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The intended outcomes of the NEAT reform

Improved patient outcomes by improving 
hospital processes
Improved consumer experience
More efficient hospital systems

Why is this reform ongoingly essential?
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The key principles to success in this work

Consistent political commitment and drive

A stretch target

A comprehensive, simultaneous program of 
reform within individual hospitals and across all 
sites



The key questions being discussed today

Is a 90% target safe?
Is a 90% target worth the investment it will 
require?
Is a 90% target achievable? 



Is there a safety/ quality issue with the current 
target?



State performance data – comparison of S/Q at 
baseline v Peak performance of 85%

May 2011 May 2009
NEAT peak 46%

Mortality 2.5% 3.7%
Unplanned re-presentations 3.8% 4.3%

Complaints 5.1% 6.1%
MRSA rate 3.5% 4.8%

Summary – adult tertiary hospitals



Is there a safety issue with the current target?
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Is there a safety issue with the current target?



Unadjusted Mortality for RPH
Hours in ED Cases Avg Hosp LOS %Thirty Day Mort

0‐4 56,247  4.2 2.4%
4‐8 49,566  4.7 3.6%
8‐12 12,145  5.0 4.5%
12 + 12,145  5.1 3.8%
Total 130,103  4.6 3.2%
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Our conclusion on the safety/quality issue

We have seen no evidence of an adverse trend in safety 
and quality as NEAT performance has improved.
We have seen a significant association between reduced 
ED LOS and decrease in mortality.
A target of 90% is likely to result in performance in the 
mid to high 80s.
This performance has been achieved in WA without a 
negative impact on S/Q.
We can see no case to be made for reducing the target 
on these grounds.



The Cost v Benefit question

Difficult to extrapolate to an aspirational target

The corollary to this question however is that 
inefficient hospitals with increased access block 
and outliers have increased LOS and patient 
complication rates that increase costs. The 
NEAT reform directly addresses these issues.



Investment

In most cases well considered redesign does not 
rely on significant economic investment to be 
successful

The bulk of investment should be in resourcing 
change management skills, not capital works or 
FTE creation



Can states realistically expect to meet the 90% 
target?

WA currently around 82.5% (tertiary sites 78-
80%)

Bell UK team recently identified 6-8% easily 
achieved with attention to detail.

So, yes, absolutely.



What do the staff think?









Where do we go with this reform?

Why has the improvement slowed in WA?

The big difference between the UK approach 
and ours.

This is the next difficult step and opportunity.



Should the target be smarter?

Could NEAT be measured differently, 
particularly with reference to the admitted 
stream?
Should different hospital peer groups have 
different targets?
This would be the important work of a NEAT 
review panel. It is timely for this work to begin 
now.



Summary

Don’t drop the target, but let’s make it smarter 
and better distinguish between admission and 
discharge streams.
Considering the national performance, it is also 
reasonable to consider reviewing the current 
incremental target ‘slope’ linked to reward 
funding if there is the political will to continue to 
incentivise this work.



Summary

There is still a huge reform opportunity here to 
create true whole of hospital accountability for 
access to care and capacity generation.
This is only really starting now in WA after five 
years of 4 hr rule/ NEAT reform.


