of the Ministry of Health, the
ACC and the Commission. For example, the
Commission presently publishes over 250
quality of care indicators for each DHB.
These indicators link to the Ministry’s
System Level Measures (SLM) framework
(see below).? Currently, these indicators are
spread across different publication formats,
such as the New Zealand Atlas of Healthcare
Variation, the Health Quality and Safety
Indicator set and the Quality and Safety
Marker set. Work progresses toward the
presentation of a selection of these indi-
cators as one DHB-specific dashboard, which
can be organised in relation to the Ministry’s
SLM framework.

The Ministry’s SLM Framework is a
system-level performance measurement
and incentive system co-developed with
the sector and designed to demonstrate
district alliance progress towards agreed
targets in line with the 2016 New Zealand
Health Strategy.?* The Framework consists
of a set of system level measures with
nationally consistent definitions that will be
reported nationally. Contributory measures,
designed to drive change at a local level and
contribute to the system level measures, are
selected locally and will not be reported.

At present, DHBs and PHOs are required to
develop and submit an improvement plan
to meet agreed milestones for each system
level measure on behalf of their district
alliance.

The System Level Measures implemented
from 1 July 2016 (apart from the latter two,
which are still in development) and reported
publicly are:?

*  Ambulatory Sensitive Hospitalisation
(ASH) rates per 100,000 for 04 year
olds

* Acute hospital bed days per capita
* Patient experience of care

* Amenable mortality rates

*  Number of babies who live in a
smoke-free household at six weeks
post-natal

*  Youth access to and utilisation of
youth-appropriate health services.

DHBs are in general already encouraged
to collect and report outcome information,
and DHBs approach this differently. For
example, Waitemata DHB has recently
published unit-level outcome information on
their website for 2014 and 2015 in relation
to gastro-oesophageal, hepatic, pancreatic
and biliary surgery.? The information
includes leak rates and 30-day/90-day
mortality, with contextual information to
assist lay readers. Work on development of
a DHB-wide framework of patient-reported
outcome measures (PROMs) and patient-re-
ported experience measures (PREMs) linked
to outcomes is in process. (Pers. comm.
Grayson D. O’Brien J. May 2017.).

Registries and opportunities

New Zealand already has several active
registries and some in development, many
that may provide opportunities for consum-
er-focused publication of risk-adjusted
measures of the outcomes of certain aspects
of patient care that fit the criteria we have
outlined for effective public reporting.

The All New Zealand Acute Coronary
Syndrome Quality Improvement programme
(ANZACS QI),?” for example, is a clinical
registry of patients with acute coronary
syndrome (ACS) and other cardiac problems
admitted to hospitals across New Zealand.
The registry currently covers 41 public
hospitals across New Zealand where acute
cardiac patients are admitted. As at June
2015, 25,273 patients with suspected ACS
and 30,696 referred for coronary angi-
ography were registered. The registry
explicitly has a quality improvement arm
as well as a research arm—to identify and
address variation in evidence-based practice
(in timeliness of assessments and interven-
tions and in the utilisation of secondary
prevention therapy, for example). Publica-
tions arising from the registry are numerous
and ongoing, and the clinicians involved are
exploring other options for reporting.2’-4

The New Zealand cardiac registry
published their first New Zealand annual
report in December 2016.4 The report
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presents analysis of all cardiac surgical
procedures undertaken at the five DHBs
performing publicly-funded cardiac surgery
in New Zealand (Auckland, Waikato, Capital
and Coast, Canterbury, Southern) between

1 January 2015 and 31 December 2015.

The data present volumes, risk factors, and
benchmarked, risk-adjusted outcomes such
as mortality and measures of complications,
including deep sternal wound infection,
return to theatre and readmission rates
following isolated coronary artery bypass
grafting (CABG), isolated aortic heart valve
replacement (AVR) and combined AVR and
CABG. The registry also publishes some addi-
tional quality of care measures, including
hours of mechanical ventilation, time spent
in the intensive care unit and hospital length
of stay. All measures are for the country or
by the five DHBs with cardiac units.

The New Zealand Joint Registry publishes
its report annually and now has more
than 17 years of accumulated data of New
Zealand joint arthroplasty practice encom-
passing both public and private settings.
These data include metrics that are relevant
to both consumers and to clinicians in
terms of quality improvement work, such as
prosthesis revision rates and more than 15
years of data from the Oxford Hip and Knee
outcomes questionnaire, an arthroplasty-spe-
cific patient-reported outcome measure
(PROM).*? Surgical site infection data for
hip and knee arthroplasties, which may be
relevant to consumers, are also available at
DHB level from the Commission.*

New Zealand has other registries at
varying levels of sophistication and
maturity, including the New Zealand stroke
thrombolysis registry.* Stroke registry data
are emerging in the literature,**¢ and the
registry has been used to raise awareness
of regional variation in thrombolysis
provision.

These and other instances are opportu-
nities for development of measures to be
reported along the lines of the principles
in Figure 1—in the first instance, with a
consumer focus.

Background
developments
internationally

Johnston’s Official Information Act request
and subsequent complaint has in part acted
as a challenge for New Zealand healthcare,
put by the media in much the way it was in
the US in the 1990s and in England and the
UK in the 2000s.

England

In England, a 2005 request by the
Guardian under the Freedom of Information
Act in the wake of the paediatric cardiac
surgery scandal at Bristol Royal Infirmary*’
has now resulted in the publication of
multiple metrics on the NHS Choices
website, including mortality, complications
and other metrics by individual surgeon
across 20 specialties.

As the Commission reported in their
March 2015 position paper, “Outcomes
have clearly improved in the NHS [UK
National Health Service] in the period since
publication ... [but] a causal link from publi-
cation to reduced mortality has not been
shown.”1148-50 The UK Society for Cardiotho-
racic Surgery has written to NHS England
calling for the scheme to be abandoned,
claiming “a damaging effect on individual
surgeons, with destruction of confidence,
disruption of functional teams and inap-
propriate suspensions, with unfair media
attention.”s! NHS Choices data appear to
show low public usage of the service: in
the year between 7 March 2016 and 12
March 2017, the collected specialty sites had
only 8,387 unique visitors, with the fewest
looking up Interventional cardiology (192
visits). Hip replacement surgery outcomes
by individual surgeon was the most popular,
with 969 unique visits in the year. (Pers.
Comm. NHS Choices Service Desk, 9 March
2017.) There were, however, approxi-
mately 100,000 hip replacement procedures
performed in England and Wales in 2015.52
Has the initiative improved care? The
answer is unclear.
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Several authoritative groups have warned
of the dangers arising from insufficient
statistical power to reliably detect vari-
ations in the performance of individual
UK surgeons. Surgeons in the UK seldom,
if ever, do enough procedures to reliably
identify outliers on the basis of mortality.
The risks lie both in the possibility of falsely
(and unjustly) identifying an individual as
a poor performer and in failing to identify
one that really is performing poorly within
a useful timeframe. The problem of volume
and statistical significance is certainly even
more the case in New Zealand.>>*

us

In New York in the US, a suit by news-
paper Newsday resulted in publication
by the Society of Cardiothoracic Surgeons
(SCTS) of the risk-adjusted mortality and
complications data of named individual
surgeons. The New York cardiac reporting
showed 41% decreased mortality in a year,
in much-studied and contested results that
are perhaps the most famous example of
public reporting and its potential effects.>-

In the US since, there has been a prolifer-
ation of forms of public reporting of quality
information, from journalistic associations
at the grassroots to the major agencies,
alongside a proliferation of methodologies,
standards and data sources.®® At the centre,
the US Affordable Care Act 2010 requires the
Centers for Medicare & Medicaid Services
(CMS) to make “publicly available through
Physician Compare [a CMS website to help
consumers find and choose physicians and
other health care professionals enrolled
in Medicare] information on physician
performance that provides comparable
information on quality and patient expe-
rience measures”.®

States, regions, collaboratives, health
systems and hospitals all publish their own
self-reported metrics. Multiple independent
for- and non-profit organisations are now
publishing ranking and rating information,
such as US News, HealthGrades, and
Consumer Reports, targeted at consumers.
These rating systems differ in their meth-
odologies, measures and data sources, and,
in practice, their ratings rarely agree$ and
are disputed by clinicians.®*¢” They lack
therefore the clinical buy-in necessary to
incentivise quality improvement, though
they have the merit of being increasingly
consumer-focused. Indeed, many of these
independent ratings systems provide the
information consumers in New Zealand
have told us they want (see Figure 2).

The argument for
‘public reporting
In New Zealand—
strategy, purpose,
mechanism

Marshall and colleagues at the Nuffield
Trust identify the many reasons cited for
implementing a policy of public disclosure of
performance or quality data. They conclude
that a coherent rationale, a clear conceptual
framework and “a clear and explicit purpose
for introducing public disclosure is funda-
mental to its design, implementation and
evaluation”.®®

The primary construct underpinning the
expectation in the US that public reporting
will improve the quality of care is based
upon a disputed market mechanism of
choice and competition, whereby patients
act as informed consumers selecting

Figure 2: What consumers want from transparency.*

cancellations

«  Details of the process

experience.

Consumer workshops held by the Ministry and the Commission in 2015 found that consumers wanted:
. Reassurance, trust and confidence in the system
. Information from a consumer perspective centred on the patient journey, such as wait times and

«  Dataon two to three key aspects of a procedure

«  Likelihood of different outcomes including quality of life

. Risks and benefits for themselves as individuals

+  Opportunities for stories to come through a mix of data and personal accounts

. Patient experience surveys and the ability to access ‘expert patients’ who had had first-hand
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high-performing providers of healthcare

on the basis of their quality. Thus public
reports in the US are viewed by some as
both a consumer right and a complex quality
intervention, predicated upon the proposal
that consumers once properly informed will
“migrate” to better performers. Theoreti-
cally, providers will respond by improving
the quality of their care to compete for
market share.

However, it is very much unclear whether
this construct is sound, even in the US. It
requires that consumers access this infor-
mation, understand it, and begin to make
economically rational decisions for their
health care such that an economically “effi-
cient” market model for healthcare results.
Much evidence suggests that consumers
simply don’t use data of this type to
make healthcare choices in the way some
providers thought they might.>*¢75 This
question of choice and selection is certainly
academic in the context of the New Zealand
public system: hospitals don’t compete for
patients and few patients are in a position to
choose their institution or practitioners.

The latest evidence suggests that the
importance of transparency as a mechanism
to incentivise a shift in practice is based on
reputation. This effect will probably operate
most powerfully at the level of the insti-
tution, with a concomitant effect on all who
work within each institution.

Change by reputation

Berwick identified the “change by repu-
tation” mechanism in 20037 and the
importance of reputation and the effects of
public reporting of comparative institutional
measures to incentivise better health care by
reputation have been shown in the US, the
UK, Italy and Zambia.”

Hibbard and colleagues have shown in
controlled experiments in Wisconsin the
different effects public reporting had on
hospitals’ quality improvement behaviors.”®7®
Three groups of hospitals were provided
with a) no quality information; b) private
information for internal use; and c) the
same performance information but publicly
reported in a way that explicitly targeted
consumers (newspaper advertising etc.).
Only in the third case did hospitals make
substantial changes to institute quality
improvement projects, regardless of market
share. These effects were particularly

marked in low-performing institutions.
Chassin found that the positive results of

the New York cardiac reporting, including
reduced mortality, were attributable to repu-
tational effects on low-performing providers,
not effects on their market share caused by
consumer choice and competition.®

Bevan and others have shown how,
despite its shortcomings and ultimately
its political unpopularity, the NHS star
rating regime instituted by the Labour
government between 2001-2005 caused
dramatic improvements in England where
easily graspable comparative results were
published in a wide array of media.”
Conversely, in Wales where no results were
publicly published and failure to achieve
targets was rewarded with extra resources,
little improvement was seen. Hospital
and ambulance waiting times in England
improved dramatically, at some cost politi-
cally and in terms of clinical buy-in. Gaming
was rife though much of it was “gilding the
lily” of already substantial improvement.®283
Such ferocious public governance appeared
to dramatically improve low-performing
institutions, but not to foster or encourage
the culture of excellence, teamwork and
patient safety that New Zealand pursues.”’
How do we learn from these experiments,
natural and controlled?

The importance of teamwork

The critical importance of teamwork to
outcomes has been evaluated in some depth.!
It is probably counter-productive to focus on
individuals rather than teams, in part because
doing so provides perverse incentives in
relation to the performance of colleagues,
but primarily because the outcomes of most
modern medical and surgical interventions
depend not only on multiple individuals
from different disciplines (including but not
restricted to surgeons, anaesthetists, inten-
sivists, nurses, laboratory staff and managers)
but also on how they work together towards
a shared objective of excellence and patient-
centred care.

What of individual practitioners?
In its position paper, the Commission
outlined many effective ways in which
the performance of individual healthcare
professionals can be assured.!! It called for
boards of DHBs to attest to the presence of
such processes within their organisations as
part of their annual reports.
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We suggest that the true mechanism to
make public reports effective in improving
quality and generating public trust and
confidence in the New Zealand context lies
along a thoughtful and considered route
sketched in the guiding principles in Figure
1 above. The motivation and stimulus to
action through public reporting is readily
comprehensible: professional pride,
organisational competitiveness, threat of
reputational damage at the publication of
low performance and the drive to perform
at the top of the scope of professional
practice.5?

Measures ought to be developed in concert
with consumers, be consumer-focused,
comprehensible and accessible, though
consumers don’t necessarily have to use
the information.”®7°84+87 [Hibbard pers.
comm. Aug 31, 2016] These measures ought
to be relevant to clinical practice and able
to be improved by clinicians. Importantly,
they ought to focus on the teams, units
and departments to whom they are truly
attributable. In this way sufficient numbers
for statistical power can be achieved and
teamwork can be promoted rather than
idiosyncratic practices and behaviours by
individuals.

One exciting area that is emerging is the
use of new ways of evaluating healthcare,
notably through PROMs and patient-re-
ported experience measures (PREMs),% and
through measures (such as days alive and
out of hospital, or DAOH®) that are sensitive
to more than just mortality and may provide
better statistical power for evaluating the
performance of clinicians.

We are at the historic moment when
we can draw from proven benefits of
public reporting and avoid the pitfalls.
The evidence has shown us a culture of
high performance and continuous quality
improvement in New Zealand is not
dependent simply on trust and altruism,
nor on measurement alone, or choice and
competition, but instead a complex interplay
between regulation, professionalism and
performance reporting that is imaginatively
and intelligently done.1257:65.7476.7879.82.86

The way ahead in
New Zealand—the
future and potential
of public reporting
relies upon us

“New Zealand is about open hearts ... open
minds. We think differently. We try things.
We experiment. We are not afraid to chal-
lenge ... I would also like us to be famous in
the future for open data.”

Statistics NZ CEO Liz MacPherson

The iron is hot in New Zealand: we are
lucky enough to have been challenged on
our approaches to the public reporting of
outcomes data from our health services at a
time when international evidence is growing.

There is huge potential to develop
processes to report a greater number of
tailored measures at the appropriate level
of unit or institution in cooperation between
clinicians and consumers to increase trans-
parency and continue to drive improvement
in our already high-performing health
services.

New Zealand has robust national data
collections and a number of registries
at different stages of sophistication and
maturity, and all are rich sources of potential
measures that consumers may value in
their quest to understand their care and
that providers can use to report upon
the quality and safety of their services to
drive continuous improvement. There are
opportunities for further measures to be
developed—PROMS and PREMs in particular.

We call upon the specialties, the Colleges
and other professional bodies and the
boards of DHBs to continue to engage with
the Ministry and the Commission in the
pursuit of informed and effective reporting
of unit-, organisation- and provider-level
outcome data. We can, as a country, advance
the transparency agenda in a way that
simultaneously informs and reassures the
people of New Zealand and assists the clini-
cians who care for them in ensuring that
the quality of the services they provide are
excellent for everyone—not just for the few
who can exercise choice.
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